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Abstract

This study examines the phenomenonof interoception — an individual’s perception
or sense of their own body state (Pollatos, 2007) - and countertransference — the
emotional experiences and reactions provoked in the therapist by a patient
(Heimann, 1950). The study looks specifically at embodied countertransference —
‘the spontaneous arousal of physical feelings in the therapist...” (Field, 1989: p.512).
It employs theoretical and empirical research methods, both qualitative and
guantitative, in order to capture something of the tension existing between

empirical observation and the subjective emotional realm of feeling and intuition.

The study explores links between interoceptive capacity and countertransference.
Thirty-seven  trainee child psychotherapists completed a qualitative
countertransference questionnaire and Egan and Carr’s (2005) Body-Centred
Countertransference Questionnaire. They performed an established interoceptive
accuracy assessment (Heartbeat Counting (Schandry, 1981)) and completed a
confidence measure pertaining to it. Data from the Heartbeat Counting task was
used to generate a metacognitive measure of interoceptive awareness (Garfinkle et

al, 2015).

Empirical data pertaining to interoceptive capacity and body-centred

countertransference were considered together, for the sample group as a whole and



between training year groups, in order to explore the overarching research question:

Is there a relationship between interoception and countertransference?

Results: Interoceptive accuracy was not shown to increase with years of training in
child psychotherapy. A statistically significant, non-linear, relationship between
reported confidence on the interoceptive accuracy task and year of training was
observed however; and interoceptive accuracy and reported confidence were also
shown to be positively correlated. As a sample group, child psychotherapy trainees
only approached ‘interoceptive awareness’. Embodied countertransference
phenomena were universally reported, increasing in frequency with year of training

to Year 3.

In the qualitative research, countertransference emerges as a vital, albeit ‘opaque
and disturbing’ tool, enabling the trainees to ‘go beyond words’ in their work with
children and young people. A striking homogeneity was observed in participant
responses, raising questions about the place for doubt and alternative perspectives
upon a phenomenon much debated in psychoanalytic theory and the research

literature.

This a unique study contributing to the research literature in Child Psychotherapy. It
highlights potential links between interoception and countertransference. Results

may have implications for the training of Child Psychotherapists, in particular, to the



attention that is paid to physical experiences. Further study of trainees and
qualified psychotherapists may yield more connections between these two

phenomena.
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Introduction

‘Go to your bosom; knock there; and ask your heart what it doth know.’

Measure for Measure, Act 2, Scene Il

Shakespeare (1604)

Interoception refers to an individual’s perception or sense of their own body state,
for example: heartrate, temperature, breathing, or gastrointestinal feedback
(Pollatos, 2007). Studies suggest that the generation and perception of bodily
responses are a pivotal source of variability in emotional experience and intuition
(Dunn et. al, 2010). Individuals who are better able to identify their body’s internal
signals, those identified as having ‘greater interoceptive accuracy’, tend to be more
emotional and more sensitive to their ‘feelings’ (Dunn et. al, 2010). Those with high
interoceptive accuracy have also been shown to score better on emotional
intelligence tests (Schneider et. al, 2005). In the latter, higher interoceptive
accuracy was shown to correlate with an increased ability to understand emotions
and to use emotions to enhance task performance. Intriguingly, interoceptive
accuracy is also associated with increased symptoms of anxiety (Pollatos et. al,

2007b).
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Emotion and its role in social communication are pivotal to understanding the
evolution of the brain (MacLean, 1970; Turner, 2000; Gerhardt, 2004) and human
social life (Balberine, 2001). Antonio Damasio (1999) proposes that emotions are
not only a crucial part of homeostatic regulation, but key to the development of

consciousness and ultimately selfhood.

Developing an understanding of emotional and relational experience is paramount
in the training of child and adolescent psychoanalytic psychotherapists. Attention to
feeling states, whether their own or their patient’s, is a vital aspect of the child
psychotherapist’s work. Child psychotherapy trainees must develop a capacity to be
open to, observant of and reflective upon feeling states within the therapeutic

setting and have a framework for understanding them within relationships.

Child psychotherapy trainees were chosen as the focus of this study because of the
emphasis upon emotional experience; and the need for sensitivity to feeling states
within training, providing a potential link to existing research on interoception (Dunn
et al. 2010). Furthermore, it was speculated that this emphasis would promote an
increased emotional sensitivity and awareness with years of training; and, as such

some change in interoception might be observed.

Countertransference is a complex and controversial concept, used in psychoanalytic

thinking to refer to the emotional experiences and reactions provoked in the
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therapist by a patient. It is considered by some to represent a part of the patient’s
communication to the therapist, and is widely accepted as indicative of the dynamic

emotional interplay in the relationship between patient and therapist.

Undertaking research into countertransference amongst child psychotherapy
trainees provides a unique opportunity to explore how this phenomenon is
understood and experienced by those training in the profession, hitherto
unexplored in the research literature. The diverse nature and needs of the infants,
children and young people with whom trainees are required to engage (ranging in
age from 0 — 25 years) demands a willingness to communicate and work in a
particularly embodied way; arguably, making child psychotherapy trainees a

population likely to be in touch with body-centred countertransference.

This study’s overarching research question asks:

Is there a relationship between interoception and countertransference?

This question is explored with particular reference to countertransference

experiences identified as ‘embodied’ or ‘body-centred’.

The research is a mixed methods study, incorporating a theoretical and
experimental design. The theoretical aspect of the study consists of a

comprehensive (albeit not exhaustive) literature review and conceptual synthesis,
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exploring the neuropsychological concept of interoception and the psychoanalytic
concept of countertransference with particular attention to embodied
countertransference.  The experimental aspect of the research involves an
assessment of the interoceptive accuracy of child psychotherapy trainees, based at
the Tavistock and Portman NHS Foundation Trust, using the Heartbeat Counting
Task (Schandry, 1981); alongside which, two questionnaires investigate their

experiences of ‘countertransference’.

Aims

This research project investigates the neuropsychological concept of interoception

through a psychoanalytic lens, asking:

Is there a relationship between interoception and countertransference?

Specifically, interoception will be considered in relation to the psychoanalytic
concept of countertransference, with particular attention to the phenomena of

embodied countertransference. The objectives of the study are:

e  To explore theoretically the neuropsychological concept of interoception and
the psychoanalytic concept of countertransference; and where appropriate

to draw links between them.
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e To measure empirically the interoceptive accuracy of child psychotherapy
trainees on the Professional Doctorate in Child and Adolescent

Psychoanalytic Psychotherapy at the Tavistock.

e To explore how child psychotherapy training potentially impacts upon

interoceptive capacity through a between year group comparison.

e To explore child psychotherapy trainees’ understanding and experience of
countertransference, including embodied countertransference, in their

clinical practice.

e To examine the possibility of a relationship between interoception and the

experience of countertransference phenomena.

Key words: interoception, countertransference, embodied / body-centred / bodily
/ somatic countertransference, psychoanalysis, psychotherapy, child and adolescent

psychotherapy, training.
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The Theoretical Review

Methods

The Theoretical Review comprises a conceptual overview of the key areas of inquiry,
those of interoception and countertransference, with a focus upon the research
literature pertaining to embodied countertransference and interoception. A

conceptual synthesis is integrated into this section.

The following search strategy was used to identify research papers considered

within the review.

Search Strategy

e The database PSYCHinfo was chosen for the literature searches undertaken
as it was considered most likely to produce relevant results.

e An initial search ascertained that no previous research had been undertaken
incorporating interoception and countertransference (Table 1).

e These two concepts were then considered separately.

e Key words and their synonyms were entered individually into the electronic
database. The Boolean operator term OR was then used to combine key
words conceptually. Searches were run for each concept. The Boolean

operator AND was used to combine concepts (Table 1).
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e Database search expanders were turned off.

e Limiters were applied to results generated: empirical studies, English

language only, academic journals, full title available.

e All titles were scanned for relevance, with attention paid to citations accrued
by papers as an indicator of their significance to the body of research

evidence.

e The abstracts of selected papers were then read and from these, papers

were chosen for more detailed review.

e Finally, an iterative process was employed to identify papers which had not
been captured in the database search. This involved reviewing the reference

lists of papers read.

Table 1. PSYCHinfo literature search: interoception and countertransference

Search Terms Number of papers
returned.

Countertransference AND interoception 0

Countertransference 682

Countertransference AND embodied OR body-centred OR body 24

centred OR bodily OR somatic

Interoception OR interoceptive 157
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Table 1 presents results of a literature review conducted on the PSYCHinfo database

for the key terms ‘countertransference’ and ‘interoception’, their synonyms, and the

Boolean Operators employed. Limiters applied: empirical study, English Language,

academic journals, full text available.

A separate literature search, following the strategy above, was conducted to

ascertain whether there is empirical evidence for the impact of training in Child and

Adolescent Psychoanalytic Psychotherapy upon emotional awareness in those who

undertake the training. Key words, their synonyms and results generated are

reported in Table 2.

Table 2 Psycholinfo literature search: child and adolescent psychotherapy training

and emotional awareness

Search Terms

child OR adolescent OR child and adolescent AND sensitivity OR
development OR intelligence OR understanding OR awareness AND
emotional OR emotion AND training OR education AND
psychoanalytic OR psychoanalysis AND psychotherapy OR
psychotherapist

sensitivity OR development OR intelligence OR understanding OR
awareness

emotional OR emotion

training OR education

psychoanalytic OR psychoanalysis

Psychotherapy OR psychotherapist

Number

returned.

83

1072,215

1572,246
414, 616
108,396

233, 402

of

papers
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Findings

Table 1 demonstrates the broad interest in countertransference as an area of
research and interoception, to a lesser extent. Studies pertaining to embodied

countertransference are more limited.

Table 2 shows that although a plethora of studies are available for each of the key
search terms, when these were combined to address the question as to whether
there is empirical evidence for the impact of training in Child and Adolescent
Psychoanalytic Psychotherapy upon emotional awareness, while 83 papers were
produced by the search, study titles revealed that none were relevant. This finding

will be returned to in consideration of the study’s limitations.

Countertransference

The psychoanalytic concept of countertransference holds varied meaning. The
concise definition of Laplanch and Pontalis (1973) - ‘The whole of the analyst’s
unconscious reactions to the individual analysand [patient] — especially to the
analysand’s [patient’s] own transference’ (1973: p. 92) - belies the potential
complexity of the term and the experiential phenomena it represents.

Countertransference has been, since the designate was first introduced by Freud
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(1910), the locus of both controversy and creativity in the development of

psychoanalytic theory and practice.

The potential for difficulty comes quickly to the fore. The definition above refers to
countertransference as the ‘whole’ of analyst’s ‘unconscious reactions’ (Laplanche &
Pontalis, 1973: p. 92), begging the question: how do unconscious reactions come to
be known and meaningfully contemplated? If countertransference is to be spoken
of, these unconscious reactions, or evidence of them, must necessarily have become
conscious. Would countertransference be more meaningfully determined as: the

analyst’s ‘once’ unconscious reactions to the patient, now consciously considered?

Despite the difficulty that a cursory scrutiny of the term reveals,
countertransference is a concept which has been widely adopted by therapists and
thinkers of many different traditions (Pearlman and Saakvitne, 1995). An overview
of the meaning and significance of countertransference is provided below before

embodied countertransference is specifically considered.

Defining Countertransference

In 1910, Freud described a countertransference as arising from “..the patient’s
influence on his [the analyst’s] unconscious feelings...” (1910: p. 144) going on to
stress that ‘..no psychoanalyst goes further than his own complexes and internal

resistances permit...” (1910: p. 145).
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Countertransference is understood by Freud as the unconscious feelings of the
analyst provoked by contact with a particular patient, arising in part from the
analyst’s own limitations and psychopathology. Freud acknowledges that in the
meeting of analyst and patient, the analyst’s own unconscious is at play, in
countertransference. As such, countertransference is a private matter for the
analyst and not evidence for what may be taking place within the therapeutic
relationship. It is to be mastered through the analyst’s personal analysis, preventing

an impediment to analytic work.

In Freud’s introduction of countertransference, latent questions fundamental to the
process of analytic practice emerge: what is the nature of the influence/direction of
influence, of one individual upon the other (analyst —> patient, patient —> analyst)?
What is the mechanism of influence, how is influence mediated? How can this be

known and understood?

A marked shift in the psychoanalytic approach to countertransference was
articulated in Paula Heimann’s (1950) paper, ‘On Countertransference’. Here,
apparently in contrast to Freud, Heimann stated that countertransference could and
should be used as a tool in psychoanalytic work. Countertransference is defined by
Heimann as including: “..all the feelings which the analyst experiences towards the

patient...” (1950: p. 81). The emotional reaction of the analyst to the patient, which
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can at least to some extent be consciously known, is considered to provide valuable

information about the patient’s unconscious.

For Heimann, an analyst’s experience of countertransference is intimately related to
the patient. It is “...not only part and parcel of the analytic relationship, but is the
patient’s creation, it is the patient’s personality...” (1950: p. 84). Countertransference

is crucial for understanding.

Hinslewood and Robinson (2006) assert that in Heimann’s articulation, “..counter-
transference was...reversed from being an interference to becoming a potential

source of vital confirmation...” (2006: p.151).

Heimann’s view was controversial despite attempts to present her departure from
Freud along terms of continuity rather than rupture (Hinslewood & Robinson, 2006).
She pointed out that the matrix of Freud’s ideas about the ‘resistances’ to analytic
endeavour presented by patients, in fact came from Freud’s own clinical experiences
(Heimann, 1950). As such, an understanding of resistance might be considered to be

knowledge acquired through the countertransference.

Over the second half of the 20" Century, countertransference came to be more
broadly understood as encompassing the reactions of therapist to patient: conscious
and unconscious; emotional and cognitive; intrapsychic and behavioural.

Countertransference has been conceived as constructed of both the
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communications (conscious and unconscious) of the individual patient to the
analyst/therapist; and the unique offering of the specific analyst/therapist’s own
internal world (including their psychopathology) within the relationship (Racker,
1957 & 1968; Cashdan, 1988; Aron, 1995). Joseph (1985) articulates an
understanding of the therapeutic encounter, as one of ‘total situation’ (1985: p.447),
involving a live and ever-changing relationship. Countertransference is conceived as
an ‘essential tool’ (1985: p. 447) by which the therapist can come to realise

communications beyond words.

Gabbard (1995 & 2001) suggests that countertransference is the creation of patient
and therapist - such an approach requires discernment, however, in considering the
extent to which a therapist’s countertransference belongs with the patient or is a
factor of their own personhood. This ‘totalistic countertransference’ perspective
(Hayes, 2004), is challenged in a third, contemporary view: ‘integrative
countertransference’ (Gelso & Hayes, 2002). This approach locates the aetiology of
countertransference once again more firmly with the therapist and is defined as
‘..therapist reactions to clients that are based on the therapist’s unresolved

conflicts...” (Hayes, 2004: p. 23).

This definition is considered by those who would promote it as less narrow than the
‘classic’ (Freudian) perspective, as countertransference can be both conscious or

unconscious, and is provoked in response to transference or other phenomena.
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Promoters of ‘integrative countertransference’ argue that it “...encourages therapists
to take responsibility for their reactions, identify the intrapsychic origins of their

reactions, and attempt to understand and manage them...” (Hayes, 2004: p. 23).

Projection, Projective Identification and Countertransference

In seeking to understand countertransference, it is necessary to consider ‘projection’
- another vital aspect of psychoanalytic thinking. Perhaps not unlike
countertransference, projection is a multifaceted theoretical concept and set of
clinical phenomena which, along with projective identification, continue to be the
subject of debate and evolving understanding (Spillius & O’Shaughnessy, 2012). Here
a short summary of these ideas is provided, recognising that a fuller discussion of

these complex concepts is beyond the remit of the current Theoretical Review.

Whilst acknowledging that the term projection is used in psychoanalytic theory to
refer to a number of “..related but distinct mental processes...” (pg. 125), David Bell
(2001) identifies as central to projection the ‘relocation of mental contents onto the
representation of the outer world. Something that was internal is now viewed as
existing in external space...” (ibid). This psychoanalytic understanding is contiguous
with the historical definition and aetiology provided by the Shorter Oxford English
Dictionary (1933) as ‘throwing or casting forth or forward’ (use from 1599) and ‘the

forming of mental objects’” (use from 1599) (ibid, pg. 1595). Furthermore,
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philosophical metaphors such as Plato’s Cave’ may point to an understanding of

psychic processes involving projection in classical philosophy (Plato, 375 BC).

Melanie Klein is with credited with identifying and articulating the importance of
projection as intrinsic to mental life. Whilst Freud wrote of projection in terms of
psychic processes of defence (1911), Klein’s contribution is in the assertion that
projection and projective processes can be understood as a fundamental aspect of
normal development (1946; 1952). Klein describes an alive and potent unconscious
mind, a place of constant activity, where reality and phantasy perpetually mingle
(shaping one another). In the Kleinian mind, processes of introjection (taking in) and
projection (throwing out) are continuous from the beginning of life (Klein, 1958) and
the mind is necessarily both recipient of external stimuli (introjects) and the author
of experiences (projections). Processes of introjection and projection influence
each other in a circulatory way which is inextricably informed by ‘experience’ and

unconscious phantasy.

Yin his allegory of The Cave, Plato articulates a metaphor which contrasts the way in which we
perceive, and believe what we perceive to be real, and what is ultimately so, beyond the confines of
sensory perception. Within the cave (sensory perception) people perceive shadows upon a wall —
they do not see the objects which make the shadows as they are in and of themselves, outside of the

caves confines.
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Klein recognised as of particular significance the process of ‘projective
identification’, describing this as an unconscious activity in which the individual splits
off unwanted, unbearable, or alien (in the sense of incomprehensible as belonging)
parts of the self and projects these ‘into’ the other. These parts may then be
experienced as possessions of the other and related to as such, when in fact they

truly belong to the self (Klein, 1952).

These ideas have received crucial development in the thinking of post-Kleinian
psychoanalysts, perhaps for the focus of this study most significantly in the work of
Bion (1962). Bion identifies the unconscious yet communicative aspect of projective
identification. In his theory of mental development through mother — infant
interaction, Bion draws out the importance not only of the activity of projection out
of the infant into the object (mother) but also of the mother’s capacity
(unconscious) to receive this projection, allow herself to be affected by it and return
it to the infant transformed into something bearable which no longer has to be

eliminated from the self (ibid).

Bion’s work arguably is a gateway for thinking about the potential mechanisms of
unconscious communication involved in countertransference. Indeed, it might be
contended that the analyst’s role in facilitating her patient is outworked through the

model identified by Bion in the infant’s development of thinking (through what
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might be conceived of as the borrowing of the maternal capacity to think, or process

experience, before the infant is in possession of these capacities).

From this perspective, countertransference phenomena might be understood as
arising within the analyst as the result of her being the recipient of unconscious
projections from the patient. How this is understood depends significantly upon the
theoretical position taken in relation to countertransference — principally, the extent
to which countertransference is conceived of as belonging to the realm of conscious
or unconscious life; and the extent to which it might be possible to come to feel and

recognise a movement between the two.

Significantly, Bion also identified the potentially destructive power of projective
identification. In his 1959 paper, ‘Attacks on Linking’, Bion drew attention to the
capacity of the patient, through projective identification to destroy closeness to the
analyst. Bion describes patients able to produce ‘symptoms’ within the analyst,
which some might identify as ‘countertransference’, such as stutters and sleepiness

— with unconscious intent to uncouple.

Bell (2001) cautions against the conflation of projective identification as theoretical
construct (explaining unconscious mental mechanisms) and clinical experience, in
the form of a conscious ‘effect’ upon the external object. This consideration is

potentially of relevance here in considering how projective identification and
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countertransference might be related and spoken of meaningfully in examples of

clinical work.

Summary

Whilst an attempt has been made above to draw some distinction between
projection and projective processes generally and projective identification
specifically, it may be helpful to conceive of them as existing on a continuum: with
distinctions drawn between the extent to which projection is made ‘onto’ or ‘into’
the external object; and the extent to which these are experienced consciously or

unconsciously.

Theoretically, countertransference is indubitably a projective process. Whether it
can be understood as a ‘communicative’ process which can be or be brought into
consciousness may influence the extent to which it is further conceived as

impediment or aid to psychoanalytic work.

Spillius and O’Shaunessey (2012) state that “...the concept of projective identification
gives a name to, and a clarification of, the dynamics of direct communication and the
phenomena of transference and countertransference that are universal among
humankind...” (pg. 366) and as such that this is not limited to the consulting room
and the clinical situation — but rather are universal in human communication.

Furthermore, they suggest that projective identification is what Freud was ‘questing’
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for (ibid) when he wrote that “..it is a very remarkable thing that the Unc. of one
human being can react upon that of another, without passing through the Cs. This

deserves closer investigation’ (Freud 1915b, pg. 194).

Empirical Research

While the clinical literature, comprised of case studies on countertransference, is
plentiful, other forms of empirical research into the phenomenon have remained
more limited until recently (Zittel & Weston, 2003; Betan et al. 2004; Hayes et al.
2004). Countertransference is currently recognised as an expansive area of research
interest which requires quantitative and qualitative research methods in its

exploration (Kachele et al. 2015).

Kachele and colleagues (2015) have attempted to organise and evaluate the range of
empirical approaches employed in countertransference research. They
acknowledge that attempts to measure countertransference have long been
avoided, suggesting this may be partially due to countertransference occurrence
across a potentially daunting area of influence, “...from microprocesses to global

clinical phenomena...” (p. 96).

There are those, such as Betan et al. (2005), who hold that countertransference

4

phenomena can be measured in “..clinically sophisticated and psychometrically
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sound ways that tap the complexity of clinicians’ reactions toward their patients...”

(2005: p. 890).

These researchers employed the Countertransference Questionnaire developed by
Zittel and Weston (2003) to assess a sample of 181 psychiatrists’ and clinical
psychologists’ countertransference reactions to randomly selected patients within
their care. These reactions were considered alongside the patient’s known

diagnosis. Countertransference reactions were considered to be:

‘...systematically related to patients’ personality pathology across therapeutic
approaches, suggesting the clinicians, regardless of therapeutic orientation,
can make diagnostic and therapeutic use of their own responses to the

patient...” (Betan et al. 2005: p. 890)

Despite the growing empirical evidence for the diagnostic and therapeutic
usefulness of countertransference, disagreement continues over what
countertransference is. This will be further evidenced in considering literature
pertaining to embodied countertransference. Fundamentally, this is a debate over
the aetiology of an individual’s intersubjective experience; and may ultimately defy

fixed and final resolution.

In summary, whether an individual therapist’s experience of countertransference is

considered to be: a) something emanating from that therapist’s inner world
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(including their own psychopathology) provoked by contact with the patient; b)
derived from conscious and unconscious communications of the patient; or c) a
factor of the interplay of the conscious and unconscious of both parties in the
therapeutic dyad, is a question of tremendous technical and conceptual significance,
even if it cannot be conclusively resolved. At heart it is a debate of attribution, and
affiliation to a particular aetiological perspective determines the extent to which
countertransference can be considered a legitimate tool within the psychoanalytic

process and, how that tool should be employed.

Defining Embodied Countertransference

Field (1989) defined embodied countertransference as the: ‘..specific but little-
discussed manifestation of the countertransference: namely the spontaneous arousal
of physical feelings in the therapist...” (1989: p. 512). He asserted that
countertransference (here referred to in general terms) has four forms through

which it makes itself known:

1. By the evocation of specific feelings towards the patient.
2. Through the emergence of fantasies related to the patient.
3. Inthe therapist's dreams.

4. In the therapist’s acting-out.
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Embodied countertransference Field places in the fourth category. He distils three
guestions to address to the phenomenon (reflecting those pertaining to

countertransference more generally.):

1. Are bodily sensations experienced by the therapist meaningful and
evidence of unconscious communication from the patient?

2. If so, do they have therapeutic significance?

3. And, what mechanism enables such messages to be transmitted? (Field,

1989)

Field describes examples of embodied countertransference from his clinical practice,
focusing on: ‘sleepiness’, ‘sexual and erotic arousal’, and ‘fear and trembling’.
Clinical vignettes are provided as illustration, noting how each bodily symptom
experienced through one lens might be perceived as evidence of flaw in the analyst
and failure of technique, but if considered as an unconscious communication from
the patient, can be of great value to the therapeutic work. Bodily sensations
experienced by the analyst are understood to provide an opportunity for insight into
‘..primitive levels of communication...” and ‘.states of fear, rage, longing and
hunger where no words were available and psychic trauma could not be

distinguished from physical injury...” (1989: p. 512).
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Field’s view is that the analyst has capacity, through their body, to come to know
something of the patient that cannot otherwise be shared in words. He suggests

that these experiences may be more or less actively interpreted.

Field also suggests the act of experiencing entailed in embodied countertransference
(more or less conscious in the analyst), and the passing back and forth of
unconscious bodily communications that can occur between analyst and patient,
may in itself have therapeutic value e.g. potentially reworking preverbal
experiences. This resonates with the thinking of McDougall (1979) who asserted that
patients who have suffered severe preverbal trauma may make communications

through action and somatic symptoms, where words cannot be used.

Thus, Field moves far beyond the idea that bodily countertransference can be
considered to be marginal, or even dismissed as poor technique, but rather asserts
that it is “..a central feature...nearer the heart of the matter...” (1989: p. 521).
However, addressing his third question, what mechanism enables such messages to
be transmitted? (Field 1989), Field acknowledges it is ultimately impossible to
discern definitively what belongs to whom in any particular countertransference

feeling.

More recently, Stone (2006) uses the metaphor of a resonating tuning-fork to

articulate his understanding of embodied countertransference, suggesting: “..that
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the resonance occurs when the analyst’s tuning fork vibrates with the patient’s

psychic material through the unconscious...” (2006: p. 110)

Stone too asks a series of questions about the experience of embodied

countertransference:

1. Why does countertransference resonate in the bodies of some analysts
and not others, in response to some patients and not others?

2. What conditions produce somatic responses?

3. Is there a theoretical framework to understand embodied

countertransference? (2006: p.110)

Stone seeks answers in a review of the psychoanalytic literature and in the
examination of a case study. Three conditions are found commonly to coalesce
where embodied countertransference resonates: “...the pathology of the patient; the
patient’s inhibition to express strong feelings directly and consciously;, and the

typology of the analyst.” (2006: p.120)

Patients most likely to provoke somatic reactions are those with:

“...borderline, psychotic or severe narcissistic elements; where there are basic
instinctual problems (sex, aggression, eating disorder);, or where there has

been early, severe childhood trauma...” (2006: 120)
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In the ‘typology’ of the analyst, Stone is referring to the Jungian idea that
personalities can be categorised into types (Jung, 1923). Stone suggests more
research is needed in this area. It is nonetheless intriguing that his conclusion
argues that a potential predisposition in the personality of the analyst is a
determining factor in their experience of embodied countertransference
phenomena. Specifically, a tendency to ‘intuition” would be a dominant feature of

analysts likely to report embodied countertransference.

Psychoanalysis and the Body

Before continuing with a focus upon embodied countertransference, it is necessary
to consider more broadly the conceptual place held by the physical body in

psychoanalysis.

Connolly (2013) suggests that an increasing attention paid to the importance of the
body in psychoanalytic theory and practice is one of the most significant
developments in modern Freudian, and especially Jungian, thinking. She argues that
the mind is fundamentally shaped by our embodied, corporeal experiences and cites

McDougall (1995) in asserting the risks that failure to recognize this entail:

‘The concept of mind-body duality, a legacy of Cartesian philosophy, can
cloud our perception, skew our theoretical conceptualizations, and even

distort our clinical work.” (McDougall, 1995: p. 157)
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Nonetheless, numerous contributors have asserted exactly this — a denial of the
body — has too long characterized psychoanalytic theorizing (Field, 1989; Jacobs,

1993; Boudella, 1997; Shaw, 2004).

Jacobs (1993) attempts to explain why, evoking the controversial psychoanalyst
Reich, and noting him to have been an early, proponent of the body in
psychoanalytic thinking. Reich’s more speculative theories and practice - particularly
in relation to sexual energy and gratification - are suggested as a reason for the
body’s marginalization in psychoanalytic thinking and practice. For many external
commentators, Reich’s disgrace and imprisonment linked psychoanalysis to

something fraudulent and dangerous (Boadella, 1997).

Perhaps ‘dangers’ are implicated in psychoanalysis’s denial of the body, dangers
with which it is necessarily involved, in so far as psychoanalysis potentially
accommodates an encounter with basic human instincts and urges. Jacobs (1993)
asserts that non-verbal communication evokes the early and primitive experiences
of infancy and preverbal stages of development. He argues that for some analysts,
being in close connection with such a powerful non-verbal world may be

unconsciously experienced as a threat (Jacobs, 1993).

Retrospectively, and with body more firmly aboard, 21°' century psychoanalytic

theorising has sought to draw out the latent presence of ‘the body’ in earlier writing,
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potentially hidden behind a cloak of anxiety and a focus on psyche over soma
(Karacaoglan & Lombardi, 2018); as well as unearthing explicit references to the

body.

Freud’s statement: “.. the Ego is first and foremost a body ego...” (1923, p. 26) is
frequently quoted as evidence of Freud’s acknowledgement of the importance of
the body. Vartzopoulos & Beratis (2012) see the body-mind question as central to
Freud’s work. They illustrate this with: the example of Freud’s theory of Drives; his
reference to the ‘body ego’ (1923, p.26); and his attention to conversion symptomes,
in the clinical case histories where conflicts of unconscious fantasy are played out

symbolically upon the stage of the body (Freud, 1905).

Bion’s capacity for a vivid use of his own body as a tool of perception, explicitly
referred to in interpretations to patients, is also identified in the efforts of those
who would reclaim the body in the history of psychoanalytic thought. For example,
Bion made the following interpretation (Bion, 1956, in Field 1989: p.518): “... you

have been pushing into my insides your fear that you will murder me...".

Empiric Research

While embodied countertransference is well attested in the psychoanalytic
literature, primarily in case studies (Samuels, 1985; Field, 1989; Jacobs, 1993;

Lombardi, 2003; Zoppi, 2017); and as Connolly suggests (2013), is the focus of



37

considerable theorising in psychoanalytic thinking (Greene, 2001; Stone, 2006;
Martini, 2016; Karacoaglan & Lombardi, 2018); other forms of empirical research
study specific to the phenomenon remain relatively few. The review now focuses on

a selection of these.

Oft cited in the research literature on embodied countertransference (Field, 1989;
Stone, 2006) is Andrew Samuels’ (1985): ‘Countertransference, The ‘Mundus
Imaginalis’ and a Research Project’: an attempt at empirically investigating

countertransference.

Samuels postulates that countertransference can be classified into two broad
categories: reflective countertransference and embodied countertransference.
Reflective countertransference is conceived as an experience, for the analyst, which
feels immediately reflective of the patient’s state (conscious or unconscious). It is
thus a here-and-now, reflective experience provoked by contact with the patient.
Embodied countertransference is conceptualised as the analyst taking on, in a much

more profound and altering way, something from the inner world of the patient.
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Embodied countertransference’ implies a kind of ‘becoming’ in the being (the
psychic self) and body of the analyst, an incarnation (1985: p.52) representing a

communication of a deep and distinct order.

Samuels’s research project set out to explore the categories he had developed in his
understanding of countertransference, as manifest in the experiences of other
psychotherapists. It involved the collection of twenty-six psychotherapists’
testimonies about ... countertransference reactions of theirs which they considered
to result from the unconscious communications of their patients...” and ‘.. how the

patient may have provoked these feelings...” (1985: p. 54).

Fifty-six case studies, providing seventy-six examples of countertransference, were
represented in the research. Participating psychotherapists had all been in
supervision with Samuels and were aware of his ideas and may well have been
influenced in the development of their analytic practice by them. Samuels defends

this criticism of his methodology (1985: p.55).

2ltis important to note that countertransference experiences felt to be in the body (body-centred or
bodily) and often referred to as ‘embodied’ are not necessarily identical with Samuels’ conception of
‘embodied countertransference’. The latter designation is used by Samuels to define a particular and
profound countertransference experience of becoming (an aspect or ‘entity’ of the patient’s inner
world) which, while it can include the bodily ‘symptoms’ of a physical countertransference is not

necessarily identical with them.
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Through an ‘inductive’ process (p. 55), participants’ countertransference
experiences were surveyed for ‘emerging’ patterns which could be developed into
further theoretical categories3. Field (1989) reorders Samuels’s classifications and in

turn adds ‘dreams.’

Samuels’s paper begins with an attempt to root theorising in experience, but there is
a marked shift from this (at times questionable) empiric framework to a discussion
of countertransference as ineffable, mystical experience, ultimately defying
explanation and categorisation. Samuels links the operation of countertransference
to ‘The Mundus Imaginalis’, an idea borrowed from the philosopher, Henry Corbin
(1972). The Mundus Imaginalis refers to a ‘realm’ or ‘level of experience’ in which
the mechanisms of psychic operation can occur (Corbin, 1972), this is in turn linked
by Samuels to Winnicott’s ‘The Transitional Space’ (1974). The Mundus Imaginalis
has become an important reference point in psychoanalytic thinking about
embodied countertransference, as the place where unconscious exchange might

occur (Martini, 2016).

8 Samuel’s categories are: bodily and behavioural responses e.g. pain in particular parts of the body,
sleep, sexual arousal, wearing the same clothes as the patient; feeling responses e.g. anger, being
bored, powerfulness; and fantasy responses e.g. “...this is the wrong patient, there’s something wrong

with my feet, a large black pot...” (1985: p. 57).
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Samuels acknowledges the difficulty of juxtaposing the empiric and the mystical and
defends the use of empiric methods to explore something poetic and abstract,

presenting himself as a “...match maker for two world views...” (1985: p. 67).

Samuels holds that countertransference should be the very root of the analyst’s
technique, whilst recognising that as soon as you create a regulated system for its
operation or function, you create a ‘clinical confine’ (1985: p. 67), anathema to the
necessarily fluid relationship between two individuals. There is a paradox in the
empirical and theoretical effort to understand and the necessary impossibility of an

encompassing understanding.

As a partial solution to this paradox, Samuels emphasises the place of relationship “..

to body and image [or mind] can be added relationship...” (1985: p. 68)

Relationship, specifically, the intersubjectivity of the psychotherapeutic relationship,
is at the heart of Robert Shaw’s (2004) qualitative research into the embodied
experience of psychotherapists and challenge to the idea such experience be

conceived as countertransference.

Shaw asserts that he considers psychotherapy to be essentially and inherently an
embodied process, an “..intrinsically embodied experience...’ (2004, p. 272). Shaw
explicitly rejects Cartesian dualism, asserting that his own position is in keeping with

the philosophical tradition of Phenomenology, quoting Merleau-Ponty, °“..it is
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through my body that | understand other people...” (Merleau-Ponty, 1962: p.186, in

Shaw, 2004: p 272)

The body links worlds internal and external, and is the place of encounter between
individuals. Shaw quotes Crossley, ‘..the body is the very basis of human
subjectivity...” (1995: pp 44 in Shaw, 2004: p. 273), stating the aim of his study was

‘...to examine the therapist’s body as a subject of perception...” (Shaw, 2004. p. 273).

Shaw used grounded theory to explore the ‘body’ experiences of humanistic

therapists, involving 90 therapists. Findings indicated therapists:

‘...used their somatic experiences to help them navigate the complexities of
the therapeutic encounter. In doing so, they are emphasizing the importance

of their bodily perceptions...” (Shaw, 2004: p. 283)

Shaw found evidence that the therapist’s body provided valuable information
relating to the subjective space between the therapist and client. A link was also
suggested between the presence of a strong emotional connection between client

and therapist and the therapist’s experience of bodily phenomena.

Shaw argues that the research demonstrates the therapist’s body to be a source of
knowledge about the therapeutic encounter, but that it also indicates that

countertransference discourse is inappropriate and unhelpful in understanding
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these experiences. Shaw claims his research evidences how countertransference
dialogues ‘reify’ embodied experiences, and as such are potentially reductive of the
phenomena observed in participants’ reflections upon the embodied encounters

between therapist and client.

Relationship is Shaw’s focus. He holds that a dialogue of relational encounter should
not be made identical with one of countertransference which privileges the
perspective of the therapist. Shaw’s concern is attribution and how the embodied
experience of the therapist is understood. He fears that a dialogue using embodied
countertransference as its epistemological basis too often results in an aetiology of
the therapist’s bodily responses located in the patient, according to the therapist’s
own interpretative perspective. Shaw gives examples from the work of Matthew
(1998) describing a patient who provoked strong bodily responses. Shaw’s concern
is that Matthew makes too solid and too definite what are, in Shaw’s view,

‘...intangible subjective phenomena...” (2004: p.273).

Shaw argues that it is simplistic to attribute a therapist’s bodily experiences to their
patient’s unconscious processes, risking a denial of more complex intersubjective
realities. Shaw acknowledges that the experiences described in his research were
experiences ‘belonging’ to the therapists and perhaps to the encounters between

therapists and patients: to the intersubjective space between them.
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‘...Psychotherapy can be considered a way of constructing meaning out of an
encounter between two bodies: that of the client and that of the therapist...’

(2004: p. 271)

Shaw explicitly exempts Samuels (1985) and Field (1989) from the accusation
levelled at psychoanalytic thinking on embodied countertransference. Whilst
extoling the value of embodied countertransference as a potential means of
uncovering unconscious processes, both maintain caution regarding attribution of
bodily experience. It is a matter for debate whether more recent theorising and
case-studies on experiences of embodied countertransference maintain the ultimate
and, according to Samuels and Field, necessary, position of, not knowing and

relational mystery in the space between patient and analyst.

Shaw’s participants were deliberately recruited from a psychotherapeutic school
considered more inclined to body-consciousness: ‘Humanistic Psychotherapy’. Shaw
is nonetheless concerned that too little attention is given to the body in the training
of psychotherapists. He argues for the inclusion of teaching on ‘embodiment’,
suggesting a curriculum based on ideas of the ‘...body as a receiver, embodied styles

of working and body empathy...’ (2004: p. 284).

Further argument for the importance of developing an understanding of the body

within the therapeutic encounter is made by psychologists Egan and Carr (2005;
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2008) and Booth and colleagues (2010). Booth and colleagues (2010) argue after
Blackburn and Price (2007) that physical behaviour and sensations can be related to
our emotions, even if the latter are being held unconsciously. They cite Geller and
Greenberg (2002) who found that therapists who sought to be ‘fully present’ in
therapy sessions had multisensory experiences which included physical reactions

(Booth et al., 2010: p.285).

While Booth and colleagues hold a positivist view on the potential contribution of a
physical countertransference to therapeutic work, they also follow Rothschild and
Rand (2006) in concern that failure to monitor body-centred communication can
result in “..the therapist unconsciously taking on the client’s internal experience
through their physical responses...” (Booth et al., 2010, p. 285). Unmonitored
empathy (such as might be constituted by an unacknowledged bodily reaction to a
patient) carries the potential for ‘contagion of affect’, physical, emotional or

cognitive in the therapist.

Unlike Shaw (2004), Booth and colleagues (2010), place themselves firmly within the
countertransference discourse. Referencing Pearlman and Saakvitne (1995) they
follow these authors, suggesting that countertransference can be considered an
element in all therapies and has the potential to impact upon all therapists. They

suggest that while the emotional and cognitive reactions of therapists to patients
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have been well attested (e.g. Hayes, 2004), physical responses are much less well

documented (e.g. Egan and Carr, 2008).

The terminology of Pearlman and Saakvitne (1995), who refer to the phenomenon of
‘body-centred countertransference’, is favoured by Booth and colleagues in
discussing the physical responses of therapists to their patients and is explicitly
equated with Field’s ‘embodied countertransference’. Body-centred
countertransference is defined as the process by which a therapist comes to hold an
affect physically and according to which they may respond unconsciously through

their body”.

Egan and Carr (2005) developed a questionnaire to assess the frequency with which
therapists experienced symptoms of body-centred countertransference which was

used to assess body-centred countertransference in a sample of female trauma

4 Using the term ‘body-centred countertransference’ (Pearlman and Saakvitne, 1995) rather than that
of ‘embodied countertransference’, as Field (1989), it can be argued paves the way for a potentially
useful distinction between the phenomenon whereby a therapist comes to experience and hold an
affect physically; and, the related yet more profound ‘embodied countertransference’ experience of
‘becoming’ described by Samuels (1985). This distinction has not been consistently noted or
maintained in the literature. Indeed, Egan and Carr (2010) acknowledge that the terms are used
synonymously, along with ‘body’, ‘somatic’ and ‘bodily’ countertransference. As far as possible the

terminology of the author, to whose paper is referred is followed.
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therapists. The researchers found a relationship between the frequency of body-
centred countertransference symptoms experienced and the amount of sick leave
taken. Booth and colleagues (2010) sought to extend this research through the
application of Egan and Carr’s questionnaire (2005) to a varied sample of lIrish

clinical psychologists, with a range of therapeutic orientations.

Booth and colleagues (2010) noted the frequency with which symptoms of body-
centred countertransference were reported by their sample were similar to those of
Egan and Carr (2008): 80% of therapists surveyed reported some form of body-
centred countertransference occurring in the previous 6 months (the figure being
83% for Egan and Carr). Booth and colleagues suggest, on the basis of the variety of
therapeutic orientations represented in their sample, that their research supports
Pearlman and Saakvitne’s (1995) assertion that bodily countertransference is
experienced by all therapists. They argue that, along with Egan and Carr’s (2008),
their results suggest body-centred countertransference can be measured

guantitatively.

While recent research such as that of Egan and Carr (2008) has discussed the ‘risk’ of
contagion through unconscious processes communicated in the body from patient
to analyst, historically Searles (1958) identified a movement of unconscious process
in the other direction. In case studies pertaining to his schizophrenic patients,

Searles noted a particular propensity to permeability within the psyche of these
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individuals which left them vulnerable to the unconscious communications of others
(including himself as analyst). He describes examples of these experiences,

expressed by the patient’s as ‘felt’” within their bodies.

Karacaoglan and Lombardi (2018) also stress the importance of the therapist’s body
in work with adult patients in psychotic states of social withdrawal, patients who
might traditionally have been considered hard to reach, or even beyond the remit of
psychoanalytic endeavour. They assert that an awareness of the body necessarily to
identify underlying processes in the unconscious of patient and analyst, arguing that
part of the analyst’s work is to facilitate patients to bring together the experience of
being a body and being a mind, in a mirroring of this mandatory condition of

psychoanalytic work.

These authors hold that the act of relating to the analyst potentially facilitates the
patient to relate in turn to their own physical body, a capacity which in psychotic
states has become distorted or disconnected. This is rooted in the analyst’s capacity
to perceive, acknowledge and explore their own sensory world experience;
illustrating how central the idea has become for some therapists that

countertransference and embodied countertransference is a necessary tool.
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The Body in Child Psychotherapy

The literature reviewed has predominantly consisted of work written from a Jungian
analytic perspective (Samuels, 1985; Field, 1989; Connolly, 2013; Salvatori, 2016),
related to adult patients. What of the body in child psychotherapy? Arguably, work
with children is, by necessity, a more ‘bodily’ work, determined by a child’s age and
stage of development. Perhaps working in and with the body is to some extent
assumed? Further research would be needed to verify this. The training of child
psychotherapists at the Tavistock Centre in London has an optional seminar
considering ‘Body States’, which focuses on working therapeutically with the body.
The existence of this seminar might indicate that the body needs specific attention
within the teaching syllabus; however, this argument potentially misses latent
content related to the body in other areas of teaching (reflecting the perspective of
some thinkers about the latent presence of the body in earlier psychoanalytic

theory).

There are areas of psychoanalytic work with children which require a most active
awareness and engagement with the body, for example: in eating disorders (Lock &
Fitzpatrick, 2009); and Autistic Spectrum Condition (ASC) (Vulcan, 2016). Vulcan’s
(2016) phenomenological study of therapists working with children with ASC again
raises the notion of the body’s potential as a perceptive, communicative, relational

‘tool’; but also, uncertainty as to its skilled employment. Once again, questions of
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attribution emerge: what belongs to whom; and the difficulty of ‘not knowing

within the therapeutic encounter.

Twenty-eight therapists working with children with ASC underwent in-depth
interviewing in Vulcan’s (2018) study, which offers qualitative evidence of the
‘centrality of the body within the intersubjective encounter’ with this patient group
and ‘..the development of “implicitly bodily relational knowing” which enables
empathy and connectedness, when conventional verbal modes of communication are

severely impaired...’ (2016: p.326)

Vulcan’s participants were from a range of professional orientations, and their
experiences were gathered via in-depth interviews. A potential weakness within the
study’s design is that 11 of those included could be considered as having a ‘somatic
orientation’ (as dance/music therapists) which may have affected their responses

(2016: p. 336).

Themes identified by the study included difficulties in verbal communication,
symbolization in thought and play, and reciprocity of interaction. These difficulties

linked to participants’ doubts about the efficacy of treatment.

The body emerged as central in providing therapists with an alternative, vital point
of connection to their patients. Notably, boundaries between self and other and the

difficulty (both literal and symbolic) in maintaining a distinction between the two,
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were prominent. Participants spoke about their own bodies, those of their patients
and the confusion which could occur between the two. Some respondents couched

this in the language of transference/countertransference.

One therapist described how a lens of physical movement had provided the
opportunity for insights in her work. This therapist spoke of herself as becoming,

‘...some kind of translating body...” (2016: p. 332).

Another therapist spoke “..of feeling that both she and the child were “talking from
our guts”. She concluded that words might actually “sabotage communication”, and
that “it’s the body that speaks”” (2016: p. 332). Another explained, ‘In the session
it’s mainly body-to-body... | do not always translate body to word...” (2016: p. 332).
Translation for many of the participants was an intersubjective experience which
passes without words from one to another - body to emotion, emotion to body -
rather than a literal translation involving verbal interpretation of bodily experience,
reminiscent of the observations made by Daniel Stern of the synaesthesia involved
in affect attunement that can occur between infants and their care givers (Stern,

1985).

Conclusion

The literature reviewed evidences the growing interest in what is experienced, ‘in

the body’, in the patient—therapist interaction and how this relates to the psychical.
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The potential value of an awareness of bodily experiences has been described.
However, the potential for wrong attribution and subsequent misunderstanding of
bodily reactions and responses is also noted. Arguably, this reflects difficulties
fundamental to the continued debate that surrounds ‘countertransference’ in
general, which can in turn be linked to broader issues of subjectivity and

differentiation between self and other.

Interoception

Interoception is an area of burgeoning significance within the field of affective
neuroscience (Pace-Shott et al. 2019). The Theoretical Review now considers this
concept before addressing the potential relationship between interoception and

countertransference.

Definition

Interoception is defined by Oliver Cameron (2002) as the ‘..perception of the
functions and physiological activities of the interior of the body...” involving ‘.. the
effects that... afferent sensory impulses arising from the viscera, the organs and
tissues within the trunk of the body have upon the higher nervous system processes

and the behaviour of the organism...” (2002: p. vii).
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Interoception allows us to ‘feel’, or ‘sense’, our insides (our internal organs) and our
skin (Mahler, 2017). It provides information about the internal condition or state of
our bodies (Craig, 2002). It can be localized or general; it includes: temperature,
pain, hunger, thirst, sexual arousal, itch, heartrate, respiratory rate, muscle tension,
sleepiness, the need to urinate or defecate (Mahler, 2017). Importantly,
interoception involves both conscious and unconscious processes. We can become
consciously self-aware of interoceptive information, but interoception s
nonetheless ever present: our bodies are engaged in interoceptive processes as part

of homeostasis (Vaitl, 1996; Cameron, 2002).

In a recent, systematic and comprehensive review of the literature pertaining to
affective neuroscience undertaken on behalf of ‘The Human Affectome Project’ (est.
2016)°, Pace-Shott and colleagues (2019) argue for an expansion of the definition of

interoception to include:

s

information from brain representations of such organs, tissues and

processes by other regions of the brain... Interoception may also affect

> ‘“The Human Affectome Project’ is the initiative of the not for profit organisation ‘Neuroqualia’. The
aim is to provide a series of overarching reviews summarising current knowledge on affective
neuroscience and the language that is used to articulate emotion and feeling (Pace-Shott et al. 2019,

p. 268).



53

feelings or generate peripheral physiological changes by evoking efferent

signals below the level of consciousness...” (2019, p. 268)

This expansion is grounded in the research of Seth and Friston (2016) who
understand interoception in relation to a wider ‘Bayesian’ inference within the brain
- the idea that within the brain a constant process is at work which involves, not only
the brain’s monitoring, receipt and recognition of sensory information (extra and
intero perceptions), but a concomitant and active prediction (inference) of
perceptual information based on previous perceptions. Prediction of perception (or
perception by inference) is thought to actively shape the internal conditions of the
body (anticipating what will happen next); and aims to reduce as far as possible the
degree of error arising between expected and actual conditions. Thus, the brain

actively, inferentially, facilitates the body to maintain its homeostatic balance.

If interoception, as Seth and Friston (2016) argue, is involved in inferential and
predictive activity, then the ‘felt’ experience of our internal bodies may be
generated both afferently and efferently from sources external to and within the

brain’s structures (Seth, 2013; Barret, 2015; Seth & Friston, 2016).

It would be amiss not to note how intriguingly reminiscent the ‘Bayesian’
understanding of the brain’s activity is of the dynamic interplay between the internal
and external world depicted in the psychoanalytic thinking of Melanie Klein (Klein,

1935, 1940, 1946).
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Klein understands the mind to be fundamentally relational and complex. For
example, the unconscious can be considered to relate to itself, to the conscious
mind and to the external world. These processes of relating are indivisible: the
world perceived to be external to the self could never be free from the lens of the
mind which beholds it; and equally, the mind which beholds is necessarily a
constellation of what has already been beheld and the internal processes inherent
to its existence. (Some of these processes might be conceived as equivalent to the
conception of Bayesian ‘predictions.) Perhaps the Kleinian view stands as a
(predictive) metaphoric parallel for the material activity being described in the

physicality of affective neuroscience’s empiric investigation (Seth & Friston, 2016).

Fascination with the study of interoception and its potential significance for
neuroscience is evidenced in the proliferation of research studies into the
phenomenon in the past fifteen years (Damasio, 1994; Wiens, 2000; Barrett et al.

2004; Pollatos et al, 2007; Dunn et al, 2010; Seth, 2015; Cali et al. 2016 etc).

This interest arguably has its matrix in the possibility that mind can be rooted in
matter; and that it might be possible to generate a ‘scientific’ understanding of the
‘mystery’ of human being, with its complexities of self-hood, self-awareness and
relationship (Seth & Tsakiris, 2018). Feeling and indeed thought are, according to

this perspective, no longer to be confined to the brain, but rather belong to the
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sensory, experiencing body as a whole, of which the brain is but part (Damasio,

1999).

Pace-Shott and colleagues (2019) assert that ‘..conscious emotional experience is
closely bound up to bodily sensations...” (p. 267). Others take this further, suggesting
that consciousness itself belongs to biological processes (Damasio, 1999; Pinker,

2018).

History

‘..the mind’s inclination follows the body’s temperature...’
Galen (131 C.E — 201 C.E)

The idea that the experience of emotion is rooted in the physiology of the body has
a long history. In modern Western thought, this dates back to 19" Century,
however, 19" Century theories evoke an older understanding. Links between
physiology and emotion were commonplace in Early Modern and Medieval Europe,
a causal link between physiology and emotional and dispositional states was
assumed, founded on the notion of the bodily ‘Humours’ (Figure 1.) themselves
dating back to the ancient Greek philosophers, Aristotle and Hypocrites and Roman
Physician-Philosopher, Galen (Redman-Coxe, 1846). The Humours governed not

only illness but also personality and behaviour (ibid).
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Figure 1. The Four Humours Drawing, Thurneysser (1574)
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Links between emotional experience and the body remain commonplace in

language: take, for example, the metaphorical phrases ‘heartfelt’, ‘gut feeling’,

‘blood boiling’, and ‘vent your spleen’.
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Links in language survived the severance of mind and body in philosophical thought,
attributed to Cartesian Dualism, founded upon Descartes (1647) premise: ‘Cogito
Ergo Sum’ — | think therefore | am. Descartes prioritised the thinking mind as the
seat of selfhood, conceiving of the body as a lower ‘machine’, that breathes, digests,
perceives and moves by the arrangement of its parts (Shugg, 1968). Cartesian
Dualism dominated Western thinking for approximately 250 years and arguably

continues to permeate Western society.

In the 19" Century, the philosopher William James (1884) asserted that emotion is
corporeal first and psychic second. Emotion, in the Jamesian view, begins with the
perception by the body of an external sensory stimulus. This stimulus results in
bodily changes (e.g. increased heartrate or respiration) which are then ‘“felt’ as an
emotion (e.g. fear) (ibid). James held that emotion is based in physiological changes,

rather than the latter resulting from it.

Empirical Research

Interoception links logically to Jamesian theory and some researchers have cited
their work as evidence for it (Pollatos et al. 2007). Pollatos and colleagues claim to
have shown that interoceptive accuracy (the capacity to accurately identify bodily
states) is positively related to the reported intensity of emotions that an individual
experiences and that certain brain regions can be identified to serve as an interface

between interoception and emotional experience. They conclude, “..that the
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perception of body states is a crucial determinant for the processing and the

subjective experience of feelings...” (2007: p. 9).

Dunn and colleagues (2010) suggest that:

‘... If Jamesian accounts are correct, the more accurately individuals can
perceive bodily activity, the stronger the relationship between such bodily

changes and cognitive-affective processing should be...” (2010: p. 1836)

They tested this hypothesis by conducting two studies, intended to examine

whether:

a. interoceptive accuracy moderates the coupling of bodily responses to
‘emotion experience’ (Study 1)

b. interoceptive accuracy influences intuitive decision-making (Study 2).

In Study 1, the researchers demonstrated that the more accurately participants
could track their heartbeat in a Heartbeat Counting Task the stronger the link that
was observed between their heartrate reactions (as measured objectively by ECG)
and their subjective arousal ratings (measured using a visual analogue scale) in
response to emotionally provocative images: suggesting the greater an individual’s
interoceptive accuracy, the more closely allied are their subjective ‘felt’ experience

and their state of physiological arousal.
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The Heartbeat Counting Task, employed by these researchers, is a measure of
interoceptive accuracy first developed by Schandry (1981). It requires individuals to
silently count their heartbeats (by concentrating on their body but not feeling for a
pulse) over a series of discrete time periods whilst at the same time their heartrate
is objectively monitored. The difference between actual and estimated heartrate
constitutes the accuracy measure. This task has become a central component in

studies of interoception (Garfinkle et al. 2015).

4

Intuitive decision-making is identified as the ‘..automatic, emotional judgements
about whether a contemplated response is a good or bad option’ (Dunn et al. 2010,
p. 1838). It is, in essence, the way that a choice ‘feels’ in contrast to the
considerations of logical argument (Kahneman, 2003). The capacity to make ‘good’
or ‘effective’ intuitive decisions varies significantly (Dunn et al. 2010); poor intuition
can be costly, even dangerous (Myers, 2002). Developing an understanding of
intuitive variability is therefore potentially important, the justification by Dunn and
colleagues for the second part of their study (Dunn, et al., 2010). They link intuition

to the Somatic Marker Hypothesis of Damasio® (1994; 1999) and suggest that bodily

6 The Somatic Marker Hypothesis proposes that emotions play a critical role in decision making,
including rational decision making. Damasio holds that emotions have bodily components, they are
linked to physiological changes e.g. raised heart rate is coupled with anxiety, nausea with disgust.
These are changes are termed ‘somatic markers’. Such markers can be associated with particular

situations and with past outcomes. In decision making, particularly (although not exclusively) where
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feedback potentially represents a significant factor in the variability in the quality of

intuitive decision-making.

Study 2 (Dunn et al., 2010) looked to explore whether increasing interoceptive
accuracy would be associated with good decision-making when body signals
favoured ‘advantageous’ options; and poor decision-making when body signals
favoured ‘disadvantageous’ options. This was confirmed, indicating that
interoception was more or less beneficial in intuitive decision-making depending on

the body signals generated.

Dunn and colleagues, conclude:

4

. These findings identify both the generation and perception of bodily
responses as pivotal sources of variability in emotional experience and
intuition, and offer strong supporting evidence for bodily feedback theories,
suggesting that cognitive-affective processing does in significant part relate

to ‘following the heart’...” (2010: p. 1835)

Kandasamy and colleagues (2016) note that while laboratory investigation has linked

interoceptive accuracy and intuitive decision-making (Dunn et al., 2010) little field

this needs to be fast, is complex or where there is uncertainty, such markers constitute an emotional

bias which influences decision making (Damasio, 1994; 1999).
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research has been undertaken into the value of interoceptive accuracy for decision-
making in real-world contexts. To address this, they explored ‘gut feeling’ in
individuals making high-stakes decisions, in a study of interoceptive accuracy

amongst financial traders working on a London trading floor.

Traders involved in the study were those engaged in high-frequency trading,
meaning that they maintained their trading positions for very short periods of time,
sometimes as little as seconds. Trading in this way requires individuals to be alert to
large amounts of information, despite constant state flux. High-frequency traders
have to be quick to identify patterns within the market and make risky, high-stakes

decisions, “...with split-second timing...” (Kandasamy et al., 2016, p.2).

Eighteen traders participated in the study, which involved undertaking both a
Heartbeat Counting Task (Schandry, 1981) and a Heartbeat Discrimination Test
(Katkin et al. 1983). Heartbeat Discrimination Tests are used in interoception
research alongside (and sometimes independently of) Heartbeat Counting Tasks.
Heartbeat Discrimination involves the presentation of periodic external stimuli
(lights or sounds) to participants, who simultaneously identify whether these stimuli
are in or out of sync with their own hearts (Katkin et al., 1983; Garfinkle et al., 2015).
Heartbeat Discrimination and Heartbeat Counting tasks are both recognised as

measures of cardiac interoceptive accuracy, however Schandry’s (1981) Heartbeat
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Counting Task has been favoured by researchers, at least until recently (Zamariola et

al. 2018).

Kandasamy and colleagues (2016) asked participants to rate their confidence in
performing the Heartbeat Counting Task using a visual analogue scale. Data
collected was compared to that of a control group constituted of forty-eight ‘high-
functioning (mostly students and postgraduates) non-trader males’ (Kandasamy et
al., 2016: p.2), drawn from participants who had performed identical tasks in other
studies undertaken at the University of Sussex (Garfinkle et al. 2015). Controls were

matched for age with the traders.

Results demonstrated that traders had enhanced interoceptive accuracy compared
to non-trading controls (traders’ mean average 78.2% compared to controls 66.9%,

p =0.011, n = 66) (Kandasamy et al., 2016).

Interoceptive accuracy scores were also considered in relation to each trader’s daily
profit and loss, over the previous year. Interoceptive accuracy was found to predict
profitability, with those demonstrating greater interoceptive accuracy making most
profit. Furthermore, interoceptive accuracy was also found to be predictive of

survival on the trading floor itself, with longevity linked to greater accuracy.

Traders’ reported confidence in their performance of the Heartbeat Counting Task

did not correlate with interoceptive accuracy. Nor was reported confidence related
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to profitability, or years of survival. Kandasamy and colleagues (2016) discuss these
finding in relation to the potential impact that self-conscious awareness might have
upon interoceptive signals, suggesting that overt awareness might result in
potentially valuable interoceptive signals being dismissed as mere physical
sensations and a potential distraction from the task at hand (e.g. the traders’
decision-making). Also proposed is the idea that self-consciousness might impair
risk-taking in the same fashion that self-consciously focusing on a skill can impair

accomplishment (Kandasamy et al. 2016).

Kandasamy and colleagues’ (2016) research appears to evidence the potential
impact of interoceptive accuracy within a specific professional group. The authors
propose that the study contradicts the ‘Efficient Markets Hypothesis’ of economic
theory, which states that the financial market is random and that no trait or skill

would improve trader performance (Fama, 1970).

The study findings indicate that interoceptive accuracy and self-perception of
interoceptive capacity (reported confidence) are not correlated. It appears that
‘interoceptive accuracy’ and ‘interoceptive self-awareness’ (at least in so far as this

is attested by traders’ reported confidence) are not identical.

The earlier works of Dunn and colleagues (2010) and Pollatos and colleagues (2007)

link ‘interoceptive accuracy’ directly to the idea of ‘interoceptive awareness’; using
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these terms interchangeably along with the phrase ‘interoceptive sensitivity’.
Garfinkle and colleagues (2015) challenge these conflations, seeking to develop
clarity in the conception of ideas within interoceptive research and the language

used to describe them.

Garfinkle and colleagues (2015) assert that three distinct and dissociable dimensions

can be identified within interoceptive research:

1) Interoceptive accuracy = the ‘..performance on objective behaviour tests of

heartbeat detection...’ (2015, p. 65)

2) Interoceptive sensibility = the ‘..self-evaluated assessment of subjective

interoception gauged using interviews/questionnaires...” (ibid)

3) Interoceptive awareness = the ‘..metacognitive awareness of interoceptive

accuracy e.g. confidence - accuracy correspondence...” (ibid)

They tested and confirmed their hypothesis within a normative sample of eighty
participants, also noting that interoceptive accuracy was only partly predicted by
interoceptive sensibility and interoceptive awareness. Significant correspondence
between the three dimensions was in fact only found within a subgroup of
individuals with the greatest interoceptive accuracy, leading the researchers’ to
claim: ‘This is consistent with our hypothesis regarding the primacy of accurate
interoception, such that a correspondence between the dimensions would emerge

only after a basic accuracy threshold is overcome...” (p. 71).
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Interoception and awareness: Interoception and the self

‘Awareness’ of emotional states (linked to interoception) is considered central to

emotional regulation (Fustos et al. 2012; Craig, 2015).

‘Interoceptive sensibility’ (Garfinkle, 2015) and emotional regulation are
investigated in Zamariola and colleagues’ (2019) mixed-methods study, comprised of
guestionnaires and in-depth interviews. Results demonstrate that people with low

interoceptive sensibility show more difficulty in articulating their feelings.

Therapeutic interventions which seek to support individuals to develop increased
‘self-awareness’ linking mind and body, have proliferated in recent years (Pickert,
2014; Purser, 2019), founded on the idea that with increased ‘awareness’ comes

increased capacity to self-regulate (Price & Hooven, 2018).

Emotional regulation is arguably grounded in effective communication between
body and mind (thoughts and feelings). Price and Hooven (2018) suggest that

emotional regulation:

4

.. implies tolerance and understanding of signals from the body and the
related cognitive attributions. It also implies having the capacity to positively
manage challenging sensations and related behavioural responses.” (2018: p.

3)
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Emotional regulation is the individual’s dynamic management of experience and
inference, basic instinct and reflective awareness, and entails also the management
of related behaviour, all being ultimately in the service and maintenance of coherent
and continuous self-hood. Where emotional regulation is impaired, self-hood is

potentially significantly impacted (Carpenter & Trull, 2013).

Self-hood encompasses the most basic experiences of having (or being) a body,
through to experiences of reflective self-awareness (reflective self-consciousness)
and being a self with others (Seth & Tsakiris, 2018). According to Craig (2009) a
neural basis for ‘self-awareness’ can be identified. Craig (2009) argues this is based
in the neural representation of the body’s physiological condition, manifest through
interoceptive processes. Furthermore, the homeostatic neural construct for a
feeling from the body (the interoceptive signal) is identified by Craig (2009) to be
foundational for the encoding of all feelings. Interoception is key to the idea of the
‘body in the mind’ (Herbet & Pollatos, 2012: p. 696); the mechanism for the
embodiment of affective and cognitive functions; and at the heart of self-awareness

(Craig, 2008).
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The thesis of Seth and Tsakiris (2018) is that interoception and particularly
‘instrumental interoceptive inference” plays a vital part in the construction of our

multifaceted selfhood by underpinning ..allostatic® regulation of physiological

essential variables...” (2018: p.978)

They assert that our sense of ourselves is inextricable from bodily perception and to
the top down (i.e. from brain centre to brain centre, or brain centre to body)
inferences which are, in the Bayesian model of the brain, involved in processes of

perception (ibid).

The earliest perceptions of the body in infancy, necessitate regulation by another
person (Seth and Tsakiris, 2018) and thus, interoceptive processes become part of a
contemporary understanding of the development of the infant brain through

relationship with a care-giver (Balberine, 2001; Gerhardt, 2004; Feldman, 2011).

" Instrumental interoceptive inference (Seth & Tsakiris, 2018: p. 969) refers to a subset of active
inference within interoceptive activity, which serves principally to regulate perceptual variables (and

their hidden causes). It is equivalent to ‘control orientated’ inference (2018, p. 971).

® Allostasis is defined as a form of regulation emphasising the achievement of stability through

change (Seth & Tsakiris, 2018, p. 970).
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The importance of the care-giver within Seth and Tsakiris’s (2018) understanding of
interoception, as of a regulator of earliest life, might also then stand as a model for
the therapist in addressing difficulties of regulation later. This is arguably highly
suggestive of Bion’s (1962) conception of emotional containment, and its necessity
for the development of mind. Bion describes an unconscious process by which a
mother receives the emotional communications of her infant and ‘digests’ or
processes them, before they are returned to the infant in a form which can be
received and tolerated. Through this process the infant develops her own capacity

to feel and think.

Applications of interoceptive research to psychopathology

The importance of interoception in emotional experience and the development and
maintenance of self-hood is arguably further attested in conditions where self and

emotion are negatively affected.

Eating disorders are characterised by a struggle to relate to the perceived physical
body. Pollatos and colleagues (2008) demonstrated that a sample of anorexic
participants not only had difficulty recognising visceral sensations related specifically
to hunger and satiety, but also evidenced reduced perception of interoceptive
signals from the heart. A recent systematic review by Martin and colleagues (2019)

underlines the importance of interoception across different types of eating disorder
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and calls for more research into the relationship between interoception and the

aetiologies of these difficulties.

Interoceptive accuracy has also been shown to be low in somatoform disorders
(SFD) (Pollatos, et al.,2011; Schaefer et al. 2012), which are characterised by the
presence of medically unexplained physical symptoms (DSM-IV, 1994). This research
potentially contradicts previous findings, which suggested that interoceptive
accuracy is intact in SFD (Mussgay et al., 1999). A number of explanations for the
difference in findings, both methodological and pertaining to the presentation of
SFD, have been proposed. Schaefer and colleagues (2012) highlight the potential

influence of emotional traits and states upon assessment of interoceptive accuracy.

Psychopathologies in which emotional states (the transient experience of emotion)
and/or emotional traits (features of personality) dominate symptomatology, present
a complex picture in interoceptive research. For example, increased interoceptive
accuracy has been demonstrated in individuals with high trait anxiety or state
anxiety (Pollatos, et al., 2007b), while by contrast, interoceptive accuracy is
demonstrably lower in those with depression (Pollatos, et al. 2009). In their clinical
presentation, however, anxiety and depression frequently combine (Liebowitz et al.

1990).
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Depression is also associated with alexithymia, a condition also found in SFD
(Hemming et al, 2019). Alexithymia is characterised by difficulty identifying and
describing emotions as well as externally oriented thinking. These difficulties are
considered to reflect impairments in emotional awareness and also in the regulation
of emotions (Herbert et al. 2011). In a study of 155 healthy participants from a
nonclinical population, Herbert and colleagues (2011) found that interoceptive
accuracy (measured using a heartbeat counting task) was inversely associated with

features of alexithymia.

Decreased interoceptive accuracy is evidenced in Autistic Spectrum Condition (ASC)
too (Garfinkle et al. 2016). ASC often involves difficulties in regulating emotions and
recognising emotional experience in others. Hatfield and colleagues (2019) have
reviewed the literature pertaining to interoception and ASC; they conclude that a
picture of ‘atypical interoceptive processing is emerging’ (p. 219). The potential
importance of interoception in ASC is acknowledged, with attention focusing on how
deficits in the perception of bodily feedback might relate to core features of the

condition and co-occurring psychopathologies (Hatfield et al. 2019).

Interoception: ongoing relationship to the other

The part that interoception might play in our relationship to others has been
investigated by a number of researchers (Fukushima et al., 2011; Piech et al. 2017;

Hatfield et al., 2019).
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Fukushima and colleagues (2011) explored whether interoception is associated with
empathy: the capacity to understand and share the feelings of another. Their
hypothesis was that the neural activities involved in interoception, linked as they are
to individual emotional experience, would also be involved in processing the

affective states of others. They found:

‘...the central monitoring of the cardiovascular activity of one’s own body is
likely to be involved in processing the affective states of others...” (2011: p.

264)

Their supposition, linking interoception and empathy, was justified on the grounds
that areas of the brain observed to be involved in empathy have been consistently
found to overlap those involved in self-experience (Decety & Jackson, 2004), while
the concept of ‘shared representation’ postulates that the brain represents the
experiences of others in terms of the experiences of the self (Decety & Sommerville,
2003); and the activity of mirror neurons demonstrates that observation of the
experience of the other triggers neural activity within the subject, as if the
experience were happening to them directly (Rizzolatti et al., 2006). This suggests
that mechanisms permitting us to understand the experience of another are firmly

rooted in our own experiences.
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Conclusion

Interoception has been fundamentally linked to emotion; to the generation and
experience of emotion (Wiens et al., 2000; Pollatos et al., 2007; Seth & Friston,
2018); to emotional regulation (Zamariola, 2019); and emotional intelligence
(Schneider et. al, 2005). Interoception is also linked to intuition (Dunn et al, 2010),

and empathy (Fukushima et al, 2011).

There is an ongoing and burgeoning interest in interoception research in clinical
populations, considering how the concept might shed light on specific
psychopathologies (Pollatos, 2007b; 2008; 2009; Herbert, 2011; Martin, 2019) and
conditions affecting development (Garfinkle, 2016; Hatfield et al, 2019). In non-
clinical populations, the concept has been studied in relation to a specific

professional group (Kandasamy et al., 2016).

Synthesis

Whilst recognizing that the phenomenal categories and language of affective
neuroscience and psychoanalysis are discrete; and that there are potentially risks in
conflating the two; their separate narratives nonetheless demonstrate intriguing
parallels. In particular, this is evidenced in a shared interest in, and understanding
of, the mind as both subject and active author of individual experience. Both

disciplines hold a conception of human development (particularly the development
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and maintenance of self-hood) as arising from the constant and dynamic interplay of
actual and unconscious ‘predicted’ (or ‘fantasy’) experience. Both disciplines also
espouse the central significance, in infancy, of the moderation of this dynamic
interaction through the presence and activity of a care-giving other. Both

disciplines have also been engaged in linking the domains of mind and body.

Based upon the Theoretical Review undertaken, the study proposes that
interoception and countertransference may be linked and that psychoanalytic
experiences of embodied countertransference may provide a particularly rich area

of research incorporating the two concepts.

Key points emerging are:

- The experience of emotion, both unconscious and at times consciously
translated into ‘feelings’ which can be reflected upon, is central to interoception

and countertransference.

- Processes in the body, brain and mind are simultaneously receptive to and
predictive of experience. The brain and/or mind takes an active in part in
creating its emotional and related physiological environment through
unconscious processes in both interoception and countertransference (the
latter being potentially constructed of the analyst’s inferences based on their

previous experience, psychopathology and personality).
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- Countertransference and interoception can both be understood to be involved

in non-verbal communications between self and other.

- Interoception is fundamentally linked to emotional regulation and emotional
regulation is a vital part of the analyst’'s management of countertransference

experience.

Intuition is linked to interoceptive accuracy (Dunn et al., 2010). Countertransference
and particularly embodied countertransference phenomena have been linked to
intuition (Stone, 2006). Intuition is a vital part of the analyst’s work where verbal

communication and interpretation are not appropriate or possible.

A Working Understanding of Countertransference and Interoception?

Countertransference, as evidenced in the Review, can be understood as both
theoretical construct and clinical phenomenon manifest in a range of forms, including
the analyst’s physical experience — in the body. Countertransference involves
unconscious communication between individuals: in the clinical situation, it is
experienced by the analyst as a result of their relationship with a particular patient.
Unconscious projective mechanisms such as ‘projective identification’” may be
understood as means by which countertransference phenomena operate. Whilst
countertransference stems from unconscious process, it may become something
consciously experienced, for example: after the fact through reflection and

supervision; or during an interaction - depending upon the analyst’s capacity to
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inhabit a third, observational position. The analyst’s subjectivity, their own psyche
and psychic history, will necessarily influence how countertransference is
experienced and understood. When the significance of the analyst’s subjectivity is
combined with the difficulty inherent in working with ‘the unconscious’ caution and

a respect for the unknown is needed when speaking of countertransference.

In contrast to empathy, defined as “The power of projecting one’s personality into,
and so  fully understanding the object contemplation” (OED, 1933),
countertransference involves the receipt of projections from the object; and may at
times involve an experience of a confusion of states between self and object (with
experience not recognised as distinct and belonging to a separate ‘object of
contemplation’ as it would be in empathy). As part of a process of coming to
understand countertransference an analyst might employ a capacity for empathy

however in order to deepen their understanding of the patient.

Interoception refers to an individual’s perception of their own internal bodily
environment. As has been argued, links between emotional experience, intuition and
introception point to the possibility that interoception may play a part in how
countertransference is experienced, particularly when that experience is felt to be

within the body.
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Empirical Study

Introduction

Methodology

The evidence gathered in the theoretical review inspires the following overarching
research question — is there a relationship between countertransference and
interoception? Indeed, it might be speculated on the basis of crucial links between
interoception and emotional experience (Wiens et al., 2000; Pollatos et al. 2007,
Craig, 2015) that interoception constitutes a physiological mechanism through which

countertransference is experienced.

To begin to address this research question, an exploratory, empirical study was
conducted using data collected on interoception, the specific experience of body-
centred countertransference; and understanding and experience of

countertransference more broadly, among child psychotherapy trainees.

Using a sample of 37 trainees, the following predictions were tested to explore the

overarching research question:

1. Interoceptive accuracy will increase with years of training in child

psychotherapy.
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Existing literature suggests that interoceptive accuracy and emotional
awareness are positively correlated. An increase in emotional awareness
over the course of training might therefore be expected to correlate with an

increase in interoceptive accuracy amongst trainees.

Furthermore, the existing research provides an example of a professional
group (financial traders) where years of experience trading is positively

correlated with interoceptive accuracy (Kandasamy et al. 2016).

Reported confidence scores will increase with increases in interoceptive

accuracy and year of training.

Reported confidence will follow increases in interoceptive accuracy,

predicted as likely to increase with years of training.

Interoceptive awareness will increase with interoceptive accuracy and

reported confidence.

Interoceptive awareness is constituted of the correlation of accuracy and
reported confidence (Garfinkle et al. 2015) and as such can be expected to

increase with predicted increases in accuracy and confidence.

Symptoms of body-centred countertransference will increase with

interoceptive awareness.
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The experience of body-centred countertransference requires the subject to
observe and reflect upon both physiological and emotional experience.
Interoceptive awareness involves a capacity for attention to physiological
processes; and constituted, as a measure, in part of interoceptive accuracy —

it is also linked to emotional experience.

Child psychotherapy trainees present an interesting population within the
psychoanalytic community and they are the subject of the study for three logical

reasons and one of pragmatics.

- Firstly, child psychotherapists by virtue of the population that they serve
(infants, children and young people from 0-25 years) must have a willingness

and a capacity to work in an embodied way.

- Second, training in child psychotherapy places considerable focus upon
awareness of emotional experience and reflection upon it. The training requires
individuals to develop their emotional awareness through their own personal

analysis and the intensive and regular supervision of clinical work.

- Third, by taking trainee child psychotherapists as a population in which to
explore interoception, an opportunity is provided to identify whether there are

changes in interoceptive capacity over the course of training.
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The final, pragmatic reason for focusing upon child psychotherapy trainees is that
this population was accessible to me, as at the time of data collection | was myself a

trainee child psychotherapist at the Tavistock Centre.

Ethics

Ethical approval was sought and granted by NOCLOR Research Support, managers of
Research and Development for the Tavistock & Portman Mental Health Foundation
Trust, and the Tavistock Research Ethics Committee (TREC). The detailed ethics

application and approvals are available in Appendix A.

A research assistant was involved in the data collection interviews and in the
subsequent storage and handling of participant data. This was because (as lead
researcher) | was, like the study participants, a child psychotherapy trainee at the

Tavistock Centre.

Sampling and Recruitment

A convenience sample was recruited, compromised of 37 trainees enrolled upon the
Professional Doctorate in Child and Adolescent Psychoanalytic Psychotherapy
delivered at the Tavistock Centre. This training is most commonly undertaken on a
fulltime basis and completed over four years. Recruitment to the sample was from

across all four years of the training.
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Potential recruits were, in the first instance, invited to take part in the study via an
email addressed to all trainees, and a supporting notification posted upon their
online study forum. This communication included an electronic copy of the

Participant Information Sheet.

All trainees, regardless of their year of study, are expected to attend a weekly
teaching day each Wednesday during the academic term. Following the initial
electronic communication to potential recruits, | attended the regular research
teaching sessions of years one and two and small research seminar groups of years
three and four: to invite trainees to participate in person, to provide a more fulsome
explanation of the research and an opportunity for individuals to ask questions.
Participant information sheets were also made available at this time, in hard copy.
Those wishing to participate were asked to provide their name and contact details,

for the purpose of arranging a data collection appointment.

Recruitment took place between November 2018 and February 2019. Initial interest
was high with the majority of those approached expressing a wish to be included.
For reasons of practicality, data collection had to be undertaken on a Wednesday;
this being the only time all trainees were at the Tavistock Centre (trainees being
otherwise based in clinical placements across a range of geographical locations).

This, along with the time necessary to undertake data collection sessions, proved a
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limiting factor in the number of participants ultimately included within the study,

(n=37). The total population of trainees in the academic year 2018/19 was 74.

Participants were offered no specific incentives, monetary or otherwise. Trainees
were encouraged to participate on the grounds that doing so would give them an
opportunity to be actively involved in an original piece of child psychotherapy
research, but it was made explicit that the choice to participate would have no
ultimate bearing upon their studies or grades in accordance with the ethical

approval granted for the study.
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Data Collection

Individual data collection sessions took place at the Tavistock Centre. Sessions
lasted 20 - 40 minutes, dependent upon the speed with which each participant

settled to the task and completed the questionnaires.

Participants were welcomed, provided with an overview of the data collection
process, including an explanation of the role of the research assistant in protecting
their anonymity. A further opportunity to ask questions was provided before the

consent form was completed.

Participants provided basic demographic data, were given a data collection pack,
and asked to complete two questionnaires within it, described in the ‘Measures’
section. Once completed, participants were accompanied to a different room and

introduced to the research assistant.

The research assistant collected the demographic data, applying to it a randomized
participant number. The same number was attached to the data collection pack
once the Heart Beat Counting Task was complete. From this time onwards, the
research assistant kept the demographic data sheet linking the participant’s name
and participant number separate, providing demographic data for analysis by

participant number only.
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The research assistant explained the procedure for the Heartbeat Counting Task to
the participant. A heartbeat monitoring device was then applied to the participant’s
left wrist, or in some circumstances their left index fingerg. The participant was
asked to look away and to try to relax. The research assistant waited for the
monitor to establish a regular trace of the participant’s heartrate before beginning

the Heartbeat Counting Task.

The Heartbeat Counting task entails asking the participant to silently count their
heart beats, as they perceive them (without feeling for a pulse) over discrete time-
periods. In this instance 6 periods: 25, 30, 35, 40, 45 and 50 seconds. The sequence
of these periods was randomised for each participant. The research assistant
marked the start and end of each time-period with the word ‘begin’ and an alarm
indicating when it was time to stop. At the end of each period, the participant was
asked to record the number of heartbeats they had counted. They were also asked
to record, by means of a visual analogue scale ranging from 0 (Total guess/No
heartbeat awareness) to 10 (Complete confidence/ Full perception of heartbeat),
their confidence in this number. While the participant attempted to count their

heartbeats, the research assistant simultaneously monitored their actual heartrate

° The wrist was used predominantly as acrylic nails and shellac nail polish interfered with readings
taken from the index finger of participants. It was necessary to use the index finger for participants
where physical characteristics were observed by the research assistant to make the wrist reading

inaccurate. The wrist and finger sensors were checked against each other for consistency prior to use.
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by means of the pulse oximetry device that had been applied to the wrist or finger.
At the end of each time-period the research assistant recorded the participant’s

actual heartrate.

Data collected through the Heartbeat Counting Task therefore consisted of: the
participant’s perceived heartbeat, their actual heart rate and a record of their
confidence in their ability to perceive and count their heartbeats; over 6 discrete

time-periods.

Participants were provided with a written debrief.

Explanation of Measures

Demographic data

Basic demographic measures were taken as potential control variables: age; gender;

and year of training.

‘Age’ was recorded in whole years.

‘Gender’ was presented as an open question. All participants answered as either
male or female. Due to the relatively small sample size and in order to ensure the

anonymity of participants, gender has only been considered for limited discussion.
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‘Year of training’ was measured as 1, 2, 3 or 4. As data collection was over a period

of 4 months, for each year group this reflects:

Year 1: less than 1 year (up to a maximum of 4 months in training)

Year 2: less than 2 years (up to a maximum of 16 months in training)

Year 3: less than 3 years (up to a maximum of 28 months in training)

Year 4: less than 4 years (up a maximum of 40 months training)

The Egan and Carr Body-Centred Countertransference Scale (2005)

The first questionnaire utilised was the Egan and Carr (2005) Body-Centred
Countertransference Scale. This is a sixteen-item questionnaire, each item
representing a form of body-centred countertransference. Participants were
required, by means of a four-point Likert scale, to record the frequency with which

they might have experienced each item/symptom.

This questionnaire was developed out of the Trauma Symptom Inventory (Briere,

1995).

In addition to recording the frequency of body-centred countertransference
symptoms across the sample, the questionnaire was used to assess the frequency

with which individual participants reported symptoms. Each participant was given a
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‘Body-centred Counter-transference Score’ (BCS) consisting of the sum of their

reported scores

Three Questions on Countertransference

The second questionnaire utilised was intended as a brief qualitative exploration of
participants’ understanding of countertransference, recognising this as incorporating

but not exclusively focused upon bodily symptoms.

Three open questions were asked:

1) What do you understand the psychoanalytic concept of countertransference
to mean?

2) Please give a brief description of an experience of countertransference from
your practice in Child and Adolescent Psychotherapy.

3) Please summarise what the importance of countertransference is to you as a

Child and Adolescent Psychotherapy trainee.

The rationale was to examine understanding of:

a) the ‘theoretical’, that is definition and meaning of countertransference;
b) experience of the phenomenon;
c) import or value - how trainees might synthesis their previous thoughts on

theory and experience of practise.
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Braun and Clarke’s (2006) six-phase framework for thematic analysis was used in

combination with a basic linguistic analysis to explore the data collected.

The Heartbeat Counting Task (HCT)

The Heartbeat Counting task (HCT) as developed by Schandry (1981, investigates
interoceptive accuracy through assessment of an individual’s capacity to perceive
their body’s own internal condition, specifically heartbeats. This measure has been
a central component in interoceptive research studies since its inception (Kock &
Pollatos, 2014; Cali et al., 2015; Kandasamy et al., 2016; Shah et al., 2016; Yao et al.,
2018). The rationale for heartbeats as the focus of assessment lies in their discrete
occurrence, the potential for objective, non-invasive measurement and variability in

their perception by individuals despite continuous occurrence.

Data collected from the HCT consisted of reported heartbeats and recorded

heartrate.

Following the model of Kandasamy and colleagues (2016), whose research applied
the HCT to a specific professional group, our HCT was conducted over six time
intervals, randomised in their sequence occurrence, for each participant. Data

collected was used to calculate interoceptive accuracy (IAc).

Interoceptive Accuracy (lAc)
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The difference between reported heartbeats and recorded heartrate is considered
illustrative of interoceptive accuracy (IAc). The following formula, as described by
Koch and Pollatos (2014) is considered standard practice in the calculation of an

interoceptive score (Cali et al. 2015).

1/6 SUM [1-(|recorded heartbeats — counted heartbeats|)/recorded heartbeats]

Koch and Pollatos (2014) report that higher scores are indicative of increased
sensitivity in the perception of heartbeats and that a score of 1 can be considered

absolute accuracy.

Reported Confidence Score (RCS)

Once again, following Kandasamy and colleagues (2016), heartbeat perception
confidence scores were collected as part of the HCT. Potential relationships
between interoceptive accuracy (performance on objective behavioral tests such as
the  HCT), interoceptive sensibility (subjective  self-reporting,  using
interviews/questionnaires) and interoceptive awareness (referring to meta-cognitive
awareness of interoceptive accuracy such as might be indicated by a confidence—
accuracy correspondence) have been the subject of discussion in previous research
(Garfinkle et.al 2015). The intention in recording participants’ heartbeat confidence
scores was to examine whether accuracy, which implies awareness, would be linked

to an increase in reported confidence.
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Interoceptive Awareness (I1Aw)

Following Garfinkle and colleagues (2015), who consider interoceptive accuracy IAc
(as an objective measure of interoception in relation to a specific task — here the
Heartbeat Counting Task) and interoceptive awareness (IAw) (as the metacognitive
awareness of IAc) as distinct, the study also reports on participant ‘interoceptive

awareness’.

An |Aw score was calculated by analyzing the correspondence between participant
reported confidence score (RCS) and IAc, after the method of Garfinkle and
colleagues (2015). This entailed creating an index of interoceptive awareness by
employing a within-participant Pearson correlation, r, between confidence and

accuracy.

The Pearson correlation examines how closely correlated two things are (here, 1Ac
and RCS). At O there is no correlation, while scores up to 1 indicate a positive
correlation (the closer to 1 the stronger the correlation). Scores down to -1 indicate

a negative correlation (the closer to -1 the stronger the negative correlation).

Accordingly, those who were high in IAc and high in RCS could be considered high in
IAw (indicated by an r above 0), those who were low IAc and low in RCS might also
be considered high in awareness (also indicated by an r above 0). By contrast, a

mismatch between IAc and RCS results in low |IAw (indicated by an r of 0 and below).
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Statistical Approach

All statistics were calculated through the R Project for Statistical Computing, a free

software environment for statistical computing and graphics.

Exploratory, descriptive analysis of the data indicated that neither IAc, RCS nor
Body-centred Countertransference Questionnaire (BCS) scores were normally
distributed within the sample. Non-parametric tests were therefore employed in the
statistical analysis of this data. Initial analysis of these variables revealed an outlying
participant in year 4. Given the potential for this data to impact upon the sample,
particularly when broken down into smaller year group subsets, analysis of
predictions 1 and 2 run without this data. For comparison, results tables including

this participant see Appendix B.

IAw by contrast was found to be normally distributed and therefore all data was

included and parametric tests applied.

1. Interoceptive accuracy (IAc) will increase with year of training (YoT).

To test this prediction, differences in average IAc between year groups were
compared; if the prediction holds then average |Ac would be higher in later year
groups compared to earlier year groups. Because exploratory analysis indicated IAc

scores were not normally distributed (see Appendix B), year group averages were
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median IAc values in keeping with non-parametric analysis; and the appropriate

Wilcoxon Rank Sum test was employed in testing for group differences found.

In light of the results of the above Wilcoxon Rank Sum tests, planned multiple

regression analysis was found to be redundant.

2. Reported confidence scores (RCS) will increase with increases in interoceptive

accuracy (lAc) and year of training (YoT).

To test this prediction, | tested for differences in average RCS between year groups;
if the prediction holds then average RCS would be higher in later year groups
compared to earlier year groups. Because exploratory analysis indicated that RCS are
not normally distributed, the non-parametric Wilcoxon Rank Sum test was employed

and median RCS values calculated to interpret any significant differences found.

A series of regression models were then run as follows:

Model 1 assessed whether YoT, treated as a categorical variable in which year 1 is
the reference category, positively predicts RCS; Model 2 assessed whether IAc
positively predicts RCS; and Model 3 assessed whether YoT and IAc positively predict

RCS when adjusting for the influence of the other.

3. Interoceptive awareness (IAw) will increase with interoceptive accuracy (IAc)
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A median split of IAc scores was used to investigate whether participants considered
to be high or low in IAc, as determined by the split, differed in their interoceptive
awareness (IAw). This follows the model of analysis of Garfinkle and colleagues
(2015). If the prediction holds then the average IAw score will be higher in
participants classified as ‘high’ on IAc compared to those classed as ‘low’. An
independent t-test was used to determine whether IAw was different in participants
with accuracy scores classified ‘high’ relative to those classified ‘low’, with mean

scores used to interpret any significant findings.

4. Symptoms of body-centred countertransference will increase with interoceptive

awareness (IAw).

To test this prediction, participants were grouped into one of two categories with
the options 0 = ‘not aware’, or 1 = ‘aware’. First, a Wilcoxon Rank Sum test was used
to test whether the average body-centred countertransference score (BCS) differed
between ‘not aware’ and ‘aware’ groups, with median scores used to interpret any

significant findings.

Second, a multiple regression model was used to assess whether being ‘aware’

positively predicts BCS after controlling for YoT.
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Results

Sample Characteristics

Descriptive statistics include all participant data.

The total number of participants recruited was 37, half of the total population of
child psychotherapy trainees studying at the Tavistock in the academic year 2018/19

(n=74).

Table 3. illustrates the age and gender of participants. The overall age range was

27-55 years, mean age was 39.6. Mean age was highest in year 4 and lowest in year

Overall, gender within the sample was representative of the total population of
trainees, of whom 57 were female and 17 males. In the study sample 29

participants were female while 8 were male.

Year 4 trainees were the largest subgroup within the sample (n=14). This is most
likely related to me (the researcher) being a member of the Year 4 cohort. Statistical
analysis can partially account for the difference in numbers between the subgroups,

but cannot account for unmeasured between-group difference that might result
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from the different relationship Year 4 participants potentially had with research

process through their relationship with me.

Table 3. Age and Gender of Sample

Year of Total no.

Training

Total

14

37

Female

10

29

Male

Age range

years

27-55

28-51

31-55

32-53

27 -55

Mean age in years

(Standard Deviation)

39.6 (SD 10.6
38.4 (SD 7.89)
39.2 (SD 8.52)
40.5 (SD 7.97)

39.6 (SD 8.42)



Describing Interoceptive Accuracy (IAc)

Table 4. % IAc by demographics

Demographic variable

Year 1 (n=9)

Year 2 (n=7)

Year 3 (n=7)

Year 4 (n=14)
Female (n=29)

Male (n=8)

20 — 29 years (n=2)
30 -39 years (n=17)
40 — 49 years (n=11)
50 + years (n=7)
Total (n=37)

% IAc

Mean (SD)
62.733 (25.038)

62.500 (15.110)

60.182 (25.679)

66.344 (24.846)
63.381(20.962)
64.269 (29.907)
53.422 (36.142)
69.535 (21.031)
62.185 (20.046)
54.172 (28.039)
63.573 (22.711)

Median (range)
68.118 (26.177, 93.071)

59.947 (42.976, 85.629)

59.700 (26.723, 93.686)

71.334 (2.652, 91.704)
67.439 (26.177, 93.686)
68.882 (2.652, 90.872)
53.422 (27.866, 78.979)
77.817 (26.177, 90.872)
63.369 (26.177, 93.686)
56.645 (2.652, 91.704)
67.439 (2.652, 93.685)



Figure 2. Histogram, Frequency of Distribution IAc.
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Figure 3. provides a visual illustration of the distribution of sample data for IAc. IAc
data (y axis) is plotted against a theoretical normal (x axis). It suggests that the IAc
data does not follow a pattern of normal distribution. Data falls along the line in the
centre of the plot but tails off at both ends, suggesting the presence of more

extreme data values than would be expected in a normal distribution.

The distribution of IAc was also examined by year group subset, through QQ plots.
These demonstrated that data by year, like the data-set as a whole, could not be

considered to have normal distribution (Appendix C).

Describing Reported Confidence Scores (RCS)

Table 5 describes RCS by demographic variables. Year 1 has the highest average RCS
by mean and median and Year 2 has the lowest. Year 4 participants demonstrate

the greatest range in RCS and Year 3 the smallest.

Males are a fraction more confident than females across both mean (difference =

1.182) and median (difference = 1.017).



Table 5. RCS by Demographics
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Demographic variable

Reported Confidence Score (RCS)

RCS scale: 0 = ‘total guess/no heartbeat awareness’

to 10 = ‘complete confidence/full perception of heartbeat.

Mean (SD) Median (range)
Year 1 (n=9) 5.639 (1.562) 6.167 (1.883, 6.967)
Year 2 (n=7) 3.076 (1.955) 2.667 (0.000, 5.783)
Year 3 (n=7) 3.946 (2.090) 4.300 (1.517, 6.400)

Year 4 (n=14)

5.077 (1.974)

5.275 (1.767, 7.917)

Female (n=29)

4.366 (2.107)

5.050 (0.000, 7.917)

Male (n=8)

5.548 (1.620)

6.067 (2.667, 7.767)

20 — 29 years (n=2)

4.283 (2.805)

4.283 (2.300, 6.267)

30 -39 years (n=19)

4.986 (1.636)

5.167 (1.567, 6.967)

40 — 49 years (n=11)

4.053 (1.924)

4.300 (1.517, 6.383)

50 + years (n=7)

4.724 (3.100)

6.167 (0.000, 7.917)

Total (n=37)

4.621 (2.051)

5.167 (0.000, 7.917)




Figure 4. Histogram, Frequency of Distribution RCS
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RCS are not normally distributed (Figure 5). The distribution of RCS was also
examined by year group subset, demonstrating data by year not to be have normally

distributed either (Appendix C).

Describing Interoceptive Awareness (IAw)

Table 6. /Aw by Demographics.

Demographic variable Interoceptive Awareness (I1Aw)

IAw scores have a possible range of -1 to 1, where 1 represents

complete awareness and 0 and below no awareness.

Mean (SD) Median (range)
Year 1 (n=9) 0.151 (0.523) 0.310 (-0.599, 0.856)
Year 2 (n=7) 0.321 (0.556) 0.492 (-0.429, 0.941)
Year 3 (n=7) -0.114 (0.674) 0.229 (-0.903, 0.683)
Year 4 (n=14) 0.111 (0.312) 0.139 (-0.490, 0.548)
Female (n=29) 0.072 (0.520) 0.128 (-0.903, 0.941)
Male (n=8) 0.283 (0.345) 0.209 (-0.291, 