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Abstract

This study examines thehenomeronof interoceptionct y A Y RA @A Rdzl £ Qa LIS
or sense of their own body stat@ollatos, 2007} and countertransference the

emotional experiences and reactions provoked in the therapist by a patient
(Heimann, 1950)Thestudy looks specifically ambodied countertransference

WKS alLlRyidlyS2dza | NRdzal f 2 K(Fielik 8989%.619f FSSt Ay
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 explorelinks between interoceptive capacity and countertransference.
Thirty-seven  trainee child psychotherapists completed a qualitative

O2dzy  SNI NI yaFSNBy OS |j dzS a (i x2a08)yBodyCeBtredl y R 9 3 |
CountertransferenceQuestionnaire. They performed aestablishedinteroceptive

accuracy assessment(Heartbeat Counting (Schandry, 198B8hd completed a
confidencemeasure pertaining to it. Data from the Heartbeat Counting task was

used to generate a metacognitive measureirgeroceptive awareness (Garfinkle et

al, 2015.

Empirical data pertaining to nieroceptive capacity and body-centred

countertransference were consideredgether, for the sample group as a whole and



between training year groups, in order éxplore the overarching research question

Is there a relationship between interoception and countertransference?

Resultsinteroceptive accuracy was not shown to increase with years of training in
child psychotherapy. A statistically significantnon-linear, relationship between
reported confidence on the interoceptive accuracy task and year of traiwag
observed howeverand interoceptive accuracy and reported confidensere also
shown to be positively correlated. As a sample grahild psychotherapy trainees
only approackd UYhteroceptive awarene€3 Enbodied countertransference
phenomenawere universally reportedincreasngin frequency with year of training

to Year 3.

In the qualitative research, countertransference emerges as a, vtaeit W 2 LJ- |j dzS
YR RA &aold8WbIAg/ Ay 3 GKS GNIFAySSa G2 w3z
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.

Ths a unique studgontributingto the researchliterature in Child Psychotherapy. It
highlighs potential links between interocepton and countertransferenceResults

may have implications for the training @hild Psychotherapists particular,to the

0Sez



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

phenonena
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Introduction

Bo to your bosom; knock there; and ask your heart what it dotld k@

Measure for Measure, A&, Scene |l

Shakespeare (1604)

LYGSNROSLIiA2y NBFTFSNE (G2 +ty AYRAGARzZ f Qa LIS
for example: heartrate, temperature, breathingyr gastrointestinal feedback

(Pollatos, 2007). Studies suggest that the generatiod parception 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 the R #terdal
AA3AYylIfas 0K2aS ARSYUATFASRINAOCBERDAVIYRINBI @
SYy2G0A2ylt YR Y2NB aSyairdargsS G2 GKSANI Ww¥SS
interoceptive accuracy have also been shown to score better on emotional
intelligence tests (Schneider et. al, 2005). In the latter, higheeraceptive

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,

20071.
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Emotion and its role in social communicatiame pivotal to understanding the
evolution of the brain (MacLean, 1970; Turner, 2000; Gerhardt, 2004) and human
social life (Balberine, 2001). Antonio Damasio (1999) prapthsg emotions are
not only a creial part of homeostatic regulatigrbut key to the development of

consciousness and ultimately selfhood.

Developing an understanding of emotional and relational experienparnamount

in the training of child and adolescent psychoanalytic psychotherapists. Attention to

feeling state¥ G KS G KSNJ (G KSA NI dAsgayvitaRasgecti &f $1a dhlldLI- G A Sy
LJA@ OK2GKSNI LIAaidQa o2 NJ dustdeviélaptaRapdcity Bo®&K 2 (1 K S NI
open to, observant of and reflective upon feeling sttsithin the therapeutic

setting andhave aframework for understanding them within relationslsip

Child psychotherapy trainees were chosen as the focus of this study because of the
emphasis upon ematinal experienceand the need for sensitivity to feeling states
within training, providing a potential link to existing research on interoceptiaumnn

et al. 2010) Furthermore, itwas speculatedthat this emphasisvould promote an
increasedemotional sasitivity and awarenessvith years of training; andas such

some change in interoception might be observed.

Countertransference is a complex and controversial conagggd in psychoanalytic

thinking to refer to the emotional experiences and reactions voited in the
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therapist by a patient. It is considered by ssm2 NBLINBASy G LI NI
communication to the therapist, and is widely acceptedindicative of the dynamic

emotional interplay in the relationship between patient and therapist.

Undertaking research into countertransference amongst child psychotherapy
trainees provides a unigue opportunity to explore how this phenomenon is
understood and experienced by those training in the professidntherto
unexplored in the research literate. The diverse nature and needs of the infants,
children and young people with whom trainease required toengage (ranging in
age from 0¢ 25 years)demandsa willingness to communicate and work in a
particularly embodied way arguably, making child pshotherapy trainees a

population likely to be in touch with bodgentred countertransference

¢ KAa adidzRe esearéh@uiedivnN3RK A v 3

Is therea relationship between interoception asduntertransference

This question is explored wittparticular reference to countertransference

SELISNASYOSa ARSENI MOERENBRXSYO2RASRQ

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

comprehensie (albeit not exhaustive) literature review and conceptual synthesis,

27
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exploring the neuropsychological concept inferoceptionand the psychoanalytic
concept of countertransference with particular attention to embodied
countertransference The experimeral aspect of the research involves an
assessment of the interoceptive accuracy of child psychotherapy trainees, based at
the Tavistock and PortmaNHS Foundation Trustsing the Heartbeat Counting
Task (Schandry, 1981); alongside whitlvo questionnairesinvestigate their

SELINASYOSa 2F WwO2dzy i SNI NI yaFSNByOSQo

Aims

This research project investigates the neuropsychological concept of interoception

through a psychoanalytic lepasking:

Is there a relationship between interoception amlintertransference?

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:

w To exploretheoretically the neuropsychological concept of interoception and
the psychoanalytic concept of countertransference; and where appropriate

to draw links between then.
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w To measure empirically the interoceptiaeccuracyof child psychotherapy
trainees on the Professional Doctorate in Child and Adolescent

Psychoanalytic Psychotherapy at the Tavistock.

w To explore how child psychotherapy training potentially impaapon

interoceptive capacityhrough a between year grougomparison

w To explore child psychotherd® G NI} Ay SSaQ dzyRSNEGFYRAY3
countertransference, including embodied countertransference, in their

clinical practice.

w ¢2 SEIFYAYS G(KS LlaaroArtAride 2F  NBfIGAz

SELISNASYOS 2F O2dzyiSNIINI yaFSNByOS LKSy2

Key words:interoception countertransference, embodied / bodyentred / bodily
/ somatic countertransference, psychoanalysis, psychotherapy, child and adolescent

psychotherapytraining.
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The Theoretical Review

Methods

TheTheoretical Review comprises a conceptual overview of the key areas of inquiry,
those of interoceptionand countertransferencewith a focus upon the research
literature pertaining to embodied countertransferencend interoception. A

conceptual synthesis is integrated irttas section

The following search strategy was used to identify research papers considered

within the review.

Search Strategy

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

w An initial search ascertained that no previous research had been undertaken
incorporatinginteroceptionand countertransferencéTable 1).

w These two concepts weltben considered separately.

w 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 conceitable 1).



w Database search expanders were turned off.
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w Limiters were applied to results generated: empirical studies, English

languageonly, academiqournals,full title available.

w Alltitles were scannedor relevance with attention paidto citationsaccrued

by papers as an indicator of their significanceto the body of research

evidence.

w The abstractsof selectedpaperswere then read and from these, papers

were chosenfor more detailedreview.

w Finally, an iterative process was employed to identifpgra 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
returned.

Gountertransference AND interoception 0

Countertransference 682

Gountertransference AND embodied OR bembntred OR body 24
centred OR bodily OR somatic

Interoception OR interoceptive 157

of papers
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Table 1presentsresults of a literature review conducted dimne PSYCHinfo database
F2NJ GKS 1S@ GSN¥Ya WwWO2dzyiSNINI yaFSNByOSQ |y
Boolean Operators employed. Limiters applied: empirical study, English Language,

academic jounals, full text available.

A separate literature seah, 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 worgdsheir synonyms and results generated are

reported in Table 2.

Table 2Psychtnfo literature search: child and adolescent psychotherapy training

and emotional awareness

Search Terms Number of papers
returned.

child OR adolescent OR child and adolescent AND sensitivity 83

development OR intelligence OR understanding OR awareness

emotional OR emotion AND traing OR education AND

psychoanalytic OR psychoanalysis AND psychotherapy

psychotherapist

sensitivity OR development OR intelligence OR understanding 1072,215
awareness

emotional OR emotion 1572,246
training OR education 414,616
psychoanalyti®©R psychoanalysis 108,396

PsychotherapyDR psychotherapist 233, 402
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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 studiee avaibble for each of the key
search termswhen these were combinetb address the questiomsto whether
there is empirical evidence for the impact of training in Child and Adolescent
Psychoanalytic Psychotherapy upon emotional awarenedsle 83 papers were
produced by the searchfigy titles revealedhat none were relevant Thisfinding

gAftf 06S NBUIdNYSR G2 Ay O2yaAiARSN}IiGA2Yy 2F (K

Countertransference

The psychoanalytic concept of countertransference holds varied meanifige

corcise definition of Laplanch and Pontalis (1973 ¢ KS ¢K2tS 2F (GKS |
unconscious reactions to the individual analysand [patientgspecially to the
FylFfealyRQa LI (A SYI87@25892)2 hefies th&lbofeatimlS NEy 0S Q
complexity of the term and the experiential phenomena it represents.

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

psychoandytic theory and practice.

The potential for difficulty comes quickly to the fore. The definition above refers to
countertransference as th/ g K 2fFS 0 yWdzg @Z W& OA 2(HaplanbtiB & OG A 2 y & ¢
Pontalis, 1973: p. 92begging the question: how dmconscious reactions come to

be knownand meaningfully contemplatéd If countertransference is to be spoken

of, these unconsciousactions,or evidence of them, must necessarily have become

conscious. Would countertransference banore meaningfully detenined as: the

Fylrfeaios w2yO8Q dyO2yaOrzdza NBIOGA2Yy A 2

Despite the difficulty that a cursory scrutiny of the term reveals,
countertransference is a concept which has been widely adopted by therapists and
thinkersof many different traditions (Pearlman and Saakvitne, 199%).overview

of the meaning and significance of countertransference is provioeldw before

embodied countertransferenésspecifically consided.

Defining Countertransference

In 1910, Freud described a countertransference as arising Mo¥ii KS LI G A Sy G C
AYFEdSyOS 2y KAA OOKS (3010 ps 2ud) Qaing ondry O2 Y & O A |
stress thatW Xy 2 LJA@OK2l ylfeald 3I32S5Sa FdNIKSNI (KIFy

resistances peJY A (194@p. 145).
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Gountertransference is understood by Freud as the unconscious feelings of the

analyst provoked by contact with a particular patient, arising in part from the
FyrteadQa 26y fAYAGlIOGAZ2YA YR LAEWOK2LI (K2
meeting of analyst and patienti KS FylFfeadQa 26y dzyO2y aOa:
countertransference. As such, countertransferensea private matter for the

analyst and not evidence for what may be taking place within the therapeutic
relationship. ItA G2 0SS YIFaidSNBR (KNP dz3 fpreierir® I+ yI f & &l

animpediment to analytic work.

LY CNBdzZRQA AYUNBRdAzOGA2Y 2F O2dzy i SNI NI yaTSN
process of analytic practicamerge 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 mediatéttv can this be

known and understood?

A marked shift n the psychoanalytic approach to countertransference was

F NI A Odzt I G SR A y(1950)-LdzfLBS NE S AWhAlYY v/IQ#Edzy 0 SNII NI y & F ¢
apparently in contrast to Freud, Heimann stated that countertransference could and

should be used as a tool in psychoamial work. Countertransference is defined by
Heimann as including? X I £ £ GKS FSStAy3a gKAOK (KS |yl

patientX @L950: p. 81).The emotional reaction of the analyst to the patient, which
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can at least to some extent be conscigukhown, is considered to provide valuable

AYTF2NXYEFGAR2Y Fo2dzi GKS LI GASydQa dzyO2y aOa 2dz

A N - A

ForHeimannl vy | yI f @430 Q& ELISNASYOS 2F O2dzy i SNI NJ
the patient. ltisWXy 24 2yt & LI NI FyR LI NOSsthe2 ¥ (KS
LI GASyGQa ONBI GA2Yy T KXi950Apas4s)Gokrtertradsféren&@y G Q& LIS

is cruciafor understanding.

Hinslewood and Robinson (200&83serti K| G Ay | SA Y| YX Q& dzyf INSIMIO dzt
transference waXreversed from being amterference to becoming a potential

a2dz2NOS 2F QA {(2006: pBRY FANNIF A2y XQ

| SAYIFYYyQa ©OASg ¢l a O2yUNROIOSNEAIT RS&ALIAGS |
Freud along terms of continuity rather than ruptufidinslewood & Robinson, 2006
Shepointed2 dzii G KIFG GKS YIFGONRE 2F CNBdzZRQ&a ARSI &
SYRSI @2dzNJ LINBaSyiSR o6& LI GAcBrycaiexperiencgs T Ol O
(Heimann, 1950) As such, an understanding of resistance might be consideriee

knowledge aquired through the countertransference

Over the second half of the $0Century, countertransference came to be more
broadly understood as encompassing the reactions of therapist to patentcious
and unconscious; emotional and cognitive; intrapsyctand behavioural.

Countertransference has been conceived as constructed of both the
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communications (conscious and unconscious) of the individual patient to the
FyFfeadkiKSNILIAAGT YR GUKS dzyAljdzS 2FFSNRAY:
internal wold (inclwing their psychopathology) within the relationship (Racker,

1957 & 1968; Cashdan, 1988; Aron, 1995). Joseph (1985) articulates an

dzy RSNE Gl yRAY3I 2F (KS { KIONG LIS dimeEa&iyAC2ydny (i S N.
involving a live and evarhanging relationshipCountertransference is conceived as

an WS & aSy (@Agss: p.442)2bf @hich the therapist can come to realise

communications beyond words.

Gabbard (1995 & 2001) suggests that countertransfer@acthe creation of patient

and therapist such an approach requires discernmghowever, in considering the

SEGSYylG (2 6KAOK | GKSNILA&GQa O2dzy i SNI NI y3
FILOG2N) 2F GKSANI 24y LISNE 2 yKNRRYROS Q ¢LESANIR LIS O]
0l F8SaX wWnnnovX A& OKFftSyasSR Ay | 0 KA NJ
O2dzy G SNI NI yaFSNByOSQ 6DSfaz2z 9 | I@SaX HANHD
countertransference once again more firmly with the therapist and is defined as

Wi KSNI LIAald NBIFOGA2ya G2 OtASydta GKFG FNB

O2yTOAO( A K:PRI). Hnnn

This definition is considered by those who would promote it as less narrow than the
WOt AaA0Q OCNBdzRA Ll y U LIS N lbis lioih kadKibus bra O 2 dzy |

unconscious, and is provoked in response to transference or other phenomena.
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t NEY2GSNR 2F WAYGSINI A QSYXORyayAIdSNTINT &y a(FKSINNGT
to take responsibility for their reactions, identify the intrapsgcbrigins of their

NBFOlA2yax FyR |GGSYLG OAHagey,RONEH YR YR Y

Projection, Projective Identification and Countertransference

Ly a4SS1Ay3 (2 dzyRSNBRUGFIYR O2dzy i SNI NI yaFSNBy
- anothe 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 evohth dzy RSNE GF YRAY 3 oO0{LAffAdzA 3 hQ
a short summary of these ideas is provided, recognising @fatler discussionof

these complex concepis beyond the remit of the current Theoretidaéview

Whilst acknowledging that the term projection is used in psychoanalytic theory to

refer to a number oW X NBf | § SR o0dzi RA a {{pyiDBDavidB#IIG I | LINEP
(2001) identifies as central to projection theNBS f 2 OF GA 2y 2F YSyidlt 02
representation of the outer world. Something that was internal is now viewed as
SEA&GAY T Ay (6id.0Binpsychoanalytic dderst@nding is contiguous

with the historical definition and aetiology provided by t&horter Oxford English

Dictionary (1933 I &1 KINR2 g Ay 3 2 NJ Ol & ((usefram I5®Na (i B 8] T2 NB

F2NXAY3I 2F Y@ frdnmf 1599)dilddS Ogi 4395  Furthermore,
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LIKAf 282 LIKAOFE YSil LIK@aykointitdz&hKunderstanding ofi 2 Q&  /

psychic processes invaiyg projection in classicghilosophy(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 afefence (19110 = Y SAy Qa O2yGNROdziA2y Aa
projection and projective processes can be understood as a fundamental aspect of
normal development (1946; 1952Klein describes an alive and potent unconscious

mind, a place of constant activity, wre 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 recipieot external stimuli (introjects) and the author

of experiences (projections). Processes of introjection and projection influence
SFOK 204KSNJ Ay | OANDdz 2N gl & gKAOK AA

unconscious phantasy.

Y In hisallegoryof The Cave Plato articulates a metaphor whictontrasts the way in hich we
perceive and believewhat we perceive to be reabnd whatis ultimately so, beyond the confines of
sensory perception Within the ave (sensory perceptionpeope perceive shadows upon a wall
they do not see the objectwhich make the shadowas they ardén and of themselves, outside of the

caves confines
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(Vo))

Klein recognised as2 ¥ LJ- NI A Odzf  NJ &aA3IYyAFAOFIYyOS (K

ARSYGATFAOIGARZ2Y QS SAaONAROGAY3I GKAA a Fy dzyoO
off unwanted, unbearable, or alien (in the sense of incomprehensible as belonging)
parts of the self and progl & G KS&aS WAyidi2Q GKS 20i§KSNW |

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-Klestian
psychoanalysts, perhaps for the focus of this study nsghificanty in the work of

Bion (1962). Bion identifies the unconsciges communicative aspect of projective
identification. In his theory of mental development through motherinfant

interaction, Bion draws out the importance not only of the activity of projection out

2T GKS AyFryld AyG2 GKS 2062S00 o0Y20KSND
(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).

A2y Q& 92N] FNBdzZ ofeée Aa | AFGSsre FT2NI GKA)
unconscious communication involved in countertransference. Indeed, it might be
coy i SYRSR (KIdG GKS FylrteaidQa NRBtS Ay FIl OAfA

Y2RSt ARSYGATASR o6& .A2y Ay (GKS AyTFrLyiQa
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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. Howhis is understood depends significantly upon the
theoretical position taken in relation to countertransferenc@rincipally, the extent

to which countertransference is conceived of as belonging to the realm of conscious
or unconscious life; and the exteto 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
ARSYUGAFAOLIGAR2Y D LY KAa Mdbppd LI LISNE W GG OF
capacity of the patient, through projective identification to destroy closeness to the
Fylteado . A2y RS&AONAROGS&a LI GASydGa loftS (2
which some might identify a€ountertransferencsuch 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
GKS FT2NXY 27F | 02y a O Araldabject¥ SAistcBrSidetatiodzs2 y 0 K S

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 abe 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 projectigh i YI RS W2y d2Q 2 NJ
the external object; and the extent to which these are experienced consciously or

unconsciously.

Theoretically, countertransference is indubitably a projective process. Whether it
Oy 0SS dzyRSNRG22R | & Fich ¢hD Pevor deyblod@htinfo@S Q  LINI
consciousness may influence the extent to which it is further conceived as

impediment or aid to psychoanalytic work.

{LAfEAdZE YR hQ{KI #XEKE§SO2¢gO8Ma02a0LINB28QG
gives a hame to,rad a clarification of, the dynamics of direct communication and the
phenomena of transference and countertransference that are universal among
humankind.Q o6LJA® occ0O0 FtYR & &dzOK GKFG GKA& A&
and the clinical situationg but rather are universal in human communication.

CdzZNI KSNIXY2NBX (KSeé adza3asad GKFG LINR2SOGAOGS
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for (ibid) when he wrote thatbdddPA G A a | GSNE NBorondl] 6t S
human being can react upon that ahother, without passing through the Cs. This

RSaAaSNWBSa Of 2 #FMI1MFoZG.AWMA I GA2Y Q

Empirical Research

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

exploration (Kachele et al. 2015).

Kacheleand colleaguef2015) have attempted to organise and evaluate the range of

empirical approaches employed in countertransference research. They
acknowledge that attempts to measeir countertransferencehave long been

avoided, suggesting this may be partially due to countertransference occurrence

across a potentially daunting area of influenteX FN2Y YA ONRLINROS&aSa

Of AYAOI f IPKIB)Y 2 YSY | XQ

There are those, such @&etanet al. (2005) who hold that countertransference

phenomena can be measured X Of AYAOI f f & &a2LIKA&GAOI (SR
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sound ways that tap the complexity of clinicighsS I OG A2y a G261 NR GKSA

(2005 p. 890)

These researchers empleg the Countertransference Questionnaire developed by

Zittel and Weston (2003) to assess a sample of 181 psychéaf@ist clinical
LJAeOK2f23Aa0aQ O2dzyi SNINI yaFSNByOS NBIF OGAz2
their care. These reactions were condilBR | f 2y 3aA RS (GKS LI (A

diagnosis. Countertransference reactions were considered to be:

WwxaeadSYFiAOrtte NBfFGSR G2 LI GASYydaqQ LI
approaches, suggesting the clinicians, regardless of therapeutic orientation,
can make diagnostic and therapeutic use of their own responses to the

LJ- G A @B¢gtaneal. 2005: p. 890)

Despite the growing empirical evidence for the diagnostic and therapeutic

usefulness of countertransference, disagreementontinues over what
countertransferenceis. This will be further evidenced in considering literature

pertaining to embodied countertransference. Fundamentally, this is a debate

GKS |SGA2ft23e 2F |y AYRAQDGARIzZ £t Qa Ay (dSNHEJz 2

fixed and inal resolution.
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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 canot 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, howhat tool should be employed.

Defining Embodied Countertransference

Field (989) defined embodied countertransference asett? X & LISOA FA O 0 dzi
discussed manifestation of the countertransference: namely the spontaneous arousal

of physical feelings ind KS G KS NR9B p.(542) 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 fantasiedated to the patient.
3. In the therapist's dreams.

4. LY GKS (KSoOWELAAZAGQE | OGAyYy3
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Embodied countertransference Field places in the fourth category. He distils three
guestions to address to the phenomenon (reflagti those pertaining to

countertransference rare 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 transmi(iadrel,

1989)

Field describes examples of embodied countertransference from his clinical practice,
F20dzaAy3 2yY WwWafSSLAYySaaQs wWaSeEdzZf FyR
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 byhe analyst are understood to provide an opportunity for insight into

WXLINARYAOGADS € SOSt and 2Xa iQ20vSvadzy 2 DI § 52 WX Q NI 3 S

hunger where no words were available and psychic trauma could not be

RA&GGAYIdA AaKSR DUMBYp.31RE AAOFf Ay adzNE X
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CAStRQa ©OASs Aa (GKIG GKS Fyltftead K a
something of the patient that cannot otherwise be shared in words. He suggests

that these experiences may be more or less actively interpreted.

Field abo 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 therapgic value e.g. potentially reworking preverbal
experiences. Thiesonateswith the thinking of McDougall (1979) who asserted that
patients who have suffered severe preverbal trauma may make communications

through action and somatic symptoms, where woodsnot 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 isWXF OSy G XyF S NBINI (0SS K S NID89:2pF521)i K S
However, adressing his third questionyhat mechanism enables such messages to
be transmitted? (Field 1989),Field acknowledgesdt 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 tuforg to

articulate his understanding of embodied countertransference, sugges#hg:ii K I {

Y g
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0KS NBaz2ylyOoS 200dz2NBE ¢KSYy (GKS Fylfteadqoa

psychic materialK N2 dzZ3 K (G KS @906 ¥18)0OA 2 dza X Q

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 nibiteos?

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. Threenditions are found commonly to coates

where embodied countertransference resonatégX i KS LI 6 K2f 23& 2F GKS
LI GASYyGQa AYyKAOAGARZY G2 SELINBaa aidNRy3d 7F8§

GeLRt 238 2R006:KE0) yItealdoQ

Patients nost likely to provoke somatic reactions are those with:

WX02NRSNIAYS>Y LIA@OK2GAO 2NJ aSOSNB yI NDOA
instinctual problems (sex, aggression, eating disorder); or where there has

0SSY SINIex aSgS@Eme®At RK22R (NI dzYl XQ
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Ly (KS wielLkRtz2z3eqQ 2F GKS lylteads {G2yS
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 thata potential predisposition in the personality of the analyst is a
determining factor in their experience of embodied countertransference
LIKSY2YSyYy Il @ {LISOATFTAOLIEtE&Y I GSYRSyOe (2 WA

analysts likely to report embodiezbuntertransference.

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 artrieasing attention paid to the importance of the
body in psychoanalytic theory and practice is one of the most significant
developments in modern Freudiaand especially Jungiatihinking. She argues that
the mind is fundamentally shaped by our embodiedrporeal experiences arates

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

We¢ KS 02y ODdady dudity, a YegagyRof Cartesian philosophy, can
cloud our perception, skew our theoretical conceptualizations, anch eve

RAaG2NI 2 dz\WicDdudaly 2086t 457)6 2 NJ @ Q
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Nonetheless, numerousontributors 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 whgyoking the controversial psyamanalyst

Reich and noting him to have been an early, proponent of the body in

LA OK2FylIfeidAO GKAYlAy3o w S A Qpafiéulary 2 NB & LIS
in relation to sexubenergy andgratification - are suggested as w@eason for the

02R@Q4a YI NHA Y bahalyliclthinkirgy yandkagtice LBar énéniK external
O2YYSy il i2NBE wSAOKQAa tRiAkadd psychodnalysis/ ® A Y LINA

something fraudulent andangerougBoadella, 1997)

t SNKIF LA WRFEYISNEAQ FFNB AYLIXAOFGSR Ay LlaeoK
with which it is necessarily involved, in so far as psychoanalysis potentially
accommodates an encounter with basic human instincts and urges. Jacol® (199

asserts that nofverbal communication evokes the eadnd primitive experiences

of infancy and preverbal stages of developmedré argues that for some analysts,

being in close connection with such a powerful n@rbal world may be

unconsciously exp@anced as a threat (Jacobs, 1993).

Retrospectively, and with body more firmly aboard,*2dentury psychoanalytic

(0p))

GKS2NRAAAY I KIFa &a2dzaAK3G G2 RNYg 2dzi GKS I 0
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potentially hidden behind a cloak of anxiety and acds on psyche over soma
(Karacaoglan & Lombardi, 2018); as welluagarthing explicit references to the

body.

CNBdzRQa& &XI &BSyWHEHY Aad TFTANRG (IBBR 26 BNBY2ai
frequently quoted as evidence of FzR @cknowledgement othe importance of

the body. Vartzopoulos & Beratis (20E2e thebody-mind questionas central to
CNBdzRQa& ¢2NJ @ ¢KSe AfftdzaGNI OGS GKAA GAGKY
reference to theW 6 2 R &(19833 26, andhisattention to convesion symptoms,

in the clinical case historiewhere conflicts of unconscious fantasy are played out

symbolically upon the stage of the bo(ireud, 1905

A2y Q& OFLIOAGE FT2NJ I OADGAR dzaS 2F KAa 296
referred to in interpretations to patients, is also identified in the efforts of those

who would reclaim the body in the history of psychoanalytic thoudfdr example,

Bion made he following interpretation (Bion, 1956n Field 1989 p.518):W X € 2 dz

KFEgS 06SSy LlzKAYy3 Aya2 Y& AYyaARSa @&2dz2NJ FSI

EmpiricResearch

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
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considerable theorising in psychoanalytic thinking (Greene, 2001; Stone, 2006;
Martini, 2016; Karacoaglan & intardi, 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 oembodiedcountertransferencgField, 1989;
Stone, 2006)is Andew Samuel@6 My pOY W/ 2dzy i SNI NI yaFSNBy
LYF3IAYIFEAAQ | YR : hn ate®pt Sl evdpicallytinvé@stRy&ityi Q

countertransference.

Samuels postulates that countertransference can be classified into two broad
categories reflective couatertransference and embodied countertransference

Reflective countertransference is conceived as an experience, for the analyst, which

feelsA YYSRALF 1St & NBFESOGALB®S 2F GKS LI GASyidQa
thus a hereandnow, reflectiveexperience 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 countertransferenéeimplies a kind2 Fhectmind Ay G(KS ©6SAy 3
psychic self) and body of the analyst, an incarnation (1$852) representing a

communication of a deep and distinct order.

{FYdzzStaQa NBaASI NOK LINRP2SOG aSi 2dzi G2 SELX
understanding of countertransference, as manifest in the experiences of other
psychotherapists. It involved the collection of twersix psychotherapist3
testimoniesabout W ® O 2 dzy (i S Nihahitiong af ThSind Jvhic tBey considered

toresult fromKS dzy 02y a0A2dza O2 YYdzy mdlMEA 2 K2 52 T KEK ¢
LI GASYG Yireée KIFIZ@S LINBERMSR (KSaS FSStAy3aaxo
Fifty-six case studies, providing sevessiy examples of countertransference, were

represented in the researchParticipating psychtherapists had &l been in

supervision with Samuels and were aware of his idaad may well have been

influenced in the development of theanalytic practice by them. Samuelsefends

this criticism of his methodology1985: p.55).

%Itis important to note that countertransference experiences felt to be in the body (loedyred or

02RAf @0 FYR 2FiGSy NBTFTSNNBR $wiAaGlF (WSHHRRA{SIRNIzS INBQ y@41
WSY02RASR O2dzy i SNI NI yaFSNByOSQo ¢KS fF3GGSNI RSaA3yl
LINEF2dzy R O2dzy i SNIINF YyAFSNBYOS SELISNASYOS 2F 06S02YAy
world) which, whileA & Ol y Ay Of dzRS GKS o02RAf & WwWaevyLwLiizvyaQ 27F

necessarily identical with them.
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Through a WA Yy R&O (IAUNISOS & A participdm) qoyntértransference
SELISNASYyOSa 6SNB adaNWSeSR FT2N) WSYSNEHAYy3IQ L
further theoretical categories Field (1989) reorders Samu@ldassifications and in

turn | R Rigean@Q

{ I Y dzpdpér Bagjins 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 catgorisation. Samuels links the operation of countertransference

G2 We¢KS adzyRdza LYF3IAYIFEAAQS Iy ARSE 02NN/
OMPTHOL ® ¢KS adzyRdzA LYF3IAYylFfAa NBFSNER G2 |
the mechanisms of psychigeration can occur (Corbin, 1972), this is in turn linked

08 {lYds$Sta (2 2AyyA02G0Qa We¢KS ¢NIyaraadaAzyl
has become an important reference point in psychoanalytic thinking about

embodied countertransference, as the plawdere unconscious exchange might

occur (Martini, 2016).

501 vYdSt Q& O lbadify arkl Keh&iaural résBoises e.g. pain in particular parts of the body,
sleep, sexual arousal, wearing the saniethes as the patientfeeling responses e.g. anger, being
bored, powerfulnessandfantasy responses ey WXGKAad A& GKS gNRy3a LI GASYyG:

with my feetaf + NBS 0 {(1085:p57J2 (i X Q
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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 asW® ® Y | GTOKNI YU 41 25 N3 ZIBSE:R67PA S5 a X Q

Samuels holds that countertransference should be the veoiiro 2 F G KS |y I f &
technique, whilst recognising that as soon as you create a regulated system for its
operation or functionyou create d¥ O f A y A ©@985: Q&) ahdthgma to the

necessarily fluid relationship between two individuals. There mamdox inthe

empirical and theoretical effort to understand and the necessary impossibility of an

encompasmg understanding.

As a partial solution tanis paradox, Samuels emphasghe place of relationshifp X

to body and imaggor mind]OlF'y 6S | RRSRI9BpASYI A 2y & KA LIX Q

Relationship, specifically, the intersubjectivity of the psychotherapeutic relationship,
Aada Fd GKS KSI NIR004 Gualitaté ©dédrch {nts the mdbodied
experience of psychotherapists and challenge to the idea such experience be

conceived as countertransference.

Shaw asserts that he considgssychotherapy to be essentially and inherently an
embodied process,mWXA Y i NAYy &A Ol f f & QS Yoam21inSThaw®pE LIS NALSH
explicitly rejectCartesian dualisprasserting that his own position is in keeping with

the philosophical tradition of Phenomenology, quoting Merldonty, W X A { A a
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through my body that izy RS NE (i I Y R ANleKeaNRbonhy)3F62 J5. 1865 0

Shaw, 2004: p 272

The body links worlds internal and external, and is the place of encounter between
individuals. Shaw quotes Crossle¢) X i KS o62R& Aa (GKS @SNE o
& dzo 2 S O 99BPp #ainXInaw, 2004: p. 2F3stating theaim of his study was

WXi2 SEFYAYS (GKS GKSNJI LA & ((Shaw, 2024R273). & | & dzo

{KFcé dzaSR 3INRdzyRSR (KS2NB (2 SELX2NB (KS

therapists, involving 90 theragts. Findings indicated therapists:

WXdzASR GKSANI a2YFGAO SELISNASYyOSa (2 KSft
the therapeutic encounter. In doing so, they are emphasizing the importance

2T UGUKSANI 02 RBHaw, 2008 plPBI)LIG A 2y a4 X Q

Shaw found eRSy OS (GG KIFIG GKS GKSNILA&aGQa o62Re& LN
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 therapitd SELISNA Sy OS 2F 062RAf & LIKSy2)

{KFrg | NRdzS&a GKFIG GKS NBaSINOK RSY2yaiNr GdSa
knowledge about the therapeutic encounter, but that it also indicates that

countertransference discourse is inappropriate and unhelpfulumderstanding
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these experiences. Shaw claims his research evidences how countertransference
RAIFf23dz8a WNBAFTEQ SY0o2RASR SELSNASyOSaszs |y
LIKSY2YSyYyl 20aSNBSR Ay LI NIAOALIYy(HaQ NBTFE S

between therapist and client.

wStFGA2YyAKAL Aa {KIgQa T2 OdzedrountérShokd2 f Ra G K
not be made identical with one of countertransference which priwakeghe
LISNELISOGA PGS 2F GKS G KSNJI LA aawdhe pribbde®@d 02y O S
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

0KS GKSNILAAGQa o02RAf & NBALR VXS (KSOE LBR (X
own interpretative perspective. Shaw gives examples from the work of Matthew
OMpPphpy v RSAONAROGAY3I | LI GASY(l 6K2 LINRPO21SR a
is that Matthew makes too solid and too definite what atky { Kl 6Qa @ASg

WXAKYydAOES &adz2Sagimdpl73LKSy2YSy ! X

Shaw argues that it is simplistic to attribute (1 K S NaddilyZexpeériénaes to the

LJ- G A éngonsRidus processesskinga denial of more complex intersubjective

realites Shaw eknowledgeshat the experiences described in his research were
SELISNASYyOSa woSt2y3aay3dQ (2 GKS GKSNILA&GaE

therapists and patientdo the intersubjective space between them.



43

WXt 38 0OK2GKSNI LI Oly 0S notheadingBUSNBR || &I &
encounter between two bodies: that of the client and that of the theraist...

(2004: p.271)

Shaw explicitly exempts Samuels (1985) and Field (1989) from the accusation
levelled at psychoanalytic thinking on embodied countertransfeeen Whilst
extoling the value of embodied countertransference as a potential means of
uncovering unconscious processes, bathintain cautionregarding attribution of
bodily experience. It is a matter for debate whether more recent theorising and
casestudieson experiences of embodied countertransference maintain the ultimate
and, accordingto Samuels and Field, necessary, position raff knowing and

relational mystery in thespacebetween patient and analyst.

{ KFgQa LI NI AOA LI y (rdited sr&N&S psyBhbthefapeStiNischdslf & NB O
considered more inclined to bodyonsciousneséHukanisticc & @ OK 2 (i Bh&WJI LI Q @

is nonetheless concerned that too little attention is given to the body in the training

2T LBAEOK2GKSNYLMA&ala® 'S FNBdzS&a F2N GKS 2
4dz33SadAy3a | OdzNNRAOMOEREO H &SR ANB OSRIDISNE2 BY

2F 62NJAYy 3 | yR0@PpRE). SYLI K& X

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 Boothand colleague2010). Boothand colleagueg2010) 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. TiteyGeller and

Greenberg (2002) who found that therapists who soughtb®W¥ dzf £ @ inLINB & Sy { ¢
therapy sessions had multisensory experiences which included physical reactions

(Booth et al., 2010p.285)

While Boothand colleagues$old a positivist view on the potential contribution of a

physical countertransference to theraptic work, they also follow Rothschild and

Rand (2006) in concern that failure to monitor becntred communication can

result InWXGKS GKSNYLWAA&AG dzyO2yalOAzdzate GF{Ay3
OKNRdzZAK G KSAN LIBéoth eDdl.f D1ONG a85)2 yUnrSohikred

empathy (such as might be constituted by an unacknowledged bodily reaction to a

LI GASY G0 OF NNR S sontagishSof atfd2t@i>S y GIKE &8 A GI2EINI WSY2 (G A

cognitive in the therapist.

Unlike Shaw (2004), Boo#ind colleagas(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 topatt upon all therapists. They

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

documented é.g.Egan and Carr, 2008).

The terminology oPearlman and Saakvitne (1995), who refer to the phenomenon of

Wo 2ARBY 1 NBE R  O2 dzy (i 8§ Ndvduided/ ayF BohitBaydO Slzaguesin

discussing the physical responses of therapists to their patients and is explicitly

Sljdz- 4 SR gAlK CASt RSANI NWFEFSRELRENO2 dzy . 2
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 questiarentp assess the frequency with which
therapists experienced symptoms of badgntred countertransference which was

used to assess boebentred countertransference in a sample of female trauma

TaAYyd KSOSPHNBROOREY G SNINF YATSNBYOSQ 6t SINIYLEY Ly
2F WSY02RASR 02dzy i SNIINIyaFSNByOSQ> a4 CASEtR 6mMdy go:
useful distinction between the phenomenon whereby a #gist comes to experience and hold an

FFFSOG LIKeaAoOlftteT yRTI (GKS NBtlFIGiSR &8Si Y2NB LINR T2,
YoSO2YAY3IQ RSAONAROSR o0& {lYdsSta ompypod ¢tKA& RA3Z
maintained in the literatve. Indeed, Egan and Carr (2010) acknowledge that the terms are used

aeyzyevyzdzates f2y3 gAGK Wo02RE Q> Adaravdossibledtte | y R Wo 2

terminology of the autharto whose papeisreferred is followed
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therapists. The researchers found a relationship betweenftegquency of body

centred countertransference symptoms experienced and the amount of sick leave

taken. Boothand colleagueg2010) sought to extend this research through the

FLILX AOFdGA2y 2F 93y FYR [/ FNNRa ljdSadAazyyl

clinical psychologists, with a range of therapeutic orientations.

Booth and colleagues (2010) notate frequency with which symptoms of body

centred countertransferencevere reported by their sample were similar to those of

Egan and Carr (200830% of theapists surveyed reported some form of bedy

centred countertransference occurring in the previous 6 months (the figure being

83% for Egan and Carooth and colleaguesuggest, on the basis of the variety of

therapeutic orientations represented in thegample, that their research suppert

Pearlman and Saakvit@ed1995) assertion that bodily countertransference is

experienced by all therapistsTheyarguethat, £ 2y 3 gA 0K 9209y | yR [ |
their results suggest bodycentred countertransference ca be measured

guantitatively.

While recent research such as that of Egad/  NNJ 6 Hnny 0 KIF & RA&Odzaa
contagion through unconscious processes communicated in the body from patient

to analyst, historically Searles (1958) identified a moveinoérunconscious 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 commuiuna of others

(including himself as analyst). He describes examples of these experiences,
SELINBSaaSR o0& (KS LI GASYGQa a WFSEtUQ 6AGKA
Karacaoglamnd Lombardi (2018) f 42 aidiNBX&da GKS AYLERNIIyOS 2
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 assbet anawareness of the bodyecessarily to

identify underlying processes in the unconscious of patient and analygting that

LI NI 2F GKS lFylteadQa ¢2N)] Aa G2 FLFLOAtAGED
being a body and being a mind, in a mirroring of this mandatory condition of

psychoanalyit work.

These authors hold that the act of relating to the analystentially facilitates the

patient to relate in turn to their own physical body, a capacity which in psychotic

states has become distorted disconnectedThisA & NP2 2 &4 SR XkapaciyKS | y I f
to perceive, acknowledge and explore their own sensory world experience

illustrating how central the idea has become for some therapiststhat

countertransference anémbodied countertransference is a necessary tool
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The Body in Child Psychethapy

The literature reviewed has predominantly consisted of warkten 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
gAGK OKAfRNBY Aazx o0& ySOSaaries || Y2NB Wo?2
stage of developmentPerhaps workingin and with the body is to some extent
assume® Further researclvould be needed to verify this. The training of child
psychotherapists at the Tavistock Centre in London has an optional seminar
02y & A RS NXR y 3 whigh f@ctsés ofwdrking tBetaQeutically with the body.

The existence of thiseminar might indicate that the body needs specific attention
within the teaching syllabyshowever, thisargument potentially misses latent
content related to the body in other areas of teaching (reflecting the perspective of
some thinkers about the laténpresence 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 Spetrum Condition (ASG)/ulcan 2016yp +dzf Ol yQa
(2016)phenomenological study of therapists working with children with A§&in

raises he notion of the bod & LJ?2 @s % ydickgdtivie, communicative, relational

W {i 2 1uf aldo,uncertainty as toits skilled employment Once againguestions of
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attribution emerge: what belongs to whomand the difficulty of Wy 2§ {y26Ay 3Q

within the therapeutic encounter.

Twenty-eight therapists working with children with AS@hderwent in-depth
interviewing A Y+ dzf2@8) i@y which offers qualitative evidence of the
WOSYUGNIfAGE 2F GKS 02Re  owithitkid patieni égrdip A y i SNA d

sz, A

and WXGKS RS@OSt2LIVYSYyd 2F AGAYLI AOAGtEEe o02RAf @
empathy and connectedngswhen conventional verbal modes of communication are

AaSOSNBT 2Q AKipBMWNS R X

+dzf OF yQa LI NGAOALI yda ¢SNB TNRaAd their NI y3IS 72
experiences were gathered viadepth interviews. A potential weakness within the

stuRé Qad RSaA3dy Aa GKFEG mm 2F (K2 a¥matio/ Of dzZRSR
2 NA S (jlab dahc2/yhi@sic therapists) which may have affected their responses

(2016: p 336).

Themesidentified by the studyincluded difficulties in verbal commumition,
symbolization in thought anglay, and reciprocity of interaction. These difficulties

linked to participand dbubts about the efficacy of treatment.

The body emerged as central in providing therapists with an alternative, vital point
of connecton 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 spoladouttheir own bodies, those of their patients
and the confgionwhich couldoccur between the two. Some respondemtsuched

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 Epoof herself as becoming,

WXa2YS {AYR 27F 2018Ipg32)  GAy3 062R&XQ

Another therapist spokéV X 2 ¥ FSSt Ay3 (KFd 020K &aKS FyR
2dzNJ Adziaé @ {KS O2yO0f dzZRSR GKIFG @¢g2NRa& YAIKI{
0 KIF{ eabodydhat spedéé @P0D6: p.332) Another explaierd, WLY (GKS aSaaa:
AGQa Yl#hy2ReEX¥2ReR2 y20 I 6 & 2016:9139paf [ S 02
Translation for many of the participantsas an intersubjective experience which

passes without words from one to anothebody to emotion emotion to body-

rather than a literal translation involving verbal interpretation of bodily experience

reminiscent of the observations made by Daniel Stefrthe synaesthesia involved

in affect attunement that can occur between infants and their care givers (Stern,

1985.

Conclusion

¢tKS fAOSNY GdzZNE NBPGASHSR SOARSYyOSa (KS 3IANR¢

0§KS 02Re& QZX ctHerdpistiirkeBacidnllania hoSvythis 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. Arbuathis reflects difficulties

Fdzy R YSy Gt G2 GKS O2yGAydzZSR RSolFGS GKI @

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
neuroscienceg(PaceShott et al. 2019). Th&heoreticalReview nowconsidersthis
concept beforeaddressingthe potential relationship between interoception and

countertransference.

Definition

Interoception is defined by Oliver Cameron (2002) as WX LISNDSLIi A2y 27F
Fdzy OlA2ya YR LIKeaA2t 23A0I { invdngydh (RS 2 F
STFSOGa GKIFIGX FTFFSNByld aSyazNrR AYLdzZ aSa |
tissues witim the trunk of the body have upon the higher nervous system processes

FYR GKS 0SKI QA2 2002:R.%i). 6 KS 2NHFYAAYXQ
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LYGSNROSLIiA2Yy Fff2ga dza (G2 WFSSEQI 2N wasSy
skin (Mahler, 2017). It provides informati@bout 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 dele (Mahler, 2017). Importantly,

interoception involves both conscious and unconscious processes. We can become
consciously seldware of interoceptive information, but interoception is

nonetheless ever presenbur 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
FFTFSOGAOBS ySdZNPAOASYOS dzy RSNI | 1 EY0RY ®SKI @
20167, PaceShottand colleague$2019) argue for an expansion of the definition of

interoception to include

WX AYTF2NXFGA2Y FTNRY ONFAY NBLINBaSyal da

processes by other regions of the brain... Interoception mayg affect

PWeKS | dFGgYSTERBR2S0GQ Aa GKS AYAGAFGAGS 2F GKS yz2i
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 fe@baceShott et al. 2019,

p. 268).
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feelings or generate peripheral physiological changes by evoking efferent

ardylrta o0St2¢ (0KS (2199368 2F O2yaOAz2dzaySa

This expansion igrounded in the research of Sethand Friston (2016)who

understand interoception in relationtb A RSNJ W. I @8SaAl yQ AYyFSNBY
- the idea thatwithin the braina constant procesis at work which involves, not only

GKS ONIAYQad Y2YyAG2NAYy3IZ NBOSALI |yR NBO23\
intero perceptions), but a concomitantnd active prediction (inference) of

perceptual information based on previous perceptiol¥ediction of perception (or

perception by inferencels thought toactively shape the internal conditions of the

body (anticipating what will happen next); and aitbsreduce 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 Sethand Friston (2016) argueg is involved ininferential and
predictive activity, the the WF St 1 Q SELISNASYOS 2F 2dzNJ Ay
generated both afferently and efferently from sources external to and within the

ONI Ay Qad A0GNHzOGdzZNB&a 6{ SUKX wWanmoT . FNNBGZ Hn

A 7 z 7 A

LG g2dz R 06S |YAaa yz20 G2 y23S K2g AyidNR
dzy RSNRGIFYRAY3 2F (GKS ONIAyQa | OUAQGAGE Aa 2
and external world depicted in the psychoanalytic thinking of Melanie Klein (Klein,

1935, 19401946).
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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 ® 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 theprocesses mighbe conceived as equivalent to the
O2y OSLIi A2y p@elictiond) PShmpsttye KMinian view stands as a
(predictive) metaphoric parallel for the material activity being described in the

LIKe&aAOFEAGE 2F | FF 38 hiestighton (S&rdendsion) 208650804 SY

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, 1984ens, 2000; Barrett et al.

2004; Pollatos et al, 2007; Dunn et al, 2010; Seth, 2015; Cali et ale®)16

This interest arguably has its matrix in tpessibilitythat mind can be rooted in
matter;F YR GKFG AG0 YAIKG 0SS L@ adnARS A (il2y RASKHT NI
WYBAGSNEQ 2F KdzYly o0 SAy-Adod, sekalvdtenessiaad O2 Y LI S
relationship (Seth & Tsakiris, 2018). Feeling and indeed thoughtecerding to

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

1999).

PaceShott and colleagueg2019 assert thatW X O2ya OA2dza SY2GA2y Il f ¢
Ot 2aSft e 02dzyR dzZLD (i@ LIMDhdsitikéhis furdef, Bugdestiagy” a X
that consciousness itself belosgo biological processefDamasio, 1999; Pinker,

2018)

History
WXGKS YAYRQa AyOftAyl A2y T2fft2ga
Galen (131 C.E201 C.E)

The idea that the experience of emotion is rooted in fitg/siology of the body has

a long history. In modern Western thought, this dates back t& Century,

however, 1§ Century theoriesevoke an older understanding Llinks between

physiology and emotion were commonplace in Early Modern and Medieval &urop

a causal link between physiology and emotional and dispositional states

assumed F2dzyRSR 2y (KS y2i(A FigureA)FhemsddvBs 0 2 RAf &
dating back to the ancient Greek philosophers, Aristotle and Hypocrites and Roman
PhysicianPhilosopler, Galen (Redma@oxe, 1846). The Humoug®verned not

only illness but also personality and behaviabrd).
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Figure 1.The Four Humours Drawinbhurneysser (1574)
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Links between emotional experience and the body remain commonplace in
language take, for example 1 KS Y SOl LIK2NROF f LIKN} aSa WKSI

Wof22R 02AfAY3AQY YR WOSY(G @2dz2NJ aLX SSyQo
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Links in language survived the severance of mind and boghilosophicathought,
attributed to Cartesian Dualisfounded upon Descarte6l647) premise:W/ 2 3 A (i 2

9 NH 2 ¢{l daivkQherefore | am Descartegprioritised the thinking mind as the

7 A ~

seat of selfhoodconceiing2 ¥ (i K 02R& & | f 2¢ &idedtsWY | OKA y ¢

perceives and moves by the arrangement of its parts (Shugg, 1968). Cartesian
Dualism dominated Western thinking for approximatél$0 years and arguably

continuesto permeate Western society

In the 19" Century, the philosopher William Jamg884) asserted that emotion is
corporeal first and psychic second. Emotion, in the Jamesian view, begins with the
perception by the body of an externaknsory stimulus. This stimulus results in
bodily changes (e.g. increased heartrate or respiratdf A OK I NB (G KSy
emotion (e.g. fear) (ibid). James held tleatotion is based in physiolaml changes,

rather than the latter resulting from it.

Empiri@al Research

Interoception links logically to Jamesian theory and some researchers haesl cit
their work as evidence for {fPollatos et al. 2007). Pollatos and colleagues claim to
have slown that interoceptive accuracy (the capacity to accurately identify bodily
states) is positively related to the reported intensity of emotions that an iddadi

experiences and that certain brain regions can be identiftedere as an interface

between interoception and emotional experience. They concludeX (i KI . G KS
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perception of body states is a crucial determinant for the processing and the

subjective exJIS NA Sy OS ®2F7: DSt Ay TaX

Dunn and colleagug2010)suggest that:

WX LT WFEYSaaly F002dzydia INBE O2NNBOGx
perceive bodily activity, the stronger the relationship between such bodily

changes and cognitivaffectid S LINE OS & & A (0H0: @1RIBdzZf R 6 S X Q

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

whether:

a. interoceptive accuracy moderates the coupling of bodily responses to
WSY2iA2Yy SidyIBNASYyOSQ o

b. interoceptive accuracy influees intuitive decisionmaking Gudy 2).

In Sudy 1, the researchers demonstrated that the more accurately participants

could track their heartbeat in &eartbeat Counting Tak 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 imagesiggestinghe greaterk y A Y RA @A Rdzl f ¢
AYOGSNRBOSLIGADGS I OOdz2NI Oésx (GKS Y2NB Oft2asSte |

and their state of physiological arousal.
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The Heartbeat Counting Task, employed by these researciera, 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 their heartrate

is objectivelymonitored. The difference between actual and estimated heartrate
constitutes the accuracy measure. iFtask has become a central component in

studies of interoception (Garfinkle et al. 2015).

Intuitive decisioamaking ¢ identified asthe Wautomatic, emotional judgements

Fo2dzi 6KSGKSNI I O2ydSYLX I G S@uUNNBEaILIRIWYES Aa |
p. 1839. It is in essenceti KS gl & GKIFG + OK2A0S WFSSt 3
considerations of logical argume(ahn& yX HAano UL @ ¢ KS OF LJ OA (¢
2N WSTFTFSOUADBSQ AylGdzAa G A GBS RS OApodr hyliiion @1 NRA S a
can be costly, even dangerous (Myers, 2002). Developing an understanding of

intuitive variability is therefore potentiallymportant, 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 Dam&git094; 1999) and suggest that bodily

® The Somatic Marker Hypothesgigoposes that emotions play a critical role in decision making,

including rational decision making. Damasio holds that emotions have bodily components, they are

linked to physiologicallanges e.g. raised heart rate is coupled with anxiety, nausea with disgust.

¢tKSaS FNB OKFy3asa IINB GSN¥SR wazyYFiAOd YIN]SNAQO® {

situations and with past outcomes. In decision making, particularly (althougkxutisively) where
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feedback potentially representssgnificant factor in the variability in the quality of

intuitive decisioamaking.

Sudy 2 (Dunn et al., 2010Jooked to explore whether increasing interoceptive

accuracy would be associated with good decismaking when body signals

Tl @2 dzNBER 2WraRI | /100 BBy 4 T -rhafiig whog dady sRiISA a A 2 Y
Fl @2dz2NBER  WRA Al ROl y i Ivia$ Zarfirfed iadickiting? iat ¢ ¢ KA
interoception was more or less beneficial in intuitive decisioaking depending on

the body signalgenerated.

Dunnand collagues conclude:

WX ¢KSaS TFTAYRAYy3IaA ARSYUGUAFTe 020K GKS 3¢
responses as pivotal sources of variability in emotional experience and

intuition, and offer strong supporting evidence for bodily feedback theories,
suggesting thatcognitiveaffective processing does in significant part relate

G2 WT¥2tf206A30M:pl835 KSI NI QXQ

Kandasamynd colleague$2016) note that while laboratory investigation has linked

interoceptive accuracy and intuitive decistamaking (Dunn et al2010) 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).



61

research has been undertaken into the value of interoceptive accuracy for decision
making in reaworld contexts. @ address this, they explore#3dzi FInSSt Ay 3IQ
individuals making hightakes decisionsin a study of interoceptive accacy

amongst financial traders working on a London trading floor.

Traders involved in the study were those engaged in ffighuency trading
meaning that they maintained their trading positions fgary short periods of time,
sometimes as little as sends. Trading in this way requires individuals to be alert to
large amounts of information, despite constant state flux. Higlquency traders
have to bequick to identifypatterns within the market and make risky, higtakes

decisionsW X ¢ A (1-80 & YR A il (Kxhdlagamnygt@l.,2016,p.2).

Eighteentraders participated in the study, which involved undertaking both a
Heartbeat Counting Task (Shandry, 1981) and deartbeat Discrimination Test
(Katkin et al. 1983). Heartbeat Discrimination Testare used in interoception
research alongside (and sometimes independently Hgartbeat Counting Tasks.
Heartbeat Discrimination involve the presentation of periodic external stimuli
(lights or sounds) to participantezho simultaneouslyidentify whetherthese stimuli
are in or out of sync with their own heartKatkin et al. 1983; Garfinklet al., 2015).
Heartbeat Discrimination andHeartbeat Counting tasks are botlrecognised as

measuresof cardiac interoceptive accurgchowever{ OK | y R NE Kdrtbeatm oy m 0
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Gounting Task haeen favoured by researcherat least until recently (Zamariola et

al. 2018).

Kandasamy and colleagues (2016) askedicipantsto rate their confidence in
performing the Heartbeat Counting Task usiagvisual analogue scale.Data
collected was compared to that of a control group constitutedarty-eight WK A 3 K
functioning (mostly students and postgraduates) +ibiNJ R S N{Kafidatng &tQ

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 nontrading controls (tradef@mean average 78.2%ompaed to controls 66.9%,

p =0.011, n = 6@Kandaanmy et al., 2016)

LYGSNROSLIIAGS I OOdzNI O aO0O2NBa gSNB |faz
profit and loss, over th@reviousyear. 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.

¢ NF RSNEQ NB Ldar\thiels perfobrunycd df BR&lesrtbeat Counting Task

did not correlate with interoceptive accurgc Nor was reported confidence related
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to profitability, or years of survival. Kandasaend colleagues (201@)iscuss these
finding in relation to the potential impact that satbnscious awareness might have
upon interoceptive signalssuggesing that overt awareness might result in
potentially valuable interoceptive signals being dismissed as n@hmgsical
sengtions and a potential distraction from the task at hand.d. the trader€)
decisionmaking) Also proposdl is the ideathat selfconsciousness might impair
risk-taking in the same fashion that selbnsciously focusing on a skill can impair

accomplishmen(Kandasamy et al. 2016).

Kandasamyand colleagueQ(2016) researchappears to evidence the potential

impact of interoceptive accuracy within a specific professional grdbp. authors

proposethat the studycontradictsi KS W9 FFA OA Sy (i ofeecoNdmB i a | & LJ2
theory, which states that the financial market is random and that no trait or skKill

would improve trader performance (Fama, 1970).

The study findingsindicate that interoceptive accuracy and selkrception of
interoceptive capacity (repoed confidence)are not correlated. It appears that
WAY UGSNRBOSLIIA GBS | OOdzNI¢G&NS yIS/aRL QW Ady! (GS NS SALGG A AD

is attested by trader@eported confidence) are not identical.

The earlier works of Dunand colleague$2010) aml Pollats and colleague@007)

fAY]l] WAYOGSNROSLIGIAGS | OO0dzN)y OeQ RANGQUOE & G2
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these termsinterchangeablyalong ¢ A 0 K (G KS LIKNJ} 4SS WAYUGSNROS
Garfinkle and colleagues (2015) challenge these coaofigtiseekng to develop
clarity in the conception of ideas within interoceptive research and the language

usedto describe them

Garfinkleand colleague§2015 assert that three distinct and dissociable dimensions

can be identified within interoceptive search:

1) Interoceptive accuracy the WX LISNF 2 N¥' I yOS 2y 2062S0OGABS

~ A L oA~ s

2) Interoceptive sensibility= the W X &ebdlulited assessment of subjective

AYUGSNROSLIIAZ2Y 3l dzZa3SR dzafibfd Ay i SNIBBASGaKI]

3) Interoceptive awareness i K Smetcognitive awareness of interoceptive

accuracy e.g. confideneé OOdzNJ Oé O2NbBaLRyRSyOSXQ

They tested and confirmed their hypothesis within a normative sampleigffity
participants also noting that interocepts/ accuracywas only partly predicted by
interoceptive sensibility and interoceptive awarene&gnificant correspondence
between the three dimensions was fact only found within a subgroup of
individuals with the greatest interoceptive accuyadeadingthe researcherQto

Of I ANBYis cdhsistent with our hypothesis regarding the primacy of accurate
interoception, such that a correspondence between the dimensions would emerge

2yte FTFGSNI I oFaAao | O@dzN O GKNBakK2ftR Aa 2
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Interoceptionand awareness: Interoception and the self

Wgl NBySaaQ 2F SyY220Aaz2ylf adrisSa o6ftAy]1SR G2

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

Uhteroceptive sensibilit® (Garfinkle, 2015) and emotional regulatiorare
investigated irzamariold y R O 2 f (2089)mitkednétiidds studycomprised of
guestionnaires and hdepth interviews. Results demonstrate that people with low

interoceptive sensibility show more difficulty in articulating their feelings.

Therapeuic interventions which seek to support individuals to develop increased
WA-BBFNBYySaaQ fAYy1Ay3ad YAYR YR 02Ré&x KI @S |

2014; Purser, 2019), foundeasy G KS ARSI GKIFI 0 6AGKsAYyONBI &

increased capacity teeltregulate (Price & Hooven, 20118

Emotional regulation is arguably grounded in effective communication between
body and mind (thoughts and feelings). Primed Hooven 2018 suggestthat

emotional regulation:

WX AYLX ASA (2t SNI of SighalstfrgrR thedbbdy SumdBthie y RA y 3
related cognitive attributions. It also implies having the capacity to positively
manage challenging sensations and related behavioural respdh2@$8:p.

3)
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Emotional regulatiomh & (G KS AY RA QA Rdz f Qfaexp&iengd avid O Y I y I
inference, basic instinct and reflective awareness, and entails also the management

of related behaviour, albeingultimately in the service and maintenance of coherent

and continuous selfhood. Where emotional regulation is impairedelf-hood is

potentially significantly impacted (Carpenter & Trull, 2013).

Selthood encompasses the most basic experiences of having (or being) a body,

through to experiences of reflective salfvareness (reflective setfonsciousness)

and being a self wht others (Seth & Tsakiris, 2018According to Craig (2009) a

Yy SdzNI £ 0 IH-agh-aNSFy29\E aus SA | Braig §28093gheStlidiis\ based R @

Ay GKS ySdzN¥f NBLINBaSyidlFridAzy 2F (KS 02Reé&Qa
interoceptive proceses. Furthermore, the homeostatic neural construct for a

feeling from the body (the interoceptive signad)identified by Craig Z009 to be

foundational for the encoding of all feelings. Interoception is key to the idea of the

Wo2Re& AY (HérkeS& MoMaysR ZD12:p. 696); the mechanism for the

embodiment of affective and cognitive functions; and at the heart of@etireness

(Craig, 2008).
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The thesis of Seth and Tsakiris (2018) is that interoception and particularly
Yhstrumental interocepti® A Y TSNS ¥ Gitdl Part in the construction of our
multifaceted selfhood by underpinning? X | f f 82régiilationAoD physiological

854Sy GALl f(2088 per8) 6f S&XQ

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

perception(ibid).

The earliest perceptions of the body infancy, necessitate regulation by another
person(Seth and Tsakiris, 2018) and thugeroceptive processebecome part of a
contemporary understanding of the development of the infant brain through

relationshipwith a caregiver(Balberine, 2001; Gerhardt, 200~eldman, 2011).

" Instrumental interoceptive inferenc¢Seth & Tsakiris, 201%. 969)refers to a subset of active
inference within interoceptive activity, which serves principally to regulate perceptual variables (and

(KSANI KARRSY Ol dzaSavd L Aa SdA@LESyd (G2 WORYGNRE

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

change (Seth & Tsakiris, 2018, p. 970).
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The importance of the cargiverwithin Sethand Tsakiri§2 @018)understandingof

interoception as of aregulator of earliest life, might also then stand as a model for

the therapist in addressing difficulties of regulation later. isTis arguably highly

& dz3 3 S a i A gd®e62xanceptibn2of enational containment, and its necessity

for the development of mind. Bion describes an unconscious process by which a
Y2UKSNJ NBOSA@®Sa (GKS Syz2iAiAz2ylt O2YwdzyAOF (A
processes thembefore 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 feeland think

Applications of interoceptive research to psychopathology

The importanceof interoception in emotional experienand the development and
maintenance of selhood is arguably further attested in conditions where self and

emotion are negatively affected.

Eating disordersare characterised by a struggle to relate to the peregiyphysical
body. Pollatosand colleagueq2008) demonstratedthat a sample of aorexic
participants not onljhaddifficulty recognising visceral sensations related specifically
to hunger and satietybut also evidencedreduced perception of interoceptive
signals from the heartA recent systematic review by Martand colleague$2019)

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

aetiologies of these difficulties.

Interoceptive accuracy has also been shown to be lowomatoform disorders
(SFD) Rollatos, et al2011;, Schaefer et al. 2012which are characterised by the
presence of medically unexplained physical sympt@DfSMIV,1994). This research
potentially contradicts previous findings, whch suggested that interoceptive
accuracyis intact in SFDMussgayet al., 1999). A number of explanations for the
difference in findings, both methodological and pertaining to the présgon of

SFD have been proposed.Schaeferand colleague2012) highlightthe 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 symptomatolqargsent

a complex picture in interoceptive research. For example, increased interoceptive
accuracy has been demonstrated in individuals with high trait anxiety or state
anxiety (Pllatos, et al., 2007b), while by caast, 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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Depressin 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 &xternally oriented thinking. These difficulties are
considered to reflet 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, Herberand colleagueq2011) found that interoceptive
accuracy (measured usinghaartbeat counting task) was inversely associated with

features of alexithymia.

Decreased interoceptive accurasyevidenced in Autistic Spectrum Condition (ASC)

too (Garfinkle et al. 2016). ASC often involves difficulties in regulating emotions and
recagnising emotional experience in others. Hatfig@dd colleague42019) have

reviewed the literature pertaining to interoception and ASthey conclude that a

picture of W G @ LA OFf Ay iSNROSLI(K 219). Iihpoedida Ay 3d Aa
importance ofinteroception inASQs acknowledged, with attentiorotusing orhow

deficits in the perception of bodily feedback might relate to core features of the

condition and ceoccurring psychopathologies (Hatfield et al. 2019).

Interoception: ongoing relationghto 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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Fukushimaand colleague$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 experieze, would also be involved in processing the

affective states of others. They found:

WXGKS OSYGNIt Y2yAG2NAy3a 27F GKWSis OF NRA2E

fA1Ste G2 0SS Ay@2ft SR Ay LINP2RIapaAy3d (KSE

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 sakperience (Decety & Jackson, 2004), while

the conSLIG 2F WAaAKIFINBR NBLNBaSyidaldAz2yQ LJ2adiddz |
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 ssggest

that mechanisms permitting us to understand the experience of another are firmly

rooted in our own experiences.



72

Conclusion

Interoception has beerfundamentally linked to emotion; to the generation and
experience of emotion (Wiens et al., 2000; Pollatos et al., 2007; Seth & Friston,
2018); to emotional regulation (Zamaripl®019; and emotional intelligence
(Schneideet. al, 2005). Interoception is aléoked tointuition (Dunn et al, 2010)

and empathy(Fukushima et al, 2011).

Thereis an ongoing and burgeoning interest interoception researchin clinical
populations considering how the concept might shed light on specific
psychopathologes (Pollatos, 2007b; 2008; 2009; Herbert, 2011; Martin, 2019) and
conditions affecting development (Garfinkle, 2016; Hatfield et al, 2018) non
clinical populations, the concept has been sadl 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;thatthere 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 experien&woth

disciplines holda conception of human development (particularly the development
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and maintenance of seliood) as arising from the constant and dynamic interplay of

FQldzr f YR dzyO2yaOAz2dza WLINBRAOUGSRQ 62N WTlL
espouse the central snjficance, in infancy, of the moderation of this dynamic

interaction through the presence and activity of a careing other. Both

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

Based upon theTheoretical Review undertaken the study proposesthat
interoception and countertransferencenay be linked and that psychoanalytic
experiences of embodied countertransferenceayprovide a particularly rich area

of research incorporating the two concepts.

Key points emerging are:

- The experience of emotion, both unconsciousand at times consciously
translatedinto W ¥ S S whiclycandbeYeflectedupon, is centralto interoception

and countertransference.

- Processesn the body, brain and mind are simultaneouslyreceptive to and
predictive of experience. The brain and/or mind takes an active in part in
creating its emotional and related physiological environment through
unconsciousprocessesin both interoception and countertransference(the
latter being potentially constructedof the anl f & @féréhéesbasedon their

previousexperiencepsychopathologynd personality).
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- Countertransferencend interoception can both be understoodto be involved

in non-verbalcommunicationdetweenselfandother.

- Interoception is fundamentallylinked to emotional regulation and emotional
regulationis a vital part of the I y I f fangig@ndentof countertransference

experience.

Intuition is linkedto interoceptiveaccuracyDunnet al.,2010) Countertransference
and particularly embodied countertransfeaence phenomenahave been linked to
intuition (Stone,2006). Intuition is a vital part of the | Y | f Wodkivkeée verbal

communicationandinterpretation are not appropriateor possible

A WorkingJnderstandingf Countertransference and Interoceptidn

Countertransference, as evidenced in the Review, can be understood as both
theoretical construct and clinical phenomemanifest in a range of forms, including

the analystds b nytisei body.l Coainteptransferenocecimvolves
unconscious comuamication between individuals: in the clinical situation, it is
experienced by the analyst as a result of thedationship witha particular patient.
Unconscious projective mechani smsbesuch as
understood as means by whi 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 interactiondepending upot he anal yst s capa



75

i nhabit a third, observational position.
and psychic history, will necessarily influence how countertransference is
experienced and wunderstood. sWjectivity i< he si gr
combined with the difficulty inherent in w

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

I n contrast to Tehmepagdhwer deffi med] ea®t ilng one
and SO0 fully under standi ndgOEDf he33, obj ect
countertransference involves the receipt of projections from the object; and may at

times involve an experienag a confusion of states between selfdasbject (with

experience not recogi s e d as di stinct and bel onging
contemplation6 as it would be in empathy)
understand countertransference an analyst might employ a capacity for empathy

however in order to deepen their understagf the patient.

Il nteroception refers to an i ndi vidual 0s [
environment. As has been argued, links between emotional experience, intuition and
introception point to the possibility that interoception may play a parhow
countertransference is experienced, particularly when that experience tg Ibelt

within the body.
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Empirical Study

Introduction

Methodology

The evidence gathered in the theoretical review inspires the following overarching
research questiong is there a relationship between countertransference and
interoception? Indeed,it might be speculatedon the basisof cruciallinks between
interoception and emotional experience(Wienset al., 2000; Pollatoset al. 2007,
Craig2015)that interoceptionconstitutesa physiologicamechanisnthroughwhich

countertransferences experienced

To begin to address this research question, an exploratory, empirical study was
conducted using dataollectedon interocepton, the specificexperience ofbody
centred countertransference and understanding and experience of

countertransferencanore broady, among child psychotherapy trainees.

Usinga sampleof 37 trainees,the following predictionswere tested to explorethe

overarchingesearchquestion:

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

psychotherapy.
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Existing literature suggeststhat interoceptive accuracy and emotional
awarenessare positively correlated. An increasein emotional awareness
over the courseof training might therefore be expectedto correlatewith an

increasen interoceptiveaccuracyamongsttrainees.

Furthermore, the existingresearchprovidesan exampleof a professional
group (financial traders) where years of experiencetrading is positively

correlatedwith interoceptiveaccuracyKandasamyt al. 2016).

Reported confidence scoreswill increase with increasesin interoceptive

accuracyandyearof training.

Reported confidence will follow increases in interoceptive accuracy,

predictedaslikelyto increasewith yearsof training.

Interoceptive awareness will increase with interoceptive accuacy and

reportedconfidence

Interoceptive awarenessis constituted of the correlation of accuracyand
reported confidence(Garfinkleet al. 2015)and as suchcan be expectedto

increasewith predictedincreasesn accuracyand confidence.

. Symptoms of bodycentred countertransference will increase with

interoceptiveawareness.



78

Theexperienceof body-centred countertransferenceequiresthe subjectto
observe and reflect upon both physiologicaland emotional experience.
Interoceptive awarenessinvolvesa capacity for attention to physiological
processesand constituted,asa measure,in part of interoceptiveaccuracy

it isalsolinkedto emotionalexperience.

Child psychotherapy trainees present an interesting population within the

psychoanalyticcommunity and they are the subjectof the study for three logical

reasonsandone of pragmatics.

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

anda capacityto work in anembodiedway.

Second, training in child psychotherapy places considerabé focus upon
awarenes®f emotionalexperienceandreflectionuponit. Thetrainingrequires
individualsto developtheir emotional awarenessthrough their own personal

analysisandthe intensiveandregularsupervisiorof clinicalwork.

Third, by taking trainee child psychotherapistsas a population in which to
exploreinteroception, an opportunity is providedto identify whether there are

changesn interoceptivecapatity overthe courseof training.
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Thefinal, pragmaticreasonfor focusingupon child psychotherapytraineesis that
this populationwasaccessibléo me, asat the time of datacollectionl wasmyselfa

trainee child psychotherapisht the TavistockCentre.

Ethics

Ethical approval was sought and grantedMCLOR Research Support, managérs
Research and Development for the Tavistock & Portman Mental Health Foundation
Trust and the Tavistock Research Ethics Committee (TRH@E detailed ethics

application and approvals are available in Appendix A.

A researchassistantwas involved in the data collection interviews and in the
subsequentstorage and handling of participant data. Thiswas because(as lead
researcher)l was like the study participants,a child psychotherapytrainee at the

TavistockCentre.

Sampling and Recruitment

A cornveniencesamplewasrecruited,compromisedof 37 traineesenrolleduponthe
Professional Doctorate in Child and Adolescent PsychoanalyticPsychotherapy
deliveredat the TavistockCentre. Thistraining is most commonlyundertakenon a
fulltime basisand completed over four years. Recruitmentto the samplewasfrom

acrossall four yearsof the training.
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Potentialrecruitswere, in the first instance invited to take part in the studyvia an
email addressedto all trainees, and a supporting notification posted upon their
online study forum. This communication included an electronic copy of the

Participantinformation Sheet.

All trainees, regardlessof their year of study, are expeced to attend a weekly
teaching day each Wednesdayduring the academicterm. Followingthe initial
electronic communicationto potential recruits, | attended the regular research
teachingsessionf yearsone and two and smallresearchseminargroupsof years
three andfour: to invite traineesto participatein person,to providea more fulsome
explanationof the researchand an opportunity for individualsto ask questions.
Participantinformation sheetswere alsomade availableat this time, in hard copy.
Thosewishingto participate were askedto provide their name and contactdetails,

for the purposeof arranginga data collectionappointment

Recruitmenttook placebetweenNovember2018and February2019 Initial interest
was high with the majority of those approachedexpressinga wish to be included.
Forreasonsof practicality,data collectionhad to be undertakenon a Wednesday;
this being the only time all traineeswere at the TavistockCentre (trainees being
otherwise basedin clinical placemants acrossa range of geographicalocations.

This,alongwith the time necessaryto undertakedata collectionsessionsproveda
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limiting factor in the number of participantsultimately included within the study,

(n=37). Thetotal populationof traineesin the academicyear2018/19was74.

Participantswere offered no specificincentives,monetary or otherwise. Trainees
were encouragedto participate on the groundsthat 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 choiceto participate would have no
ultimate bearing upon their studies or grades in accordancewith the ethical

approvalgrantedfor the study.
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Data Collection

Individual data collection sessionstook place at the TavistockCentre. Session
lasted 20 - 40 minutes, dependentupon the speedwith which each participant

settledto the taskand completedthe questionnaires.

Participantswere welcomed provided with an overview of the data collection
process,includng an explanationof the role of the researchassistantin protecting
their anonymity. A further opportunity to askquestionswas provided before the

consentform wascompleted.

Participantsprovided basicdemographt data, were given a data collection pack
and askedto complete two questionnaireswithin it, describedin the Wleasure€
section. Oncecompleted participants were accompaniedo a different room and

introducedto the researchassistant.

The researchassistantcollectedthe demographicdata, applyingto it a randomized
participant number. The samenumber was attachedto the data collection pack
once the Heart Beat Counting Taskwas complete. From this time onwards, the
researchassistantkept the demographicdata sheetlinkingthe LJ- NI A Gvanmigl v G Q &
and participant number separate, providing demographicdata for analysis by

participantnumberonly.
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Theresearchassistantexplainedthe procedurefor the HeartbeatCountingTaskto
the participant. A heartbeatmonitoringdevicewasthen appliedto the LI NII A OA LJ- y (1 Q&
left wrist, or in some circumstancegheir left index finger’. The participant was
askedto look away and to try to relax. The researchassistantwaited for the
monitor to establisha regulartrace of the LJ- NIi A haattihtgbéferébeginning

the Heartbeat CountingTask.

The Heartbeat Countingtask entails askingthe participantto silently count their
heart beats,asthey perceivethem (without feelingfor a pulse)over discretetime-
periods. In this instance6 periods:25, 30, 35,40, 45 and 50 seconds Thesequence
of these periods was randomisedfor each participant. The research assistant
markedthe start and end of eachtime-period with the word W6 S aAnkl gh@larm
indicating when it wastime to stop. At the end of eachperiod, the participantwas
askedto recordthe number of heartbeatsthey had counted. Theywere alsoasked
to record, by meansof a visual analoguescale ranging from 0 (Total guess/No
heartbeat awareness}o 10 (Completeconfidence/ Full perception of heartbeat),
their confiderce in this number. While the participant attempted to count their

heartbeats,the researchassistantsimultaneouslymonitored 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. 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 meansof the pulseoximetry devicethat had beenappliedto the wrist or finger.
At the end of each time-period the researchassistantrecordedthe LI} NI A OA LJ- y (1 Q&

actualheartrate.

Data collected through the Heartbeat Counting Tasktherefore consistedof: the
LJ- NI A Qperkdivell ie@ribeat, their actual heart rate and a record of their
confidencein their ability to perceiveand count their heartbeats; over 6 discrete

time-periods.

Participantswvere providedwith awritten debrief.

Explanation of Measures

Demographic data

Basicdemographianeasureswvere taken aspotential control variables:age;gender,

andyearof training.

W1 Fv&sfecordedin wholeyears.

WD S y WaS ptd3entedas an open question. All participantsansweredas either
male or female. Dueto the relatively smallsamplesizeand in order to ensurethe

anonymityof participants,gender hasonly beenconsideredor limited discussion.
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W DIINNT Awadnyeas@edasl, 2, 3 or 4. Asdatacollectionwasover a period

of 4 months,for eachyeargroupthis reflects:

Yearl: lessthan 1 year(upto a maximumof 4 monthsin training)

Year2: lessthan 2 years(up to a maximumof 16 monthsin training)

Year3: lessthan 3 years(up to a maximumof 28 monthsin training)

Yeard. lessthan 4 years(up a maximumof 40 monthstraining)

The Egan and Carr Bo@entred Countertransferenc8cale (2005)

The first questionnaire utilised was the Egan and Carr (2005) Body-Centred
CountertransferenceScale. This is a sixteenitem questionnaire, each item
representng a form of body-centred countertransference. Participants were
required, by means of a four-point Likertscale,to record the frequencywith which

they might haveexperiencedeachitem/symptom.

This questionnairewas developedout of the TraumaSymptomInventory (Briere,

1995).

In addition to recording the frequency of body-centred countertransference
symptomsacrossthe sample the questionnairewas usedto assesshe frequency

with whichindividualparticipantsreported symptoms Eachparticipantwasgivena
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W, 2d8rdred Countertransference{ O 2 BBS)consistingof the sum of their

reportedscores

Three Questions on Countertransference

Thesecondquestionnaireutilised wasintended as a brief qualitative explorationof
LJ- NJi A @adedtayidingpfrountertransferencerecognisinghis asincorporating

but not exclusivelyfocusedupon bodily symptoms.

Threeopenquestionswere asked

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

2) Please give a brief description of an experience of countertransferizone
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.

Therationalewasto examineunderstandingof:

a) 0 KS Wi KS 2 Ndfiniiod hnid @&aninig Kflcauntektr@nsference
b) experience of the phenomenogn
c) import or value- how trainees might synthesis their previous thoughts on

theory and experience of practise.
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Braunand/ f I NRO0S6{sE-phaseframework for thematic analysiswas usedin

combinationwith a basiclinguisticanalysido explorethe data collected.

The Heartbeat Counting Task (HCT)

The Heartbeat Countingtask (HCT)as developedby Shandry (1981, investigates
interoceptive accuracythrough assessmentf an individud Qapacityto perceive
their 6 2 R éw@ fternal condition, specificallyheartbeats. Thismeasurehasbeen
a central componentin interoceptive researchstudies sinceits inception (Kock&
Pollatos,2014;Caliet al., 2015;Kandasamt al., 2016;Shahet al., 2016;Yaoet al.,
2018).Therationalefor heartbeatsasthe focusof assessmenliesin their discrete
occurrencethe potential for objective,non-invasivemeasurementand variability in

their perceptionby individualsdespitecontinuousoccurrerce.

Data collected from the HCT consisted of reported heartbeats and recorded

heartrate.

Followingthe model of Kandasamyand colleagueg2016),whoseresearchapplied
the HCTto a specific professionalgroup, our HCTwas conducted over six time
intervals randomisedin their sequenceoccurrence,for each participant. Data

collectedwasusedto calculateinteroceptiveaccuracy(lAc).

Interoceptive Accuracy (lAc)



88

The difference between reported heartbeatsand recordedheartrate is considered
illustrative of interoceptive accuracy(lAc). The following formula, as describedby
Kochand Pollatos(2014) is consideredstandard practice in the calculationof an

interoceptivescore(Caliet al. 2015).

1/6 SUM[1-([recorded heartbeatsq countedheartbeats|)/recordedheartbeatg

Koch and Pollatos (2014) report that higher scores are indicative of increased
sensitivityin the perceptionof heartbeatsand that a scoreof 1 canbe considered

absoluteaccuracy.

Reported Confidence Score (RCS)

Once again, following Kandasamyand colleagues(2016) heartbeat perception
confidence scores were collected as part of the HCT. Potential relationships
between interoceptiveaccuracy(performanceon objectivebehavioraltests suchas
the HCT), interoceptive sensibility (subjective selfreporting, using
interviews/questionnairesand interoceptiveawarenesgreferringto meta-cognitive
awarenessof interoceptive accuracysuch as might be indicated by a confidence,

accuracycorrespondencehave been the subjectof discussionn previousresearch
(Garfinkleet.al 2015) Theintention in recordingparticipant€heartbeatconfidence
scoreswasto examinewhether accuracywhichimpliesawarenesswould be linked

to anincreasen reportedconfidence
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Interoceptive Awareness (IAw)

Following Garfinklend colleague$2015), who consideinteroceptive accuracyAc

(as an objective measure of interoception in relation to a specific ¢alskre the

Heartbeat Counting Taglandinteroceptive awarenesdAw) (as the metacognitive

awareness of IAc) as distinct, the stualgoNB LI2 NI A 2y LI NI A OA LI y i

F6F NBySaaQad

An IAw scorewas calculatedby analyzingthe correspondenceéetween participant
reported confidence score (RCS)and IAc, after the method of Garfinkle and
colleagues(2015. Thisentailed creatingan index of interoceptive awarenessby
employing a within-participant Pearsoncorrelation, r, between confidence and

accuracy.

The Pearson correlation examines how closely correlatedthwws are ljere, IAc
and RCS). At O there is no correlation, while scores up to 1 indicate a positive
correlation (the closer to 1 the strongerdlcorrelatior). Scores down tel indicate

a negative correlation (the closer tt the stronger the negate correlation).

Accordinglythosewho were highin IAcand highin RCSouldbe consideredhighin
IAw (indicatedby an r above0), those who were low IAcand low in RCSnight also
be consideredhigh in awarenessalsoindicated by an r above0). By contrast, a

mismatchbetweenlAcand RCSesultsin low IAw (indicatedby anr of 0 and below).
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Statistical Approach

All statisticswere calculatedthrough the R Projectfor StatisticalComputing,a free

softwareenvironmentfor statisticalcomputingand graphics.

Exploratory,descriptive analysisof the data indicated that neither 1Ac, RCSnor
Bodycentred Countertransference Questionnaire (BCS) scores were normally
distributed within the sample Non-parametrictestswere therefore employedin the
statisticalanalysisof this data. Initial analysisof thesevariablesrevealedan outlying
participantin year4. Giventhe potential for this datato impactupon the sample,
particularly when broken down into smaller year group subsets, analysis of
predictions1 and 2 run without this data. Forcomparison resultstablesincluding

this participantseeAppendixB.

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

includedand parametrictestsapplied

1. InteroceptiveaccuracylAc)will increasewith yearof training (YoT).

To test this prediction, differencesin average IAc between year groups were
compared if the prediction holds then averagelAc would be higher in later year
groupscomparedto earlier year groups.Becauseexploratory analysisindicated IAc

scoreswere not normally distributed (see AppendixB), year group averageswere
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median IAc valuesin keepingwith non-parametric analysis and the appropriate

WilcoxonRankSumtest wasemployedin testing for groupdifferencesfound.

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

regressioranalysisvasfoundto be redundant.

2. Reportedconfidencescores(RCS)will increasewith increasesin interoceptive

accuracy(IAc)andyearof training (YoT).

Totest this prediction, | tested for differencesin averageRCS®etweenyeargroups;
if the prediction holds then averageRCSwould be higher in later year groups
comparedto earlieryeargroups.Becausexploratoryanalysisndicated that RCSre
not normallydistributed, the non-parametricWilcoxonRankSumtest wasemployed

and medianRCS%aluescalculatedto interpret anysignificantdifferencesfound.

A seriesof regresionmodelswere then run asfollows:

Model 1 assessé whether YoT treated asa categoricalvariablein whichyear1 is
the reference category, positively predicts RCS;Model 2 assesseé whether IAc
positivelypredictsRCSand Model 3 assesseé whether YoTand IAcpositivelypredict

RCSvhenadjustingfor the influenceof the other.

3. InteroceptiveawarenesglAw)will increasewith interoceptiveaccuracy(lAc)
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A median split of IAc scores was used to investigate whether participants catsider

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 asHighQon IAc compared to those classed $#¥w~vQ An
independent ttest was used taletermine Wmether IAw was different in participants
GAGK | OOdzNI O &a02NBa OflFaaAFTASR WKAIKQ

scores used tinterpret any significant findings.

4. Symptomsof body-centred countertransferencewill increasewith interoceptive

awarenesglAw).

To test this prediction, participantswere groupedinto one of two categorieswith
the optionsO=Wy R @ | NE QW ¢ | FANssayicoxonRankSumtest wasused
to test whether the averagebody-centred countertransferencescore (BCSHliffered
betweenWy B a4 I Bide @I & lgWdpwith medianscoresusedto interpret any

significantfindings.

Second,a multiple regressionmodel was used to assesswhether being WI ¢ I NB Q

positivelypredictsBCSafter controllingfor YoT.

NE f



93

Results

SampleCharacteristics

Descriptivestatisticsincludeall participantdata.

The total number of participantsrecruited was 37, half of the total population of
child psychotherapyraineesstudyingat the Tavistockn the academicyear2018/19

(n=74).

Table3. illustratesthe age and genderof participants. Theoverallagerangewas
27¢55years,meanagewas39.6. Meanagewashighestin year4 andlowestin year

2.

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

participantswere femalewhile 8 were male.

Yea 4 traineeswere the largestsubgroupwithin the sample(n=14) Thisis most
likely relatedto me (the researchey beinga memberof the Year4 cohort. Statistical
analysiscan partially accountfor the differencein numbersbetweenthe subgroups,

but camot accountfor unmeasuredbetweengroup difference that might result
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from the different relationship Year4 participants potentially had with research

processhroughtheir relationshipwith me.

Table3. Ageand Genderof Sample

Year of

Training

Total

Totalno.

14

37

Female

10

29

Male

Age range in

years

27¢55
28¢51
31¢55
32¢53

27¢55

Meanagein years

(StandardDeviation)

39.6(SD10.6

38.4(SD7.89)
39.2(SD8.52)
40.5(SD7.97)

39.6(SD8.42)



Describing Interoceptive Accuracy (IAc)

Table 4. %I1Acby demographics

Demographic variable % IAC
Mean (SD) Median (range)
Year 1 (n=9) 62.733 (25.038) 68.118 (26.177, 93.071)
Year 2 (n=7) 62.500 (15.110) 59.947 (42.976, 85.629)
Year 3 (n=7) 60.182 (25.679) 59.700 (26.723, 93.686)

Year 4 (n=14)
Female (n=29)
Male (n=8)

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

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)

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 3provides a visual illustration of the distribution of sample data for I1Ac. 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 litleein
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.

Thedistribution of IAcwas also examinedby year group subset,through QQ plots.
Thesedemonstratedthat data by year, like the dataset as a whole, could not be

consideredo havenormaldistribution (AppendixC).

Describing Reported Confidengeores (RCS)

Table5 describesRCIy demographiovariables. Yearl hasthe highestaverageRCS
by meanand medianand Year2 hasthe lowest. Year4 participantsdemonstrate

the greatestrangein RC&ndYear3 the smallest.

Males are a fraction more confidert than femalesacrossboth mean (difference=

1.182)and median(difference=1.017).
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Demographic variable

Reported Confidence Score (RCS)

RCScale0=W (i 2giiessincheartbeatl ¢ NBy Saa Q

t0 10=¥ O 2 Y latinfRlén8e/fuliperceptionof 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¢ 29years (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 (0.0007.917)
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RCSare not normally distributed (Figure5). The distribution of RCSwas also
examinedby yeargroupsubset,demonstratingdata by yearnot to be havenormaly

distributed either (AppendixQ).

Describing Interoceptive Awareness (IAw)

Table6. IAwby Demographics.

Demographic variable Interoceptive Awareness (IAw)

IAw scoreshavea possiblerangeof -1 to 1, wherel represents

completeawarenessand 0 and belowno 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)
Female (n=29)

0.111 (0.312)
0.072 (0.520)

0.139 (0.490, 0.548)
0.128 (0.903, 0.941)

Male (n=8) 0.283 (0.345) 0.209 (0.291, 0.723)
20¢ 29 years (n=2) 0.070 (0.706) 0.070 ¢0.429, 0.569)
30¢ 39 yeargn=17) 0.216 (0.483) 0.229 (0.902, 0.856)
40¢ 49 years (n=11) 0.004 (0.573) -0.047 ¢€0.903, 0.941)
50 + years (n=7) 0.074 (0.377) 0.189 ¢0.631, 0.467)
Total (n=37) 0.118 (0.492) 0.189 (0.903, 0.941)

Table6 illustratesthat mean interoceptiveawarenesqlAw) acrossthe samplewas

low: 0.118,0n the scalewhere 1 indicateshigh awareness.FollowingGarfinkleand
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colleagues(2015) the relative presenceor absenceof IAw at group level was
confirmed using a one-samplet-test to establishwhether IAw (calculatedas the
Pearsonr Correlation between reported confidence and interoceptive accuracy)
were significantlygreaterthan O (therebyindicating® I ¢ | NI ReSultsihOwitiat
at group level interoceptive awareness(IAw) approachesbut does not reach
statistical significance(t=1.459, p=0.077,sample estimate =0.118). Garfinkleand
colleagueg(2015) report a mean awarenessof 0.2, and by contrast found that at

grouplevelawarenesdliffered significantlyfrom O (p =<0.001).

Cad
1

Number of Participants
(4%
|
J
|

-
v
e .

I

1.0 0.5 0.0 0.5 1.0

[Aw
Figure6. Histogram frequencyof IAw
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Figure7. Q-Q plot, distribution of IAw

1.0-

2 1 0 1 2
theoretical
IAw data at individual levelwas found to be consistently normal Figure7
demonstrates that themajority of IAw data-points fall along the theoretical normal,
although there is evidence of outlying data at each end of the range. A Shapko

test confirmednormality (W=0.968p=0.350) and parametric tests were therefore

employed.



Describing Bodgentred Countertrasference

Table7. Egan and Carr BgetentredCountertransferenc8calg2005)

103

0 1 2 3
Body-Centred YI & V| Has Has Has Occurring
Counter happened in | happened in | happened a | happened at any
transference the last 6 the last 6 few times in | often in the time in
Symptoms months. months, but | the last 6 last 6 the last 6
not often. months. months. months.
% % % %
%
1 | Muscle Tension 8.108 21.621 27.027 43.243 91.891
2 | Sleepiness 5.405 16.216 29.729 48.648 94.594
3 | Yawning 13.513 35.135 24.324 27.027 86.486
4 | Tearfulness 27.777 50 16.666 5.555 72.221
5 | Unexpectedly 27.027 8.108 40.540 24.324 72.972
Shifting your Body
6 | Headache 51.351 32.432 8.108 8.108 48.648
7 | Stomach Ache 40.540 18.918 32.432 8.108 59.459
8 | Throat Constriction| 43.243 37.837 18.918 0 56.756
9 | Raised Voice 25 41.666 25 8.333 77.777
10 | Dizziness 59.459 13.513 24.324 2.702 40.540
11 | Loss of Voice 78.378 16.216 0 5.405 21.621
12 | Aches in Joints 70.270 16.216 13.513 0 29.729
13 | Nausea 51.351 29.729 13.514 2.702 48.648
14 | Numbness 67.567 21.621 8.108 2.702 32.432




104

15 | Sexual Arousal 59.450 32.432 5.405 2.702 40.540

16 | Genital Pain 89.189 8.108 0 0 8.108

Table 7 describes the frequency with which various symptoms of boelytred
countertransference were experienced across the sample as a whole. Strikingly,

94 6% of the sample report experiencing the most commonly occurring symptom of
W{ftSSLIAYySaa®yQ Wdda OfSSE (¢ SHYNIBNj%ES Thistwas NB LI2 NI
F2tf26SR 0@BNHY, WwlyMa(ERYT: 2RIOSE LISOG SRE & { KA T
. 2R@HT YR We@22® dzPy 684 ¥ ROK ! OKSQ |yR W¢KN

were also reported as occurring ind last 6 months by over 50%

As well as analysing the frequency with which symptoms of {oedyred
countertransference were recorded, data collected was also used to assess the
frequency with which individual participants reported symptoms. Partidgparere

0 Kdza 3 A 3&nfred-Coldter2 RIBY A FSNBY OS { O2NBQ 6./ {0z

of their reported scoresBecause data was missing from three questionnaire items,

pertaining to three separate individuals, a score for these participants wastedp

dzaAy3d GKS YSIy a02NB T2 N TalieB presents BOS byf N2 ¥ { K

demographic.



Table8. BCS 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¢ 29years (n=2)
30¢ 39 years (n=17)
40¢ 49 years (n=11)
50 + years (nN=7)
Total (n=37)

Body-centred Countertransference Score (BCS)

Mean (SD)

11.2 (5.12)
15.1 (3.72)
19.7 (5.65)
14.7 (5.20)
15.1 (5.04)
14.3 (7.59)
12.0 (1.41)
13.5 (5.71)
15.5 (6.53)
18.3 (2.36)
14.9 (5.58)

Median

(range)

11.0 (3.00; 19.0)
16.0 (11.0; 21.0)
19.0 (13.0; 31.0)
15.0 (8.00; 28.0)
15.0 (7.0C;, 31.0)
13.5 (3.00; 28.0)
12.0 (11.05 13.0)
13.0 (3.00; 28.0)
15.0 (7.00; 31.0)
19.0 (15.0; 21.0)
15.0 (3.00; 31.0)
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Figure8. Histogram, Frequency of Distribution BCS
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Although much of the data runs close to the theoretical norm of Fig@yre
distribution of BCS cannot be considerearmaldue to the marked tailing of data at
either end of the plot. Examiration by year group subset, demonstrated that sub

set data could not be considered to have normal distribution eitiAgpendix C)

Testingprediction 1: interoceptive accuracy (IAc) witicrease with year of

training (YoT).

Gontrary to Predictionl, observatiors of IAcin Table4 suggestghat there is not a
positive relationshipbetween YoTand IAc ¢ this is further illustrated by Figure10
and confirmedby the resultsof WilcoxonRank Sumtest *° which find no significant
differencesbetween averagelAc scoresof lower comparedto higher year groups

(seeTable9).

9 The Wilcoxon Rank Sum test is the nonparametric equivalent of an indepentisit tAs such, it
is used to compare differences between two independent sample groups. Functionally, it is the same

as a ManAwhitney test (1947).



FigurelO. BoxplotlAcandYoT
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Table9. WilcoxonRankSumtestingdifferencesn IAcacrossYoT

Comparisor{(GrouplvsGroup?2)

Yearl vsyear2
Yearl vsYear3
Yearl vsYeard
Year2 vsyear3
Year2 vsYeard

Year3 vsYeard

YoT

Groupl

IAcmedian
0.681
0.681
0.681
0.599
0.599
0.597

Group2

IAcmedian
0.599
0.597
0.744
0.597
0.744
0.744

34
32
48
32
30
33

Pvalue

0.832

0.504

0.234
0.341

108
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Summaryof Prediction1: interoceptive accuracy(lAc) will increasewith

yearof training (YoT)

Resultsdo not support the hypothesisof a positive relationship between IAc and
YoT.Rather,the boxplot of Figure 10 hints at the possibility of somethingelse:
namely, the diminishingof IAc between years1 and 3 and a rebound in year 4,
analysisof the differencesobserveddo not reach statistical significancehowever

(Table9).
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Testing Prediction 2: reported confidence scores (RCS) will increase with year

of training

RCS an&oT

YoT
Figure1l. BoxplotillustratingRC&ndYoT

Figurell illustratesa striking clusteringin Yearl aroundthe medianRCSwhichis
the highestacrossall four yearsof training. In Year2, medianRCSlecreass and
there is a concurrentbroadeningof the range. Although,in Year3, the medianRCS
rises,the majority of participantsin this yeargroupin fact haveRCSimilarto those

in Year2. InYear 4 areboundin RCSsevident.
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Theoverall pattern of Figurell is somewhatreminiscentof I1Ac (Figurel0), insofar
as an initial declineis followed by a rise in Year4. Thenotable difference here is
that although the bulk of Year3 participantsreport confidencesimilarly to their
counterpartsin Year2, the medianand rangeof RCSn Year3 is nonethelesdifted
from Year2. Thisis in contrastto the IAc data, where in Year3 IAc was lowest

acrossall YoT.

Table10. Wilcoxon Rank Sum test) differences iRC&crossYoT

Comparison Groupl Group2 w Pvalue
(GrouplvsGroup2) RCSnedian RCSnedian

Yearl vsYear2 6.166 2.666 55 0.015
YearlvsYear3 6.166 4.300 495 | 0.064
Yearl vsYeard 6.166 5.275 76.5 0.413
Year2 vsYear3 2.666 4.300 19 0.523
Year2 vsYeard 2.666 5.275 22 0.048
Year3vsYear4 4.300 5.275 33.5 | 0.263

The WilcoxonRankSumtests (Table10) showthat there are statisticallysignificant
differencesin RC®etweenyeargroups,but a positivecorrelationbetweenRC&nd

YoTashadbeenpredicted,is not shown.

Satistically significantdifferencebetweenthe averageRCf Year2 and Year4 are

presentaspredicted,with Year2 havinga medianRCf 2.7 versusa medianof 5.3
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in Year4. However,this is precededby a drop in RCSetween Yearl (medianRCS
6.2)and Year2 (medianRC2.7),and no differencein RCSs found betweenYearl

andYear4 ¢ negatingthe predictionoverall.

Subsequentregressionanalysis(Table 11, Model 1), further confirmsa lack of a
positiverelationshipbetweenYoTand RCS However mirroring the pattern foundin
the WilcoxonRankSumtest, a negativerelationshipbetween YoTand RCSacross

the first two yearsof training (p =0.012)is observed

Table11l. Model I multipleregression showing the predictive impact of YoT on RCS

Variable Estimate Pvalue Standarderror Confidence Confidence

intervalat 2.5% Intervalat 97.5%

Intercept 5.639 0.000 0.634 4.439 6.928
Year2 -2.563 0.012 0.958 -4.512 -0.613
(ref=Yearl)
Year3 -1.693 0.086 0.958 -3.643 0.256
(ref=Yearl)
Yeard -0.562 0.494 0.812 -2.214 1.091

(ref =Yearl)

Overall model pralue:0.046

Adjusted Rsquared: 0.141

Adjusted RSquared indicates that YoT explains 14% of variance invRG3ither
unknown variables accouimgy for the remaining 86% of difference between

individuals(Tablel1l).
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Il RRAY3 LI NGAOALIYGH W 3ISQ Fa Yy FTRRAGAZYI
power of themodel andwasnot been retained within it.
RCS and IAc

Having established that RGSrelated to YoTthough not as predictedjt was
necessary to examine the extent to which this RCS could in turn be directly related

to IAc.

Figurel2. Scater-graph, RCS and % IAc,

40 BO 80
lAc

In the scattergraph of Figurel2 the possibility ofthe predictedpositive correlation

between increamg IAcand RCS is suggested dyising regression line Thiswas
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tested with asimpleregression, to identify whether IAc is indeed predictive of RCS

(Table 12)

Table12. Model 2 simple regression exploring I1Ac as timelependentvariable and
RCS as the outcome variable.

Variable = Estimate Pvalue Standard Confidenceinterval Confidence

error at 2.5%
Interval at 97.5%

Intercept  1.945 0.000 1.048 0.185 4.076
IAC 0.040 0.014 0.015 0.008 0.071

Adjusted R squared: 0.140

Overall model pvalue:0.014

In keeping with the indications of scattgraph Figure 12, Table12 demonstratesa

positiverelationship(p=0.014petween IAc and RC&s predicted.

RCSJAcand YoT

The results ofegressionModel 3 show that the positive relationship between IAc

and RCS remains after controlling for YoT (TaB)e
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Table13. Model 3 multiple regressiorexploringlAc as theandependentvariable,
RCS as the outcome variable and controlling @F & a categorical variabjevith

Year 1 ashe reference.

Variable = Estimate Pvalue Standard Confidenceinterval = Confidence Interval
error at 2.5% at 97.5%

Intercept  3.240 0.005 1.073 1.051 5.430

IAc 0.038 0.013 0.014 0.009 0.068

YoT2 -2.554 0.006 0.864 -4.315 -0.792

YoT3 -1.596 0.075 0.865 -3.359 0.168

YoT4 -1.094 0.157 0.753 -2.630 0.443

Adjusted Rsquared: 72

Overall model pvalue: 0.@7

Summary of results testing Prediction Beported confidence score (RC@)ll

increase with year of training (YoT) antderoceptive accuracy (lAc)

Similar to the finding in relation to prediction 1 thB&c is not positivelyarelated
with increasing YQTYoT does nqtositively predictRCS, at least not in a linear way
Intriguingly, statistical analysidoes indicate that YoT and RCS are nonetheless
themselves linked. RCS peaks inftrst year oftraining and then drog significantly

in Year 2 (p = 0.8). Confidence appears to recovdretween Year 2 and 4

(p=0.019).

RCS was found to be positively correlated with 1Acas predicted and this

relationshipwasindependent of YoT
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These results suggest that whitbe relationship betweenlAc and RC$% not
governed by YoT, training does appear to impact R@®n undertaking the
Heartbeat Counting Task with confidence initially declining before increasing to

starting levels

Testing Predictior3: interoceptive aweeness (IAw) will increase with

interoceptive accuracy (I1Ac

A median split ofnteroceptive accuracy (IAsrores (0.674) was used to investigate
whether participants considered to b#ighQor YwQin IAG as determined by the
split, differed in theirinteroceptive awareness IAw). This follows the model of
analysis ofGarfinkleand colleague$2015) whosemedian splitof IAcwas slightly
higher at 0.70 Garfinkleand colleaguesiote their median split to be in keeping

with that of Tsakiri@nd collegues(2011) whose median value wa$69.

Defined byl KS YSRAFY &L AGZ WKAIKQ L! O aoO2NBa
(n=18, mean = 0.820, SD = 0.917, median = 0.852, range =-00®%937). While
Wi2gQ L! O a02NBa =#9SN&n=10.864,56D & B17¢, med@c=n 0O Y

0.520, range = 0.0270.674).

While the averagéAw of the low accuracy group was 0.094 compared to 0.fbf3

the high accuracy group, an independentest, did not quite meet statisticd
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significarce difference betweenthe two groups indicating no support for the

prediction(t=1.459, p= 0.07, 95%confidence-0.019, 0.118).

Summary of results testing Prediction 3: interoceptive awareness (IAw) will

increase with interoceptive accuracy (IAc)

Despite resultssupporting Prediction 2: that interoceptive accuracy positively
correlates with confidence in accura@®CSand confidence being a component of
interoceptive awarenessgesults demonstrate no statistically significaetationship

betweenaccuracylAc)and awarenesgIAw)

Additional analysis Interoceptive Awarenes$Aw) andYear of Trainingr©l)

In addition to testing prediction 3, furthezxploration of the relationship between
interoceptive awareness and training was condugcteéde to findings in relation to
prediction 2 - that established significance of year of training upon reported

confidence (the latter being a constituent of awareness).

Figure B shows that the highest media@w s inYear 2. This is in contrast ¥ear
HQa rédS cadfidence (Figurell), where the median was lowest; and

interoceptive accuracy (Figuré§), whereYear 2 was second lowest.
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Figure B. Boxplot, IAw and YoT

1.0~

YoT

To establish the significance of differended-igure 13a Welcl®2 tivo-sample ttest
was undertakero 2 S f QdstQidcorpbrating a correction for unequal year group
subset size) However, despite statistically significant differences between year
groups in reported confidencéa component of IAw)no significantdifferences in

awareness \wre found Tablel4).
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Testing Prediction 4. Symptoms of Badpntred Countertransference (BCS)

will increase with interoceptive awareness (IAw)

Due to the nature of the IAw measure,it was necessaryto convert it into a
categoricalariablewith the options0=Wy R a | B W & linddeRto test it

againstBCS

In Figures 14 and 15 data is examined with two different base values for
Wi ¢ ledkBiyFigurel4 Wl ¢ | NI gefinedagbeingall IAwscoresabove0. For
comparison,in Figure 15 a higher value for WI ¢ | NBsyd&fiaei.Q This was
determined accordingby the mean interoceptive awareness(IAw) of the YK A 3 K Q
interoceptive accuracy sub-group, as determined by the independent t-test
previouslyundertakento accesgshe relationshipbetween awarenessand accuracy

(meanfor W K AlAME@L43)seep.83)

Figure 14 illustrates a small rise in BCSwith WI ¢ | NXhof Sachity statistical
significanceg(p=0.264 0ne tailed) (Table14). In Figurel5, with the benchmarkfor
WI ¢ I NBas&ddoa01430the rise in BCSwith WI ¢ | NXsyhdré én@ked,
althoughstatisticalsignificancas still not quite reached(p=0089, one tailed) (Table

15).

Figure 4. Boxplot, BC&ndIAw



120

Not aware is O (IAw scores of 0 and below) Aware is 1 (IAwgcores above 0)

Figure B. Boxplot, BCSndIAWEZ g A G K NI A »&&ineWl g1 NSy SaaQ

30-

20 - |

BCS

10-

0 1
| A 0 = 'not aware' 1 ='aware'
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Not aware is O (IAw scores below 0.9Aware is 1 (IAw scores equal to and abovd8) 1

30-

20-

10-

[} L
0 1
| A 0 = 'not aware' 1 ='aware'

Table 5. Wilcoxon Rank Sum testimdifferencesin BCS between those classified

WFEglNBQ YR GK2A4S Wy2i | g1 NBQ

Comparison w P value(one tailed)
Wl gl NBEQ @a Wb2id ! ¢l NBQ 142.3 0.286

Aware = above 0 vs  Not Aware = 0 or below

Wi gl NBQ @& Wb2id ! g1 NBQ 1255  0.089

Aware = above 0.143 vs Not Aware = 0.09 or below
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A multiple regressiorassessing whether IAw predicts BCS after controlling for YoT
revealed no statistical significance for Iwith o I 4 St Ay S at0.143(Thiley S 4 & Q

16).

Table 16. Multiple regression analysis, IAw is the independent variable, tBES
outcome variable with a control fqr 2 ¢ ® ¢KS o0l aSfsHefitedas 2 NJ WI g I

scores equal to or above 0.143.

Variable Estimate Pvalue Standard Confidence Confidence
error interval at | Interval at
2.5% 97.5%
Intercept 10.405 0.000 1.921 6.493 14.317
Aware¥, Sa Q 1.471 0.385  1.668 1.927 4.869

(ref. category is Wy

awareness)

Year2 3.987 0.135 2.543 -1.283 9.078
(ref.is Yearl)

Year3 8.469 0.002 2.543 3.288 13.649
(ref.isYearl)

Yeard 3.574 0.108 2.158 -0.822 7.970

(ref.is Yearl)

p-value: 0181

Adjusted Rsquared: @033

IAw is not seento havestatisticalsignificancegor BCSp=0.385) after controllingfor
YoT. The model indicatesthe significanceof YoTupon BCSgspecificallyin Year3

(p=0.M®2) predictsBCS.
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Summary of Prediction 4: symptoms of bedgntred countertransference (BCS)

will increase with interoceptive awareness (I1Aw)

No statistically significant relationship was observed between hmhtred
countertransference scores (BCS) and interoceptiveremess (IAw). However,
WKSYy (GKS ol aSt Ay Sais€Rtdl14®) lthe pvillieynShe d\Vilcoxsgn: a
Rank Sum test was seen to improve (889) compared with a baseline for

W gl NBySaaQ asSid Fd n 6L ndprT 0 X ghkikdged A y 3

correlate with increases in B§#dicating the need for further research.

Addiional analysisBCS and YoT

BCS and YoT are further explored below following the indication of significance of

YoT as a predictor for BCS seen in Table 16.

Figurels6. illustrates an increase iIBCSwith YoTto Year 3 beforeit declines in Year
4. This is the inverse of the bgiot for IAc scores (Figur&Q) andisindeed close to

inverse of the boyplot for RCS (Figufel).

Table B. shows the results of the atysis of differences in BCS between YoT.
Statistically significant differences are noted between the lowest scoring Year
1, and the highestYear 3 (p=0@9). Differences between Year 3 and Year 4, where

there is a decided decline in BCS, als@lhea statistical significance (p = 33

0 KI



Figure B. Boxplot showing BCS by YoT
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Table 7. Wilcoxon Rank Sum testing differences in &C&sYoT

Comparison

(Group 1vs Group 2)
Year 1 vs Year 2
Year 1 vs Year 3
Year 1 vs Year 4
Year 2 vs Year 3
Year 2 vs Year 4

Year 3 vs Year 4

Group 1 TPS Group 2 TPS median W

median

11 16 17
11 19.714 6.5
11 14.714 41
16 19.714 11.5
16 14.714 56.5
19.714 14.714 78

P value

0.136
0.009
0.173
0.107
0.599
0.033

124
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Further exploratory regression analyses evidenced no relationship between BCS and

IAc, or RC@\ppendixD).

Summaryof QuantitativeResults

Four predicationswvere developed and tested invesiiggithe interoceptive capacity
of child psychotherapy traineeand intended to provide aimitial empirical
explomtion for the research questioris there a relationship between interoception

and countertransference?

Counterto prediction 1, the interoceptive accuracyof child psychotherapytrainees
was not found to increasewith yearsof training. Nor was interoceptive accuracy
positively correlated with reported confidenceby year of training (prediction 2).
Year of training and reported confidencewere nonethelesshemselvesound to be
linkedin a non-linearway and confidencewasalsofound to be positivelycorrelated

with accuracywhenindependentof trainingyeargroup.

Interoceptive awareness was not found to increase with interoceptive accuracy
(prediction 3). Nor were interoceptive awareness anequency ofsymptoms of

body-centred countertransference found to be pogely correlated(predication 4)

Intriguingly howeverwhen the baselindigure ¥ 2 NJ WI ¢ NSy SthedpQ 61 & NI
value in theWilcoxon Rank Sum tessed to measure differences between groups

(aware vs not awarewas seen to improveindicating that a raised level of
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W gl NBySaaQ YAIKI AYRSSR ORotiddtiet (i S

countertransferenceThis would suggestreeed for further research.

Additional analysis (independent of predication) revealed that statistically significant
differences in the frequency of body centred countertransferergestedbetween
year groups, although once again there was not a positimeelation between years

of training and symptoms experienced.

Attention is now turned to the qualitative findings of the stuglintended to explore

traineefunderstanding and experience of countertransference.

The Qualitative Countertransference Quashaire

Linguistic and Thematic Analyses were combined to explore responses to the

Qualitative Countertransference Questionnaire.

Each of the three questions asked is addressed separately.

Field Note

Participantf) NS | t@® ek Goyndertransference Questionnaireere striking. A
significant majority grimacedand expressed consternation and anxious concern at

the difficulty of the task and their capacity to answer the questions.

g A
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Yet, the apparent challenge posed thinking about countertransference is
minimally manifest as an explicit artefact within questionnaire responses. Six
participants couched their answers in a somewhat defensive language of personal

understandingExamples of this included:

WL  dzy R SddBGIGS NORNI 028 TS MBIf @S G2 0 SX

We¢2 YSI | O2dzy i SNIMWHyaFSNByOS NBIFOUAzZY

And one frankly acknowledged the difficulty of the task:

WeKAA OFY 68 I RAFTFAOMA G O2y a8 G2 NI

Question 1

What do you understand the yghoanalytic concept of countertransference to

mean?

¢tKSYS mY WCSStAy3aQ

¢KS flFy3dz-3S 2F WCSStAy3aQ ohed Fedliig/viadd f Ay
FAaaSNISR a LINIO 2F KS @OSNER adzomadlyoS 27

andinoneinsta®S I f 42 WLKIy{ilaArxsSaqQy

Waeé G(GK2dAKGAZ LKIFIyGlraasa |yR FSStAay3aa

(although | suppose also indirectly too) to my client/carer/faily.6 m ¢ 0
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Thirty-three of the thirtyseven participants overtly used the language of feeling.

A)¢

Thoseg K2 RAR y20 NBFSNI G2 WFSStAy3IQ dzaSR WNB

Wil aAy 3 e-daadbinmehtdbydilykegponses or emotional responses in a
GKSNI LR aSaairzy o02NJ FFOGSNL (2 AYyTF2N)Y ¢

SELISNASYOS 2NJ dzy 02§53 OA2dza O2YYdzyAOl GA2Yy

ly K SEFYLX S 0208y WNBaLkryasSaqQ Oly 65 Sai
were explicitly conceptualised with reference to this differentiation, along with
WoSKI @GA2dzNRS NBYAYAAOSyd 2F (GKS O2dzyid SNI N

Field (D89):

Waé FSStAy3da Ay NBaLkRyasS 2 oKFG F LI GA
feelings, thoughts, the way | might respond to something said, done in the

sessiorg perhaps also something projected into me in a different @ay.6 H n 0

2SSt Ay 3 Qs anbu in dmghteéh instances:

WeKS FSStAy3aa S@P21SR Ay YS Fa I NBadzZ

LI GASYG FYyRK2NJ & | NByg® G 2F GKS Y22R

And a verb in fifteen:
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WL dzy RSNBRUOFYR GKAAa (2 YSthgpatedtelatess FSSt A

02 Y&BXQ

This linguistic distinction is significant as it potentially refessues of agency and
aetiology in countertransference: that is, the extent to which the experience is
something you are subject to (at the agency of dmw), or active in. In the

7 A

LI NIAOALNI yiaQ NBalLkyaSa (K RAAGAYOUGAZ2Y Aa

¢KSYS HY YW/ KIFIy3sQ
CSStAy3a INB OFINAR2dzate RSAONAROSR lFa o6SAy3y
WSP21SRQZ WINRdzaSRQI WSt A omadt.STR@tin2oRtheW LINR @2 |

meaning of these recurring terms reveals different qualities which potentially add
depth to an understandingof what participants communicatedAppendix G,Table

20.for definitions and the number usirgach.

Countertransferencevas most commonly understood as an experience generated in
WNBalLlR2yasSQ 2N WNBIFOGA2yQ (2 GKS 28KSNE GS

referring to the effect/impact that one thingasupon another.

¢CKS fSaa FNBIjdzSydf e dzalckS (SIS OHIS ged SHN2 YaSIrak
F2NIKQ 2NJ AyG2 o0SAYy3aT AYRAOFGAY3 GKFG &az2ys

GKS ARSI 2F WO ft indlyddthingsLI@soric. ¢ KnAr€dbon YoA 3 K
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O2dzy  SNI NI yaFSNEYyOS:I WYWSwad@s thercallyigdo liteloff 6S RA
WFSSEtAYIQ Ay GKS GKSNILRAAGOD LG A&a Ffaz Lk
fATS 2F GKS UGKSNILAaGQa LIAEOKAO KAAG2NEZ N
GSNY WStAO0AGQ YI &, refeling doAthe hdtidnNdatssomexling SNE (0 2 2 R

drawn forth (by one, from the other):

W¢KS FSStAyda e2dz KPS GKFG FFNB St AOA
response to their unconscious projections and communications and how they

FFFSOG @& 2dzN2dzy O2y & OA 2dza ®Q

Her&e GKS LI NIGIAOALIY(dH NBFSNER (2 GKS GKSNI LR
explain their conception of the dynamic interplay between the unconscious of the

therapist and patient.

¢CKS GSNXa WFENRdAdzASQ I yR WLINR @o? qisSiflilar @o- NNE Re@
WOl ffAy3a dzLJQ 2NJ WRNI gAYy 3 FRAaidstrd dhose bf2 6 SIS NI
WA GANNRY I dJdaugyesting Re stiate yf@nhelisluyfsated and activated by

the other; in this sense brought to life. There is somajhperhaps more disruptive:

(@]]

Wl 3LISO0G a 27F K2 g L FTSSt gKAOK Kl &S

LI GASYGk Tl YAfekaSaarzy YIFIOISN@EIt AdSd |y
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Each of the terms discussed indieain experience of something changing; it is for
this reasonthat change is the second therffe In describing their understanding of
what countertransference means, participants all testified to a change in state (be
that feeling - physical anflor emotional, thought or activity) within themselves

which was identied as stemming from contact with another.

Some participants developed the idea of how change might have come about, as in
GKS SEIFIYLXS 10208Ss 6KSNB AlG A& O2yOSAOSR
O2YYdzy AOFGA2YQ® ¢ KA A& | dz&ianibkt@egn thetagisb S NE |

and patient through which countertransference comes about is considered in our

next theme.

Theme 3: Self and Other

Of the thirty-seven participant responses, linguistic analysis reveals ithirge to
be constructed with the self sa subject, placed first in the sentence and the
patient/client/child (or related phenomena e.g. carer/family/network) as object,

placed second. This structure is demonstrated in the example below:

Ueks 02yosuly BOKIRSFIYSR I a F2ft26aY We2 adoadadilds
exchange (things) with another person, by giving one thing and receiving something of the same kind
in return; (of two people or parties) to give and receive reciprocafigcto exchange (looks, words,

SGODPVQ 60h953% HAMPO D
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We¢KS FSStAyaa S@21 SR Ay beBenméand theNB a dzf G

LI G A 8ly)G X Q

A greater distance characterises the four responses which did not adhere to this

F2NXI G Ly GKS SEFYLXS 6St26 (GKS LI NIAOA
GKSNILIAAGQ da AT NBY2OJSR @geNRinderstdbara St 0S4 @
WovY2iA2ya FyR LKe&aAOFt aSyaliaazya TSt

O2NNBtFGAY3a adGlrad§412F YAYR Ay (GKS LI GASY

Another makes no explicit reference to therapist or patient. Rather, a more

universal application of counteransference is suggested:

A

WCSStAy3da oKAOK | NBE LINRPG21SR o0& (KS gl @
GSN¥Ya 2F | LI NIAOdzE I NI NS GKFG GKS FAN
(33)

LG Aa OdzaNA2dza OGKIFG gKAETS (iKaxplicateBaftde Yy RSy G d
concept of countertransference the explicit roles of therapist and patient are absent.
CKAa A& o0& FIN GKS Y2434 RSGFOKSR FYyR RAAC

remain paramount.

The dominant linguistic structure of responses &guably reflective of

countertransference itself. That is, of a change in state, first perceived, or
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experienced by the self and then considered in relation to the other. The linking of
feeling states or thoughts to the patient (other) comes second, thiglis reflected

in the sentence structure.

The feeling states of countertransference are conceived as being variously:
Wdzy 02y a0OA2dza O2YYdzyAOFGA2YyaQ dopuI WdzyO2y a
O2YYdzy AOFGA2Yy&aQ oOoHpO TFTaBY (R IAKBANT oliXS 6 9
SELISNASYOS&EQ o6ndbd yR WiKSAN wiGKS-sikldr iASydQ
of the participants responded with an apparent confidence in the idea that their

countertransference feelings were causally related toitipatients. For example:
Wad 2y FSStAyda Ay NBaLRyasS @ ommlod YA
WLiQa ¢KFEG L FSStf Ay NBaLkRyasS (2 o6KI G
sessio@ 600y U

Eleven described more tentatively a potential link between ttiealings and their

patients:

WCSStAy3dakiKz2dzaAKIa GKFEG YIre LRLI Ayildz 2\
evoked within you when with a patiegti K1 4 Yl & o6Sf2y@ G2 GKS
Wi 2g ¢gKIOG L FSSt Ay (KS LINBaSyOS 2F (KS

WK G Aa FI2Ay3 43y) F2NJ 0KS LI GASY G XQ
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The idea that countertransference is something which entails effort, requiring
something active on the part of the therapist, is also represented in participant

responses and their attempts to distinguish feelingself and other:
WXgKIG GKAA GStta YS Fozm GKS LI GASYD

Wi aAy3 Ye 26y TFSStAay3a FyR Syzdizya

mind/experience of a patien 6 m o 0

WXgKSY @&2dz FSSt 2N aSyasS &az2YSUGKAy3 TNP

thoughtthrough is this mine or is it coming from the patie@? 6 my 0

This example acknowledges explicitly the challenge that is posed in attempting to

distinguish the aetiology of feeling states.

Perhaps surprisingly, only one participant acknowledges dyretiht their own

psychic historynight bepart of the substance of countertransference:
WL dzy RSNRAUGUIFIYR GKA&a G2 6S Y& NBaLkRyasS Gz
life and relational experience that could be triggered or resonate with

emotional and proj@ i SR YIF GSNA I € UHNRY (GKS LI GASyYyGo®

Question 2
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Please give a brief description of an experience of countertransference from

your practice in Child and Adolescent Psychotherapy.

Theme 1: FeelingThe Situation, the Self and the Other

A remarkable fiftydiscrete feeling states, incorporating experiences both emotional
and physical, were discerned from the descriptive reports of countertransference
provided by participantsAppendix G Table 2). Of these, sadness was the most
frequently evidenced (fivendividual participant reports); followed by sleepiness/
tiredness (four); anger, fear and panic (each reported by three different
participants).  Anxiety, being cubff, frozen, overwhelmed, tearful and

uncomfortable were all reported by two participantsspectively.

Seven participants spoke of how countertransference had left them wanting to act
in response to their patient. Examples included: feeling compelled to speak on
behalf of an awkward patient; wanting to strangle a dismissive patient; andimgnt

to act protectively towards a patient.

The diversity of feelings participants described in themselves was not paralleled
however, in observations about the feelings states of their patients. Broadly, three

categories of response were identified:

- PartA OA LI yia 6K2 RSAONAROSR 2yfeée GKS GeLlSa
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WC2NJ SEIFYLX ST L OFly FS8St avlftts Ayl RSI d
and ideas. It can feel painful, which sometimes comes with a strong physical
sensation in my chestSometimes | feel overwhelmingly tired, | yawn and

struggle to keep my eyes opercan be very sudden. | sometimes develop a

KSI RIHEKSPQ

Six respondents belonged to this category.

- Participants who contextualised feelings that they considered to be an
experience of countertransference with information about the specific patient

to whom they felt the feelings pertained:

W{iNRy3 F¥SStAay3a 2F Fty3aISNIIyR I yEASGE |
client. She was a particularly aggressive adolescent wiwohald psychotic
fantasies about a world in which she only occupied, although could be

FOO02YLI YyASR o0& 20KSNJ WOKI6NI OGSNBQ 6K2 K

Twentytwo respondents were in this category, by far the largest. Despite some
contextualising informationbeing given, sixteen accounts did not refer to the

LI G6ASYyGQa FSStAy3aao

- Participants whose descriptions sought to develop an interpretative or reflective

link between the feelings they experienced and the patient that they described:
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Wl 9528 2 Fvery scardddf a boy Stisefs had felt scared of. | came
to understand how scared he was through understanding how | felt when

with himQ Oy

This category included nine responses. Of these six made some reference to the
LI GASy G Qa TS Sinkbghisn relled¥a @ mtérprgfid@ responses and

acknowledgement of the feeling state of the other.

Theme 2: Disconnection

Across the considerable range of feeling states reported by participants,
disconnection emerged as a significant theme. Thé&ne was evident again in

three distinct ways:

First, in examples where the participant experienced disconnection as an important
factor of their interaction with the patient. In the example below it is the central,
organising feeling during the interach and could be described in terms of an
apparent identification between patient and therapists if the disconnection has

had a contagious effect:

Wiy R2tS840Syid 6K2 Aa | diciv@en Ratll®2yyS0Oas

about what | think of as painf experiences (rationally) but | have thoughts of

it being silly, or being dismissive of gt feeling disconnected with her
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narrative, and then finding it very hard to remember details of the session

when | have towrite itugRA 8 02 Yy SOG FRY FTNRY KSNIWPQ

Second, in examples where unexpected, apparently incongruent feelings
SELISNASYOSR o0& GKS GKSNIXLAAaG 6SNB dzy RSNA
disconnection from their own unconscious feelings. Here, pati&igsonnected or
unacknowledged feelingsre considered to have be unconsciously communicated to

the therapist through countertransference.

Below, the therapist interprets their countertransference experience as indicative of
GKS LI GASYyiQa RA&AO2YyYySOlGA2y FNBPSthby LI NI oz

contrast feels they are in contact with:

WwSOSydafte L gla Ay | asSaairzy gAGK Ly ||
once weekly for a few months. She seems to be struggling to talk about her
difficulties in the room with me, although | know thedte struggles with very

low mood and suicidal thoughts and has in the past been actively suicidal. At

the end of a session with her, before a break, although she seemed perfectly

OFrtY IyR O2y0Syd FyR aKS glayQalaltiAay3
was suddenly overwhelmed by feelings of sadness and despair to the point

that | found myself feeling tearful. | understood this to be her feelings of

sadness and despair in the face of loss because of the upcoming (2/8ak.
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Finally, a sense of discoection exists for the reader in the way that many of the

respondents describe their experiences of countertransference without, or with
fAYAGSRET NBFSNByOS (2 O2yGSEGY G2 GKSANI LI
entailed in identifying counteransference. The following example disturbs, but

givesminimal context through which to understand

WCSStAy3d akK201SR FyR aAx0l G2 YvYe aitz2yYl OF

cruel play of a earold girl¢ little children being gagged, put in the ovem t

0dzN}y YR &aGNI @ISR G2 (GKS Ff22NPQ

BeingW O2IAGF @ & R diziwgs something participants not only fdut literally

experienced at times. Ilthe examplebelow, the respondent describes how

W2 AGK Y& |R2f SaoSyid A yitim&sypariweek] | have LI G A Sy
NEOSyifte 06SSy SELSNASYOAy3d duayel KSRk L Q
glyidga GADNREE 2FFQPQ

a A

2 KSNB GKAA | 002dzy i K2 &8NAmaeddnadeoe, thisy ¢ &

next respondent describes a more visceral resgm

WCSStAy3a O2yFdzASR IyR LI yAOle& oO0AyOf dzRA

tension) out of proportion to actual risk/danger when a child shut

himself in a cupboard in another room. This suggested what the child

g & SELISHMASYOAYyIDQ
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In both examplesthe therapist makes an interpretation which without further detalil
Ay NBtFGA2zy G2 GKS LI GASYyd o0So®3od GKS (GKSNI
0KS ALISOATAO OANDdzvyaidlyoOoSaT 2NE GKS GKSNI L

difficult to follow.

Theme 3: Immediacy of Connection

Countertransference was also, by contrast, described in terms of immediate
connectedness and contact with patients: evident in reports of direct emotional and

physical responses generated in the therapist by agpéti

Some examples had the quality of empathy related to the circumstance of the

patient:

WCSStAYy3 2F f24a FNRdzyR I LI GASYyid oK24aS$S

(32)

One participant reported a strikingly immediate physical identification with the

experience described by a patient:

- ~ VN

WL KFER Iy SELSNASYOS 2F | OKAftR GStfAy:S
the neck¢ | found myself feeling | had a similar experience and began

coughing unexpected§. (42)
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Whilst others reported intense, immediate ref#ons to the activity of a patient:

WLY | aSaairzy 6AGK |y AyFlyds GKS OKAf R
felt a high alert body state, with muscle rigidityfrozen to my seat and

dzy 6t S G2 &LISIF{1 (BN Y2@S 2dzi 2F FSIN» Y

The disturbing potenc of countertransference is articulated by a number of

participants:

Wae& AyidSyaA dSyeatal bdy Swidi is deiually invasive and
aggressive. He seems to cast me into a role of his sexual partner i.e. a

paedophile. My countertransference fronmid is one of horror, fear,

TNRT SyyS8aazr LIYAO yR @HLHEGK FyR aF FSae

2 KAfS GKS LI NGAOALI Yy R2Sa y20 aLISOATFeEe gKI
this phrase contributes to a communication about the sense of urgency and

vulnerabilty, experienced by the therapist.

A participant who describes working with a lookafter child who had suffered

significant deprivation in her early years, reports the direct physical impact contact

with this child has:
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WX&KS NI NBf & often-whdna seé lger | Ye8l veryyfired and more
NEOSyiGte SEGNBYSte KdzyaNks S@Sy. 6KSy L

(44)

LYLX AOAG 6AGKAY (GKA& SEIFYLES A& GKS LI NI A
O2yaARSNBR GKS YI (i Nlohgingta théir dwnSphysidal Widtdzy 3 S N |
before coming to understand it as a reaction to the patient. This suggests a process

in their interpretative understanding.

One participant explicitly acknowledges their efforts to consider the impact of their

own emotbns upon the therapeutic encounter:

WL FSSt AG OFy GF 1S 0AY-aticdagy®afA YSEAZ 4
(highly defended patients)ti 2 FAYR | Wgl @St SyaakKQ G2 ¢
found/attuned | can feel a range of emotions. | believe | tigetanindful of

being opeAminded to countertransference and to wonder whether | also

ONAY3A Yeé 26y SYZPAz2ya (G2 GKS NR2Y®Q

Intriguingly, this participant is also suggesting that there is a broader, perhaps
longerterm process involved in the developmeat countertransference feelings.

One other participant alludes to this idea of a process:
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Wia  LIHFGASYG KFra o6S3dzy G2 fSG R2ey a2y
G2 FSSt FaLlsoda 2F KSNJ alRySaa Ay Yeé ai
with regrell @1.0)

Question 3

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

Child and Adolescent Psychotherapy trainee.

CKSYS mY ! ¢22f (2 WwWXD2 .Se&2yR 22NRaQ

The overt importance of countertransference was asserted by the majority of

participants (22 individuals). For three participants, countertransference was not

just important but considered to be definitive as in the examples below:
WLGEQa (GKS OSYdONIf aLISOG 2F Yé GNYXAyAy3
ofwhatitmightbef A 1S F2NJ@1KS LI dASy(XQ
W2 AGK2dzih A0 2yS O2dzZ R ¥Y®id ¢2N] +a I+ LaAaeg
W{2YSGAYSa Al FSSta tA1S GKS 2yte gle 2

patient is experiencing. It feels like our failproof reference poitutally

ONX B30 f Q
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In explaining this, participants drew on links between experience of
O2dzy G SNI NI yaFSNByOS VA= 0KS 0KSNI LA adQa
/| 2dzy i SNINF yAFSNBEYOS gl a O2yOSAQPSR | a Sylof
(22) to engage in a profound,na potentially communicative, experience of being
gAGK GKS LI GASyYyGo ¢tKS ARSI 2F Ww3az2ay3a oSe

through the language of: unconscious or emotional communication; unconscious

dynamics or processes; and internal world oemial experience.

Wi F2NY 2F O2YYdzyAOF A2y GKFEG 200dzNBE Ay
LI GASYyGQa AyuSNYyrf @g2NIRX GKSANI RSTFSyO-

worked with, O2 Yy i F AV R SGO0dQ

tK2aS 6K2 RAR y2i SELITAOWGIGO2 dzyf INSINMIOME Y &S NX
responses were nonetheless consistent with those who did in articulating the idea of
countertransference as facilitative of understanding=X4). These responses

described countertransference in pragmatic terms, wherku@as arguably implicit.

azalt O2yYyY2yteée O2dzyiSNINIYaFSNByOS Wl a 02ycC

KStLIQ 6F2dzNJ Ay aidl shdBlay HOWRIA O G2NI¥MP YSIK2RQ

G2 NBOSAGS |yR dzy RSNRAUGI Y

Qax
(0p))
¢

Wi YSGK2R dz

patients. ¢ KAy 3a GKI G OFyQl 06S 2NJ 420z RyQi oS
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UNIF-| | G22f 02 SELX 2NBkdzy RSNAR G yYRKNBT
experience/the difficulties/the quality of the relationships of the patient or

GKS LIS2L) S MMNRdzyR GKSY®Q

The conception® O2dzy i SNINF yAFSNBY OS Fa Wk (22tQ ¢
expressed the value they placed on countertransference too. It also occurs in the
solitary response which stands out as deviating from the majority view of the

centrality of countertransfeznce:

WLG Aa AYLRNIFyG odzi AG Aa y24 vYeé 2yfeé
material and my patient in a number of ways! What they tell me (language),

OK2A0Sa 20SN) gKI G (GKS)GSEt oyl NN GABSO

Theme 2: Ambivalence, Countertraference asWX h LI [j dzS |y R 5 A & { dzN®H

(36)

Despite asserting the importance of countertransference for developing a depth of
understanding of their patients, nearly a third of study participantsl@) also

articulated ambivalence and uncertainty abatit Countertransference was seen as

0SAY3AY WjdaA(GS StdzaABSQO omuT LRGSyaAartte w

FO0Saa az2YSUAYSaQ o6mMo0O FYR RAFFAOMzZA G G2 G N

One participant explained their ambivalence thus:
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P at times it can feel like amcredibly useful tool and at others an opaque

and RA&UGdzZND A Y J36SELISNA Sy OSoQ

This example reflects the extent to which countertransference seems to necessarily
Ay@2t@S |y dzyaShdtiAay3a 2F (KS GKSNILAAGQaA 7

identify and make sense of.

Difficulties in recognising, interpreting and trusting countertransference experiences
were linked by four participants directly to issues of differentiating between the

patient and the self.

WDAGSE ¢6SAIKG (2 02 YYdzydverditheleyire oSG 6 SSy
words (or difficult to find), countertransference might help me name them.
Helps me understand how they are feeling (at timgésnot confused with my

26y TFTSEBAYIA0DPQ
One paticipant linked the work of differentiation to their own personal
psychoanalysis (a requirement for all trainees).

WL Y gl NB AdQa KINR G2 aSLINIXGS FTNRY

0StASOS Fylrfegma Aa a2 AYLRNIFIYyGoQ

Another links thedifficulties that might be experienced in differentiating between

the self and a patient in an experience of countertransference with learning a skill:
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WLG Aa | 1S@& gleée (2 dzyRSNROFIYR (GKS adl

view the world. Howevett is a difficult skill to learn, particularly in relation
to differentiating between what is a communication from the person you are
with and what might be a feeling directly related to you and have nothing to

R2 GAG0K GKSECIGKSNI LISNBAEZ2ZYHQ

Theme three:Development

¢KS ARSI (KFd O2dzy iSNIN}YyaFSNByOS Aa |
developed over time, and indeed as part of training, is reflected by participants as in

the following example:

Wae (22t G2 dzy RSNE G kg ofiehts @yl Beyoicd A 2 dza

lhavef S+ Ny SR (419dza S Al 6Stf0Q

Clinical development and the effort to understand countertransference experiences

were also linked by a participant to development through personal analysis:

WX L GKAY ] A ice] allov dzg to GeMlopdiinicalip 8y to
understand certain countertransference experiences in my own and@lysis
hopefully allowing me to understanding my own resistances, and in this way

0S Y2NB 2Ly 4B Yeée LI iASyiaoQ

W

LJ
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Development is also wlerstood at the levebf individual relationship: between the
therapist and patient. Relationship specific experiences and understandings of
countertransference are conceived as developing over time. Below,

countertransference is valued as an abilityécognise:

WX ¢gKFEG LQY FSStAy3a yR gKex a2 La G2 |
feeling, to enable greater understandimgthis is something that develops

2PSNI{@B) YSDQ

WXI F@GAY3 | RSOSt2LIAY3A O2dzy i SNI NI yaFSNBy

achildid K4 OFy 0SS KSf LJFdz f §43)dzy RSNER G2 2R (0 KN

Depth of understanding is facilitated by countertransference, but this takes time to

develop.
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Summary of Qualitative Findings

In considering the meaning of countertransference traineestpriosie d -0f eel i ng
inclusive ofemotion and physical sensationas being both central to the experience

of countertransference and indeed to constitute its substance. Feeling was understood

to be in reaction to the patient/other, involving a change ¢ $ought about by

contact. While some trainees made reference to this change as resulting from
unconscious communication, countertransferénees s o me t happeayed oof el t 6

be located primarily ithe conscious experience of the trainee, with lediteference

made to the unconscious impaot the potentialcomplexity of how unconscious
communications from the patient might mate with the a i owa psgchic history.

Trainees did nonetheless acknowledge the difficulty of attribution of feelidg an

distinguishing between self and other.

Striking in trainee8practicebased descriptions of countertransference is the diversity
of feeling stateshiey reported themselves asperiencing. There was markedly less
attempt made by trainees to describe wthay understood to be the felt experience of
their patientshowever, with the majority providing contextual information about the
patient they were with but not developing any more detailed thoughts in relation to
understanding their experience, leavithg reader with a sense disconnection
Roughly a quarter of trainees broke from this trendking some attempt to develop

an interpretative or reflective link between their own feelings and the patient that they

described.
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In considering the value of countertransference, trainees meae unanimous in
asserting countertransference to be a central tool in their work. In the single response
which expressed a more reserved perspectwantertransference was still identified

as a tool.

Despite describing its value, trainee acknowledged countertransference to be
something potentially difficult and necessarily disturbing. They identified the
challenge of recognising, interpreting and trusting countertransference expanence

in differentiating between what might pertain to the patient and what to the self. An
appreciation that capacity to use the tool of countertransference might be developed

over time is present for trainees.

Discussion

The Theoretical Review has identified a growing corpus of evidence exploring the
centrality of interoceptionin the study of emotion and awareness of sda¢e
Schott et al. 2018 It has testified to the significance and complexity of
countertransferene as a phenomenon considered to potentially link experiences
occurring within the self: feelings, thoughts and fantasies and actiSityng, 200§

with the experiencesof another. Research literature pertaining teembodied

countertransferencepoints to experiences of countertransference within the
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physical body (Vulcan, 2016). This provides a starting point for exploring the

relationship between interoception and countertransference.

Experience of emotion is arguably @il to interoception, countertransference
phenomena and child psychotherapy training. As such, this study has sought to
explore empirically potential links betweeanteroceptionand countertransference,

with particular attention toembodied countertransference a sample of child
psychotherapy trainees.As such it represents an initial attempt to address the
research question:Is there a relationship between countertransference and

interoception?

A psychoanalytic understanding of countertransferenceingieredenceas it does

to the idea that unconscious processes play a significant part in countertransference
(emphasised to a greater or lesser extent depending on the school of thqught)
presents inherent difficulties for the design and execution of an eicadirstudy.
There is no broadly accepted, objective measure for countertransference, nor does
it currently seem likely that there could bene ¢ the nature of the phenomeon

being as it is so fundamentally subjectivend, potentially in large part beyond
conscious thought. Interoception, by contrast, is an area of neuroscientific
investigation with welestablished methods of empiric observation, measurement

and scrutiny. Bridging the gap between these two phenomena and the different
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realms, or categoes of thought, in which they might be held to exist has been one

of the major challenges of this study.

Arguably, the dualistic distinction traditionally drawn between objective and

4dz0 2SOUADS GAUKAY AO0ASYUGAFTAO REDEFRAIAYRAY
-united by a legacy iCartesianphilosophy This study has sought to address the
GSyairzy o0SG6SSy 6KIFG YIeé 0SS YSIad2NBR w2
understanding and experience of individuals by incorporating both quantitative and
gualiative research methods within its design; and, indeed through the combination

of theoretical and empirical analysis. French (1958) argues that too sharp a
distinction should not be drawn between art and sciemddentifying that scientific
investigationrequires imagination and intuition in its generation. Insofaraasact

of imagination is always the matrix of scientific enquiry, no matter how objectively

empirical investigation is conceived and executed, is arguably always and necessarily

also subjetive (Moore, 2012).

A number of steps were necessary in trying to combine an empirical measure for
interoception with countertransference. Firstly, an exploration of child
psychotherapy trained3inherent interoceptive capacity (accuracy, confidence in
accuracy and awarenesgls undertaken. @utiny of differencesn interoception
between year groupsvasjustified on the grounds that training demands attention

to emotional experienceand as suchjncreases in emotional awarenessght be
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anticipated during the course ofraining. Increased emotional awareness would
potentially correlatewith improvedinteroceptive ability thishaving beenpreviously

attested in the research literature.

Results demonstrate that approximately a third of trainees dam classified as
WKAIKE&@Q AyidSNEROS lciimpates ft@ thel Kpchoadd $eS by 6 K Sy
Kandasamyt Yy R 02 f (036) Highty Zaczurat@sample ofLondon financial

traders The average accuracy of Kandasamy and colle&saesple (n=18) was

78.2% significantly above that of their control group, 66.9% (n=48). Results of the
OdzZNNBy il adGdzRe akKz2¢g GKFG FfGK2dzZaK GKS atl YL
codci:r 0Sft2¢ GKS GNIRSNA | yR Ythelakail Y& | YR
normality in distribution of IAc(Figure 3) indicates use of average by median rather

than mean. Median IAc for the sample was 67.4%, a fractiooveKandasamy and

O2ff SI3dzSAQ o6Hnmc O OshgtliAdRBcOrds abopedBbs Tader (1 K S
3) and 32.4% (n=12) had IAc of above 78.2%. Roughly a third of participating
traineesO2 dzf R | O0O2NRAYy 3If & 0S5 acORagyashdefBdtloR (2 KU

Kandasamy and colleagues research (2016).

CdZNII KSNXY2NB>X ¢KSy O2YLJ} NBR cantol gobpyaR |- & Y& |
W X K-furtfioning (mostly graduates or pegtaduates) nori NI R S NJ2046: f Sa Q
p.2), just over half of the trainees demonstrated interoceptive accuracy scores equal

to or above thecontrol score. This suggests that child psychotherapinees tend
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towards above average levels of interoceptive accuracy as previously documented in

the research literaturdibid).

Table22. Classifications of % IAc following Kandasamy et al. (2016)

Classification of % % of sample Mean IAc of subset Median IAc of subse
IAc (n=37) (SD) (Range)
High 51.3 81.2 (9.46) 85.1 (67.5 93.6)

67 % and above (n=19)

Average 32.3 55.07 (0.62) 55.8 (42.%; 63.3)
40¢ 66.9 % (n=12)

Low 16.2 24.53 (11.04) 27.3 (2.6-32.2)
Below 40% (n=6)

SeeAppendixF. tables 23, 24 & 25for an additionaldetailingof 1t KS & YLJX SQa

scores and classificatien

Kandasamy and colleagues (2016) found a positive correlation between years of
experience trading in the financial markets and increasing interoceptive aogur

No suchpositive correlation was found between years of child psychotherapy
training and interocepbn. It is worth considering the potential difference in nature
between years of training in child psychotherapy and years of professional activity in

trading by those considered competent. Arguably a closer comparison might have
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been in a sample of qualified psychotherapistsThis would not however have
addressed the potential issugosed by comparing two very different professional
groups, and in the case of the tradese in whichW&d dzO0S4aQ A& AYRSSR

of survival.

Existingresearch is contradictory as to whether interoceptive accuracy can be
AYLINE @SR 0 é&perieiced niegitatofsgw@re found not to differ in their
accuracy on heartbeat detection tasks (Khalsa et al. 200Bjle an eighiweek
body-awareness based mindfulness intervention was demonstrated to improve
interoceptive accuracy scorgBischer et al. @L7). It may be that there are specific

types of training that can improve the ability to detect heartbeats.

This study sought to link the focus on emotional awareness in child psychotherapy
training, and, an in fact unverified assumption that trainingmproves emotional
awarenessfounded uponmy direct experience of the training, but netvidenced in
existing literature¢ highlighting the need for research into the impact of child

psychotherapy training in its own right.

The need for further research into the impact of child psychotherapy training upon
those who undertake it is further indicated by the statistically significant differences
in reported confidence (when undertaking the heartbeat counting task) found to

exist ketween year groups. Confidence plummeted from Year 1 to 2 (p = 0.015) and
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recovered between Year 2 and 4 (p = 0.048). Thislinear relationship between

confidence and year of training is not dissimilar to the relationship hinted at (but not

meeting sttistical significance) between interoceptive accuracy and years of

training. Together, these results suggest training has an initially disruptive impact on
0KSaS RAYSyaazya 2F AYyUiSNROSLIiAZ2Yy ® CdzNIi K S
broadly wouldbe necessary to determine whether this intriguing finding represents

I LKSYy2YSy2y NBfFTGSR (G2 GNIXAYySSaQ € SINYyAyS:

impact.

In contrast to the findings of Kandasy and colleagues (201,6¢ported confidence
scoresamongst traineeswere found to be positively correlated with interoceptive
accuracy (p = 0.014, n=36}his is gggestive again of the importance of confidence
in this sample group and perhaps further underlining the issue of comparison
between a sample ofrdinees in one profession and those qualified and experienced

in another.

While various studies in the literature treat interoceptive accuracy and reported
confidence (as a measure of interoceptive sensibility) sepfrat®cusng on

individual€averageinteroceptive accuracy scores (e.g. Pollatos et al. 2007; Dunn et
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al. 2010), Garfinkle and colleagues (2015) contend that a metacognitive measure of

interoceptiveawarenes¥’ represents a more meaningful line of investigation.

Contrary to what was prediet], that interoceptive awareness would increase with

years of trainingand unlikethe finding ofGarfinkle and colleagu€015)research

study, interoceptive awarenessvas not found to be driven by interoceptive

I OO0dzN) Oz S@Sy 6AUGKAY (KSchighacdutcs @amee KA I K Q
showed no difference in awareness to those with low accuracy. This may be a
feature of the relatively small size of the samghiowever, Garfinkle and colleagues

(2016) indicate that metacognitive measures of interoception are likely to require

larger samples to determine the relationships between individual facets of

interoception.

93FyYy YR /I NNR& . 2R éceSAIgID0E WS thed diifis@dSrNI NI y & F
Fy FTOGGSYLIWG G2 LINRPOGARS WwW202SO0AGBSQ YSI adzNB)

which might be tested against interoceptive awareness.

2 |nteroceptive awareness & O2 y & i NHzOG SR 2 F (i K SintédaxdpiN&Sdctutady2y 2F | y

andreported confidencacross repeated trials of heartbeat counting and detection tasks.
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It was predicted that interoceptive awarenessnd experience of body-centred
countertransferencewould be positively correlatedWhile no statistically significant
relationship was foundto support this prediction, atrend for bodycentred
countertransference scoseto increase when the baseline for awareness was
elevated, suggesd that higher levels of interoceptive awareness migideed be
linked to increased reporting of boebentredcountertransference symptoms. Once
again further research would be necessary to confirm this, including greater
consideration of the baselinescore a person must get before they can be

YSIYyAy3ATFdzZ & O2yaARSNBR (2 0S AYyGSNROSLIIAQ

Intriguingly, resultsalso demonstrate a relationship betweegarticipant)year of
training and the frequency of reported body-centred countertransference.
Symptomswere lowest in Year ,lrose significantly in Year 3 (p=0.01) and then
declired significantly in Year ¢=0.03). Anecdotal evidence, arising framng direct
experience of the training, would suggest that Year 3 trainees are likely to be at the
height of their clinical caseload, well established within their clinic settings but not
yet engaged in the process of ending the trainwdich is the focus of Year 4. This
cannot be verified from the data collectetiowever. It is know that the Year 1
group had not had a full six months of clinical placement at the time the research
was undertaken and as such were likely to have had more limited oppaesariib

experience bodycentred countertransference.
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Although the study does not provide a defingiviink between bodycentred
countertransference and interoception, data from the Egan and Carr-Bediyed
Countertransferencé&caledoes constitute evidence for the significant occurrence of
symptoms amongst child psychotherapy traineal,trainees reprt experiencing
some form of bodycentred countertransference. This is very striking and suggests

that bodily reactions to patients are common.

In addition to bodycentred countertransference appearing to be a commonly
experienced phenomenon among trag®e evidence from the Qualitative
Countertransference Questionnaire suggests that countertransference more
ISYySNIffe Aa dzyRSNERG22R o0& FftyvYzad +tt 27F 0
child psychotherapy, albeit one which is potentially diffictd master. It is

noteworthy that a marked sameness can be identified in responses to the
guestionnaire, evident not least in the fact that only one response actually deviates

from the view that countertransference is a central component of practice.

This high value placed upon countertransference is consistent with the view
propounded by Heimann (1950); and the subsequent Kleinian andkbeisian

Psychoanalytic tradition, as articulated by Joseph (1985), whichalalsgdorm a

significant part the tkoretical basis for the Tavistock training. Perhaps within the

al YLXS UKSNB Aa tAYAGSR OF LI OAGE FT2NJ WKSNE

sceptical, challenging or alternate view of countertransference and its Yalue
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Arguably, this might be linkkto traineefdconfidencec in their own capacity to
think, doubt, challenge¢ and this possibility provides further justification for
research into the broader impact of training:uure research exploring the views of
qualified child psychotherapistsbout the value of countertransferenc&ould also

present an opportunity to explore thissue.

The difficulties, as well as the value, potentially presented by countertransference
are articulated by the sampleDifficulties are particularly noted in relat to the
attribution and interpretation of countertransference experiences. These issues, so
profoundly evident in the Theoretical Review, ahei$ evidencedn the Qualitative
Countertransference Questionnaire. Arguably, they are present both in what
participants say explicitly about the experience of countertransference and its use
within practice; and implicitly for the reader in the difficulty that many of the

answers present in relation to how interpretations have come to be made.

Limitations

Methodological limitations are recognised in thelatively small size of the study
sample,and specifically the smalind unequakize of year group subsetglthough

where possible corrections were made, unequal sample subset sizes across year
group caegories in the multiple regression analyses compounds the issue of low
statistical power, created by a low overall sample siltels of note however, that

Kandasamy and colleagu&ssample of traders (n=18) was considerably smaller than
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the sample of trineeshere, and that subgroup sizes identified in relation to years of

experienceof trading are not specified.

Year 4 trainees represent by far the largesbgroup This idikely an artefact ofmy

being a Year 4 traineand thus a limitation in the ézZR& Qa NI ONXzA (1 Y Sy i
While the presence of the research assistant mitigates for the potential of bias
resulting from familiarity betweemyselfand study participants in administration of

the Heartbeat Counting Task, it cannot rule it out completelyramiliarity is
significant in so far as interoceptive accuracy has been linked to anzietis of

which are potentially impacted by familiarity witme. Inclusion of a measure of
anxietywould potentiallyhave added rigour to the research but was felt to be too

intrusive in light ofmy links to sample populatiothrough the training

A further limitation of the study design ike absence of a control group (measuring
the interoceptive capacity of noeahild psychotherapy traineesalongside the
sample. Thisignificantly limits the analysis of resufited specifically the extent to
which statements can be made in relation to train@asteroceptive capacities
Comparison is made with Kandasamy R O 2  Wa8drs{2056} &sthe only
other specific professional group whose interoceptive accuracy and reported
confidence have been previously been explgradd therefore, with the control
group of this studyagainst whom the trade3nteroceptive abilities are measured

Thereare bothmethodologicaland conceptuatiifficultieswith this comparison
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Methodologically for instance,significant differences exist between the sample of

child psychotherapy trainees recruited and participants in Kandasamy and

O2f t SI 3dzS & (16). NBfafuitioNEY Knotedis the gender of participants.
YFEYRIFE&alFYe YR O2ffSI3dzSaQ NBaSINOK Ayg2t @S
current study the majority of participants were female. Kandasamycolleague®

control group were reportedly mahed to their sample of traders by age. No details

of ages are giverhowever, making it impossible to ascertain the extent to which

this other significantdemographic variable is comparable between the two studies.

The number oftradersin Kandasamgnd colleague@study were significantly fewer

in number than those in the control group (traders n=18 vs contral8)=no

explanation is given for this.

Gonceptually, the questiomas already beerraisedin the course of this discussion,

as to what extat it is justifiable to compare trainees in one profession with those

considered competent in another! f 4§ K2dzZaK Yl yRlIalyYe FTyR O2f
L2 LJdzf F GA2Y B6SNB y24 WIONIXAYSSaQs RAaAGAYOUGAZ
by years of trading, ditNS LINS a Sy d LI NI 2F GKS aiddzReQa Iy
cannot necessarily be drawhowever. Kandasamy and colleagues (2016) showed a

positive correlation between experience and accuracy, however, links between

Wa dzNDA G £ Q ¢ A RAWNRIDK S YIRNVEEB Sidd Aiike2SfeptiveN ]

accuracy suggest that this does not provide a straightforward comparison with

increased years of training in child psychotherapy. For, as Kandasamy and
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colleagues (2016) speculate survival of the fittest (i.emost profitable) mentality
within the higha G 1 Sa FAYLlF YOAL f YIN]L SGa LROGSYGALl

accuracy in a manner unlikely to be replicated in child psychotherapy.

In terms of comparing potential interoceptive development across year graups
alsosignificant to note that tle currentstudy is crossectional in design. Arguably,
longitudinal data would more accurately reflect changes in interoceptive accuracy
and or awareness over the course of training, particularly given the relgtswelall

size of the sample when divided into year group subsets.

With hindsight, the imited demographic information collected from study
participantshinders the interrogation to which data can be subjected. For example,
information pertaining to caselah and previous experience within therapeutic
settings could have facilitated a greater depth of analysise approachtakenwas
partly motivated bymy position as a fellow trainee, but also on the grounds that
candidates should in principle be asked fttre minimum necessary personal

information.

Analysis of the Bodgentred Countertransference Questionnaire revealed 3 missing
data values, pertaining to 3 separate individuals. Values were imputed in order to

give a bodycentred countertransference score for these participants. This approach
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is open to methodological criticism and potentially represents a weakness within the

daGdzReQa FTAYRAYyIAD

In relation to the collection of qualitative data on the Countansference
Questionnaire, analysis of responses highlights the potential limitations of the
guestionnaire as a method of data collection. It was repeatedly observed that
participant answers lacked detail, particularly in relation to the context of the clinical
material used in examples, which might have been provided had an alternative
method d data collection been employed, for example a mora&@pth participant

interview.

Strengths

The principle strength of this study lies in tmeagination,ambition and execution
of a piece of novethild psychotherapyesearch which seeks to integeatheory and

empirical investigation, affective neuroscience and psychoanalysis.

No previous research studies were identified as having explored
countertransference, with particular attention to embodied countertransference,
and interoception in a samplefochild psychotherapy trainees, or indeed in
psychotherapists or mental health clinicians at all. Furthermdtbpagh the study
sample remains relatively small in comparison to some interoceptive studies

(Garfinkle et al. 2015), it is significantly lkargr=37) than the sample of traders
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included within Kandasamwnd colleagueQ(2016) study (r18). The sample
recruited constitutes half of the whole population of child psychotherapy trainees
studying at the Tavistock in the year 2018/19 and is repreges@ of the population

as a wholeby gender.

The current study has implications for fluer research in relation to child
psychotherapytraining ¢ in so far as it has identified the need to expldiee
emotional impact of this undertakingFurthermore, it raises potentially intriguing
guestions about the homogeneity of thinking about countertransfereac@ongst
the training body,and the extent to which trainees were able to raise tdading

guestionsand voice douht
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Conclusion

The Theoretical Reav clearly indicates potentidinks betweenthe emotionrelated
phenomena of interoception and of countertransference suggesting that the
former, as well as the latter, may be regarded a$ great importance to child
psychotherapy. Despite this, mxisting studies have investigated theglationship

This exploratory study is a first attempt to address this gap in the literature.
Contrary to what was hypothesised, no statistical evidence was found to support
definitive links between interoceptioand countertransference, although a number

of intriguing relationshipare hinted at warranting further research.

The interoceptte accuracy of child psychotherapy trainees undertaking the

Heartbeat Counting Task (Schandry, 1981) has been demonstaat#te first time,

as have their confidence scores when undertaking this.tagkom ths datg a

metacognitive measure of interoceptive awareness has been establiirethe

sample Of particular note is the variability tfainee<xonfidence acrossears of

training, the significance of which warrants further investigation, specifically the
SEGSYl G2 6KAOK WO2yFARSYOSQ G Nuzhight NBf | (5S4

reflect something of the condition of being a trainee.

Further research intothe interoceptive capacity (awareness, accuracy and
confidence) of qualified child psychotherapists would present an opportunity to look

past the potential disruptive impact that a period of training may have. Kandasamy
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and colleagueq2016) suggestthe possibility of adetrimental impact of seff

conscious scrutiny upon intuitive processes involved in interoceptibore

experienced child psychotherapists who have had the opportunity to internalise and

embed their practice could provide a point@mparison to the trainees within this

study.

93y | yR {fcénteNITauntertrankférenceScale (2005)has provided
evidence of the frequency with which symptoms of embodied countertransference
are experienced amongst child psychotherapginees sugporting the argument
that this phenomenon is widespread across psytmErapeutic modalities
(Pearlman and Saakvitne, 1995; Booth et al., 20thig highlighs the importance of

this area of experience for training providers.

TKS &adGdzRe Qa vealarisferénceliQuéstonnaird tag &videnced for the
firstGAYS OKAfR LIEA@OK20GKSNILR GNFXAySSaQ
their perception of the phenomenon as being of central importance to their

practice.

Finally,a significant unexpected finding tis study has highlighted the need for
further research into the impact of child psychotherapy upon those who undertake

it; in particular the emotional impact of the training.

LJS NA& |
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Appendices

Appendix A: ethics apipation and approvals

The ethics application detailed below includes copies of the following public facing
documents: the participant information sheet, consent form, debrief and
guestionnaires used within the study. The application also documentseieail
correspondence from NOCLOR confirming ethical approval from the Tavistock

Research Ethics Committee (TREC) to be sufficient for the study.

Following the ethics application, approval from TREC is documented.
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5 The Tavistock and Portman m

NHS Foundation Trust

Tavistock and Portman Trust Research Ethics Committee (TREC)

APPLICATION FOR ETHICAL REVIEW OF RESEARCH INVOLVING HUMAN PARTICIPANTS
This application should be submitted alongside copies of any supporting documentation which will be
handed to participants, including a participant information sheet, consent form, self-completion survey or
questionnaire.

Where a form is submitted and sections are incomplete, the form will not be considered by TREC and will be returned
to the applicant for completion.

For further guidance please contact Paru Jeram (academicquality@tavi-port.nhs.uk)

PROJECT DETAILS

Current project title
Exploring interoception through a psychoanalytic lens: an analysis of the
relationship between the neuropsychological concept of interoception
and the psychoanalytic concept of countertransference.

Proposed project April 2018 Anticipated project September 2019
start date end date

APPLICANT DETAILS

Name of Researcher Laura Balfour

Email address laura.balfour@nhs.net
Contact telephone 07446345621
number

CONFLICTS OF INTEREST

Will any of the researchers or their institutions receive any other benefits or incentives for taking part in
this research over and above their normal salary package or the costs of undertaking the research?
YES[] NO[X

If YES, please detail below:

Is there any further possibility for conflict of interest? YES [ | NO X
If YES, please detail below:

FOR ALL APPLICANTS

Is your research being conducted externally* to the Trust? (for example; YES[] NO[K T
within a Local Authority, Schools, Care Homes, other NHS Trusts or other
organisations).

*Please note that ‘external’ is defined as an organisation which Is external to the Tavistock and Portman
NHS Foundation Trust (Trust)
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If YES, please supply details below:

Has external* ethics approval been sought for this research? YES[] NOIX
(i-e. submission via Integrated Research Application System (IRAS)
to the Health Research Authority (HRA) or other external research
ethics committee)

*Please note that ‘external' is defined as an organisation/body which is external to the Tavistock and
Portman Trust Research Ethics Committee (TREC)

If YES, please supply details of the ethical approval bodies below AND
include any letters of approval from the ethical approval bodies:

If your research is being undertaken externally to the Trust, please provide details of the sponsor of your
research? )

Do you have local approval (this includes R&D approval)? YES NO []

Attached email correspondence
with NOCLOR

COURSE LEAD
* Does the proposed research as detailed herein have your support to proceed?
YES NO []

Signed Calvi Sradkle

Date let Moseia 23 (8.

APPLICANT DECLARATION

| confirm that:
» The information contained in this application is, to the best of my knowledge, correct and up to date.
* | have attempted to identify all risks related to the research.

research and observing the rights of the participants.

disciplinary proceedings and/or the cancellation of the proposed research.

* | acknowledge my obligations and commitment to upholding our University's Code of Practice for ethical

¢ | am aware that cases of proven misconduct, in line with our University's policies, may result in formal

Applicant (print name) | Laura Balfour

Signed o g 7
L PV

Date QO/OZ/ZQ)')%’

FOR RESEARCH DEGREE STUDENT APPLICANTS ONLY

Name and School of University of Essex
Supervisor/Director of | Tavistock and Portman NHS Foundation Trust
Studies Jocelyn Catty

research is being
undertaken

Qualification for which | M80 Professional Doctorate in Psychoanalytic Child and Adolescent Psychotherapy
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Supervisor/Director of Studies -

« Does the student have the necessary skills to carry out the research?
YESX] No[]

= s the participant information sheet, consent form and any other documentation appropriate?
YES NO []

»  Are the procedures for recruitment of participants and obtaining informed consent suitable and sufficient?
YESX No[]

= Where required, does the researcher have current Disclosure and Barring Service (DBS) clearance?
YES NO []

Signed -7’ a«ﬁﬂ" Gﬁ%'/

S :
Date 21[0?—“?’

DETAILS OF THE PROPOSED RESEARCH

1. Provide a brief description of the proposed research, including the requirements of participants. This
must be in lay terms and free from technical or discipline specific terminology or jargon. If such terms
are required, please ensure they are adequately explained (Do not exceed 500 words)

The proposed research is for a mixed methods study: incorporating both a theoretical and empirical design. The
theoretical aspect of the study will consist of an extensive literature review and theoretical analysis exploring the
neuropsychological concept of ‘interoception’ (a neuropsychological concept that refers to an individual's perception/
or sense of their own body state, for example: heart rate, temperature and breathing) and the psychoanalytic
concept of ‘countertransference’ (the emotional experience evoked in the therapist by the patient). This theoretical
review will be conducted by the researcher.

The empirial aspect of this study intends to explore the relationship between interoception and Child Psychotherapy
trainees’ experience of countertransference. Existing research suggests that an individual's perception of their
body state is intimately related to emotional experience and intuition; indeed, there is a positive correlation between
accurate perception of body state, emotional sensitivity, capacity to understand emotions and the use of emotions to
enhance task performance.

In child psychotherapy, close attention to emational experience is vital. Child psychotherapy trainees are required
to develop a capacity to be open to, observant of and reflective upon, feeling states experienced within the
therapeutic setting; those overtly expressed by the patient and their own. Feeling states evoked within the child
psychotherapist during an encounter with a patient maybe understood as ‘countertransference’.

The empirical aspect of the research will use a cross-sectional study design; that is an observational study that
analyses data collected from a population, at a specific point in time, in this case trainee Child Psychotherapists.
The data gathered will assess the interoceptive accuracy of Child Psychotherapy trainees, based at the Tavistock
Centre, using an established heartbeat counting task and will explore their experience of ‘countertransference’ by
means of the completion of two questionnaires.

Participants in this study will be asked to attend data collection appointment, detailed below. All data will be
anonymised and the confidentiality of participants maintained. Data appointments will take place at the Tavistock
Centre, in the same room, booked specifically for this purpose.

2. Provide a statement on the aims and significance of the proposed research, including potential impact
to knowledge and understanding in the field (where appropriate, indicate the associated hypothesis
which will be tested). This should be a clear justification of the proposed research, why it should
proceed and a statement on any anticipated benefits to the community. (Do not exceed 700 words)

The proposed study intends to investigate the neuropsychological concept of interoception through a psychoanalytic
lens and specifically in relation to the psychoanalytic concept of countertransference. The research aims:

. To explore the theoretical relationship between the neuropsychological concept of interoception and the
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psychoanalytic concept of countertransference. f

. To measure the interoceptive accuracy of child psychotherapy trainees, across the stages of their training,
who are studying on the Professional Doctorate in Pscyhoanalytic Child and Adolescent Psychotherapy
(M80) at the Tavistock Centre.

. To begin to examine the possible relationship between interoception and the experience of
countertransference phenomena.

It is hoped that this project will add to understanding within the field of Child Psychotherapy Research through an
exploratory linking and analyse of psychoanalytic and neuropsychological concepts.

The project is part of the researcher's doctoral training in Psychoanalytic Child and Adolescent Psychotherapy.

3. Provide an outline of the methodology for the proposed research, including proposed method of data
collection, tasks assigned to participants of the research and the proposed method and duration of data
analysis. If the proposed research makes use of pre-established and generally accepted techniques,
please make this clear. (Do not exceed 500 words)

The empirical aspect of this study is of a cross-sectional design. Participants will be recruited across different
stages of training on the M80 (Professional Doctorate in Psychoanalytic Child and Adolescent Psychotherapy). A
participant information sheet will be provided. Those wishing to participant will be asked to provide contact details
and to complete a consent form prior to the study commencing. Participants will then be sent two questionnaires
(enclosed), exploring their experience of countertransference phenonema in their therapeutic work with patients.
Participants will be asked to complete these questionnaires prior to their individual data collection appointment, the
time of which will be sent out along with the questionnaires. At the data collection appointment the participants will
meet with the researcher and a research assistant. The process of data collection will be explained and the
researcher will then leave the participant with the research assistant who will give them a participant number to be
applied to their data (including the returned questionnaires). This is in order to ensure that data gathered is
anonymous as the researcher is an M80 trainee. Participants will be asked to provide basic demographic
information (age, gender, year of training). Participants will then be asked to complete an established heartbeat
counting task. This involves asking the participant to silently count their own heart beat as they perceive it (without
feeling for a pulse) for one minute. Simultaneously a pulse oximeter will be applied by the research assistant to
their finger to monitor their actual heart rate. The participants perceived heart beat and actual heart rate will be
recorded by the research assistant and their along with their unique participation number so that this data can be
analysed with the answers from their questionnaires. It is anticipated that data collection appointments will last for
10 minutes.

A small pilot study of 3 individuals will be conducted in advance to familarise the research team with the process
and timings of data collection.

Descriptive statistics will be employed to explore the data generated in the study. This will involve a univariate
analysis exploring associations between demographic information, experience of countertransference and
interoceptive accuracy. If indicated by the data set, a regression analysis will then be applied to explore the
potential relationship between variables.

Results will be contextualized within the theoretical analysis undertaken and submitted to the University of Essex as
part of the researcher's M80 doctoral training. Results may also be submitted to academic journals and
conferences.

PARTICIPANT DETAILS

4. Provide an explanation detailing how you will identify, approach and recruit the participants for the
proposed research, including clarification on sample size and location. Please provide justification
for the exclusionfinclusion criteria for this study (i.e. who will be allowed to / not allowed to
participate) and explain briefly, in lay terms, why this criteria is in place. (Do not exceed 500 words)

It is anticipated that a sample of 45 participants will be recruited to the study. This is to allow for a potential
regression analysis of three variables: age, gender and stage of training (with an accepted standard in research
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of a minimum of 15 participants needed per variable). All participants will be Child Psychotherapy trainees
studying on the M80 at the Tavistock Centre. Participants will be sought across various stages of this training.

A pilot study of 3 individuals will be conducted prior to the main study. These individuals will also be Child
Psychotherapy trainees. Their data will not be included in the main study.

A multi-stage recruitment strategy will be used to engage study participants:

. In the first instance this will involve a communication by email informing the trainees that they are being
invited to participate in the research project. Background information to the study and contact details for
the researcher will be given.

. The researcher will then request permission from research tutors at the Tavistock Centre to invite
trainees to participate in person through attendance at one of their regular weekly research seminars.
Information in paper copy giving details of the study, will be given out at this face to face meeting thereby
providing trainees with as much information as possible. At this stage, the researcher will request
contact details from potential participants and ask that those who wish to participate complete a consent
form.

. The researcher will send out a follow up email to participants. This email will include two questionnaires
to be completed by the participant and an invitation to a data collection appointment. Participants will
also be offered paper copies of these guestionnaires. Participants will be asked to return the
guestionnaires in hard copy at the time of their data collection appointment. It will not be possible to
return the questionnaires electronically due to the need to anonymise data.

Will the participants be from any of the following groups?(Tick as appropriate)

Students or staff of the Trust or the University.

Adults (over the age of 18 years with mental capacity to give consent to participate in the research).

Children or legal minors (anyone under the age of 16 years)'

Adults who are unconscious, severely ill or have a terminal iliness.

Adults who may lose mental capacity to consent during the course of the research.

Adults in emergency situations.

Adults® with mental illness - particularly those detained under the Mental Health Act (1983 & 2007).
Participants who may lack capacity to consent ta participate in the research under the research requirements
of the Mental Capacity Act (2005).

[[] Prisoners, where ethical approval may be required from the National Offender Management

Service (NOMS).

[J Young Offenders, where ethical approval may be required from the National Offender Management Service
NOMS).

] Healthy volunteers (in high risk intervention studies).

[ Participants who may be considered to have a pre-existing and potentially dependent® relationship with the
. investigator (e.g. those in care homes, students, colleagues, service-users, patients).
|
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Other vulnerable groups (see Question 6).
Adults who are in custody, custodial care, or for whom a court has assumed responsibility.
[] Participants who are members of the Armed Forces.

"If the proposed research involves children or adults who meet the Police Act (1997) definition of vulnerability’, any
researchers who will have contact with participants must have current Disclosure and Barring Service (DBS) clearance.

2 ‘Adults with a leamning or physical disability, a physical or mental iliness, or a reduction in physical or mental capacity, and
living in a care home or home for people with leaming difficulties or receiving care in their own home, or receiving hospital or
social care services.’ (Police Act, 1997)

? Proposed research involving participants with whom the investigator or researcher(s) shares a dependent or unequal
relationships (e.g. teachet/student, clinical therapist/service-user) may compromise the ability to give informed consent which
is free from any form of pressure (real or implied) arising from this relationship. TREC recommends that, wherever
practicable, investigators choose participants with whom they have no dependent relationship. Following due scrutiny, if the
investigator is confident that the research invelving participants in dependent relationships is vifal and defensible, TREC will
require additional information setting out the case and detailing how risks inherent in the dependent relationship will be
managed. TREC will also need to be reassured that refusal to participate will not result in any discrimination or penalfy.
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6. Will the study involve participants who are vulnerable? YES[] NO[X .

For the purposes of research, ‘vulnerable’ participants may be adults whose ability to protect their own interests
are impaired or reduced in comparison to that of the broader population. Vulnerability may arise from the
participant's personal characteristics (e.g. mental or physical impairment) or from their social environment,
context and/or disadvantage (e.g. socio-economic mobility, educational attainment, resources, substance
dependence, displacement or homelessness), Where prospective participants are at high risk of consenting
under duress, or as a result of manipulation or coercion, they must also be considered as vulnerable.

Adults lacking mental capacity to consent to participate in research and children are automatically presumed to
be vulnerable. Studies involving adults (over the age of 16) who lack mental capacity to consent in research
must be submitted to a REC approved for that purpose.

6.1. If YES, what special arrangements are in place to protect vulnerable participants’ interests?

If YES, the research activity proposed will require a DBS check. (NOTE: information concerning activities which
require DBS checks can be found via htips://www.gov.uk/government/publications/dbs-check-eligible-positions-

quidance)

7. Do you propose to make any form of payment or incentive available to participants of the research?
YES[] NO[X

If YES, please provide details taking into account that any payment or incentive should be representative of
reasonable remuneration for participation and may not be of a value that could be coercive or exerting undue
influence on potential participants’ decision to take part in the research. Wherever possible, remuneration in
a monetary form should be avoided and substituted with vouchers, coupons or equivalent. Any payment
made to research participants may have benefit or HMRC implications and participants should be alerted to
this in the participant information sheet as they may wish to choose to decline payment.

8. What special arrangements are in place for eliciting informed consent from participants who may not
adequately understand verbal explanations or written information provided in English; where
participants have special communication needs; where participants have limited literacy; or where
children are involved in the research? (Do not exceed 200 words)

N/A

RISK ASSESSMENT AND RISK MANAGEMENT
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Does the proposed research involve any of the following? (Tick as appropriate)

use of a questionnaire, self-completion survey or data-collection instrument (attach copy)

use of emails or the internet as a means of data collection

use of written or computerised tests

interviews (attach interview questions)

diaries (attach diary record form)

participant observation

participant observation (in a non-public place) without their knowledge / covert research
audio-recording interviewees or events

[] video-recording interviewees or events

access to personal and/or sensitive data (i.e. student, patient, client or service-user data) without the
participant’s informed consent for use of these data for research purposes

[] administration of any questions, tasks, investigations, procedures or stimuli which may be experienced by
participants as physically or mentally painful, stressful or unpleasant during or after the research process
[] performance of any acts which might diminish the self-esteem of participants or cause them to experience
discomfiture, regret or any other adverse emotional or psychological reaction

[[] investigation of participants involved in illegal or illicit activities (e.g. use of illegal drugs)

[] procedures that involve the deception of participants

[[] administration of any substance or agent

[] use of non-treatment of placebo control conditions

[ participation in a clinical trial

[] research undertaken at an off-campus location (risk assessment attached)

] research overseas (copy of VCG overseas travel approval attached)

I 4
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10. Does the proposed research involve any specific or anticipated risks (e.g. physical, psychological,
social, legal or economic) to participants that are greater than those encountered in everyday life?
YES[] NOKX
If YES, please describe below including details of precautionary measures.

11. Where the procedures involve potential hazards and/or discomfort or distress for participants, please
state what previous experience the investigator or researcher(s) have had in conducting this type of
research.

N/A

12. Provide an explanation of any potential benefits to participants. Please ensure this is framed within

the overall contribution of the proposed research to knowledge or practice. (Do not exceed 400
words}
NOTE: Where the proposed research involves students of our University, they should be assured that
accepting the offer to participate or choosing to decline will have no impact on their assessments or learning
experience. Similarly, it should be made clear to participants who are patients, service-users and/or receiving
any form of treatment or medication that they are not invited to participate in the belief that participation in the
research will result in some relief or improvement in their condition.

It is anticipated that participants may benefit from feeling that they have contributed to novel research in their
field of study.

Participants will be Child Psychotherapy trainees who have a research component to their training, as such it
may be of some benefit to them to gain an experience of participating in a research process. However, it will be
made clear to participants that choosing to accept or decline the invitation to participate will have no impact on
their assessments or directly upon their learning.
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