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apy and that helped too. However, the chaos at home 
always threatened to undo the gains made in therapy, I 
can only imagine how much more disturbed Timmy 
would have been without psychotherapy. I never did 
prescribe any medication. 

In conclusion, it is not enough to look at the symp. 
toms the child displays and plug him into a diagnostic 
category. Rather, you should try and understand how 
the primary needs of the child interact with his essential 
others and with his imagination to create self-structure, 

5 

Principles of Treatment 

I now turn to the basic techniques and guidelines for 
treating children from a self psychological point of 
view. The goal of therapy, I believe, is to facilitate the 
growth and maturation of the child's self, specifically, to 
help the child develop healthy primary and secondary 
self-structure. 

My focus has been individual psychotherapy, reflect
ing my belief that no matter what the technique, it is the 
individual self of the child that must remain at the center 
of the therapy. Also, parental guidance and family ther
apy often have their limits. In many cases it is only in the 
dyadic therapeutic relationship that the child's self can 
be freed up to respond to the improved selfobject milieu 
at home. Further, even if the parents are in intensive 
therapy themselves, their own growth and maturation as 
effective selfobjects take time. During that period the 
child's needs must be met and he must be helped to 
survive jn order to stave off further damage. 

The backbone of all self psychological psychotherapy 
is the creation, repair, and maintenance of a growth
promoting selfobject bond. This follows the same basic 
route as that described in the adult literature. First, 



152 USING SELF PSYCHOLOGY IN CHILD THERAPy 

there is an attempt to develop an empathic understand. 
ing of the patient's material. Then, there is a communi. 
cation of that understanding to the child in a way that 
he can understand. This creates a selfobject bond be. 
tween patient and therapist that is intrinsically growth. 
enhancing. The patient's self, perhaps for the first time 
ever, is at the center of someone else's universe. The 
child's Will To Do, Principle of Internal Harmony, and 
Need For Others begin to be met in new ways. It is rare 
for a human being to be the center and exclusive focus 
of another's attention. In the family the child's needs 
are always balanced against the parents' and siblings' 
needs. Psychotherapy offers a superheated focus that
even at only one or two hours a week- can provide what 
is unavailable elsewhere. 

But, inevitably there will be empathic failures on the 
part of the therapist, and the special growth-sustaining 
bond will be disrupted, resulting in fragmentation. It is 
essential that evidence of fragmentation be recognized 
and the cause discovered if the bond is to be restored 
and growth continued. Failure to do so can result in 
trauma. Simple recognition and understanding of the 
cause of the fragmentation, particularly if it is related 
to something the therapist did or did not do, and com
munication of that understanding to the child, can often 
go a long way toward repairing the bond. When the 
selfobject bond to the therapist is restored the self of the 
child will reintegrate, sometimes in an improved way. 
This idea of multiple fragmentations and restorations 
of the therapeutic alliance is the cornerstone of thera• 
peutic change in Kohut's original theory. It is here that 
frustrations are made optimal and "transmuting inter
nalization" occurs. 

Other writers emphasize optimal gratification or op
timal responsiveness as more important to self growth 
than frustration. Here the frustration may be only im-
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portant_ in revealing the self-structure that has already 
been laid down through a prolonged period- of optimal 
responsiveness or emotional attunement. Frustrations, 
though present in every therapy, are not necessary for 
psychic growth in their view. 

My own view combines both perspectives. I believe 
significant growth occurs during the period when the 
patient feels attuned to. Nevertheless, I also believe that 
frustration does more than just reveal what was already 
there. Frustrations, if they are within a tolerable range 
for that patient, stimulate the patient's Will To Do. Like 
the mother bird pushing the baby out of the nest, they 
encourage the patient to make use of the self-structure 
he has gained. Often this involves the creation of second
ary selfobjects and subsequent secondary self-structure 
formation. A simple way of saying it would be that 
optimal gratification stimulates primary self-structure 
development while optimal frustration stimulates sec
ondary self-structure development. Hence, self-growth 
occurs in a therapeutic window between optimal grati
fication and optimal frustration. 

Secondary self-structure formation is also aided by 
the creation of a growth-promoting milieu. This in
volves both the adoption of an empathic mode of listen
ing, and the creation of a space where the child feels free 
to play out his fantasies. How much the therapist be
comes a part of that play, and in what way he contrib
utes to the evolution of the child's fantasies, are all 
important factors in secondary selfobject creation. Fi
nally, the child may come in with a maladaptive or 
negative secondary self-structure that must be dealt 
with before new self-structure can be laid down. 

In all cases growth depends on a positive primary 
selfobject background. Repairing that bond when it 
fails and actively maintaining it between failures is an 
essential part of self psychological psychotherapy. 
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Now let us look in greater detail at the creation of a 
good positive primary selfobject milieu within the ther
apy. My first recommendation is that you treat your 
patient as you would want to treat your own child i~ you 
were at your most cohesive. Liste1: to ~hat the c~1ld is 
trying to convey and don't let the h1stoncal material get 
in the way. Don't try to be too technical or fancy. ~et to 
know the child. If the child does not talk, try askmg a 
few questions. If the child does not respon~ to ques
tions, stop asking them and just play for a wh~le. . . 

Doing psychotherapy has a lot in c_ommon with ra1~mg 
a child, but with a different emphasis. Therapy provides 
a total focus on the child's feelings, a greater stress on 
empathy and, in general, a lesser one on limit setting. ~11 
the normal functions served by parents are present m
cluding validation, understanding, admiration, being an 
ideal, setting limits and rules, among others. 

Listen and look for what the child is feeling. What are 
the predominant affects? First, ask the c~il~ what he is 
feeling. If the child does not respond, which 1s often the 
case then take your best guess: "I imagine that it is hard 
for ;ou when your father goes out of town like this, _and 
that you miss him." Then listen and look for the child's 
response. Often it will not be given directly but m~ta
phorically. The child may say "I'm used tom~ dad bemg 
gone, it doesn't bother me," then draw ~ p1c~u~e of a 
spaceman whose lifeline broke and who 1s dnftmg _off 
into space. You could then ask him about the drawmg 
and what the spaceman is feeling. Your patient may be 
able to speak much more freely about the spaceman's 
feelings than his own. . . 

Children often deny- feelings, or admit to Just one 
feeling, such as sadness, and use that feeling as an an
swer to all questions. Sometimes it is helpful to say '1 
could see how it would make you sad when your brother 
breaks your toys,· but I can also imagine that it might 
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make you angry a~ ~ell." This must be done carefully, 
how<;wer, because 1t _is e~sy to fall into the trap of not 
hean_ng what the patient 1s conveying. 

Children defend against intolerable affect states. They 
may use sadness to cover anger or anger to cover de
spair. They may have never learned to talk about what 
the7 feel most deeply because those feelings were not 
vahda!ed or ~ccepted at home. Helping them put names 
to their feelmgs can improve their self-cohesion. Al
though you may prefer to let your adult patients find the 
words to ex1:ress _their feelings, and although this is 
preferable ~1th children as well, it is often not possible. 
By suggestmg certain feeling states to a child you run 
the risk of mudd~ing the waters and ruining your 
chance to see what 1s really bothering him. On the other 
hand, fOU have to face the fact that with some children 
you will never see what is on the bottom of the lake 
unless you dive in. There is a balance that must be 
found. As a supervisor once told me, '1f you aren't in up 
to your ankles you are not in enough, but if you are up to 
your neck you are in too far." 

As ~ou acknowledge what the child is feeling, you are 
affi;mmg aspects of his self. If those aspects had been 
spht off ?efo;e, they now have a chance of being inte
grated with hi~ core self. The next step is to try to identify 
how those f~elmgs ar?se. \_"hat is happening in the ther
apy that might be tnggermg those feelings? Does this 
connect with what is happening at home 0 ~ what has 
~appened in the child's past? Often there are central 
I~sue~ that make the child sensitive to particular interac
tions m therapy. A common one is frustration of the Need 
~or Ot~ers early in childhood, resulting in both an inten
s1ficat1on of that ~ee~ an~ a reactive rage. The rage leads 
to a fear of retaliation- 1f I feel this angry, those big 
adu!ts ~an too, and that would be really scary." If the 
anxiety 1s too great, the feelings may be split off from the 

;1 
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core self to take on a pathological life of their own. 
Different symptoms may result. Which ones arise will 
depend on the self-structure of the child at the time. 

Central issues from the past can be triggered by 
events in the therapy. For instance, when the therapist 
leaves for vacation it may stimulate all the old feelings 
of frustration that the child had known previously. This 
can cause a worsening of symptoms. It is compounded 
by the fragmentation one might expect from the loss of a 
needed selfobject connection. Understanding this can 
help repair the damage after the vacation by addressing 
these issues with the child. 

Patients often show evidence of self-state changes at the 
beginning and end of sessions. This is another example of 
how an aspect of therapy, in this case the very framework, 
can trigger old feelings by pushing on fracture lines. The 
balance between hope and dread shifts throughout the 
session. Careful analysis will often reveal a characteristic 
set of self-state changes from the moment the patient 
enters the office to the moment he leaves. 

Other common triggers of fragmentation include the 
therapist coming late to sessions, canceling sessions, 
and not being attuned to the child's needs. If a child is 
brought early by the parent, it may feel to the child like 
he was kept waiting, which can have a similar effect on 
his self-state. 

Clearly, it can be helpful to.have an understanding of 
a child's past in anticipating or understanding fragmen
tation within the session. But it is most important to 
stay within the child's frame of reference and not get 
lost in historical data. 

As you gain understanding you must decide wha~ to 
do with your new insight. What level of understandmg 
do you communicate to the child? Usually, the eg?· 
psychological maxim of interpreting from the surface 1s 

helpful. However, it is not always easy to figure out what 
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is closest to the surface. One helpful technique is to ask 
yourself, 'What does my patient want right now?" If a 
child is trashing your playroom it seems to make sense 
to say "I think you are very angry with me now." How
ever, that will often intensify the destruction as the 
child's destructive feelings are validated but the cause 
of those feelings is left untouched. The next step might 
be to say, "I think you are angry with me because I went 
away." That might evoke an acknowledgment but the 
destruction will probably continue; this is because the 
affects connected with the vacation have not yet been 
traced to their roots. You might say, "I think that our 
meetings are very important to you and when I went 
away you felt abandoned and hurt. Right now you want 
to show me how much it hurt and how angry you are 
about it." It may take several variations of this before 
the child will respond. Some children may not easily let 
their guard down to directly admit to such feelings but 
they will have heard that you understood them. That 
sense of being understood is a crucial component of a 
positive selfobject milieu, which is essential to both 
primary and secondary selfobject formation. Of course, 
it may be necessary to limit the child's behavior before it 
is possible to get him to hear an interpretation. 

Now that we have reviewed the importance of mak
ing, keeping, and repairing a sense of empathic attune
ment to the child I wish to list some more specific 
recommendations. 

METAPHORS 

Get used to working in metaphors. Few children can talk 
about their painful feelings directly, especially at the be
ginning of therapy. Hence, it is helpful always to consider 
what the meaning is behind the child's play or seemingly 
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irrelevant comments. For instance, the child who drew the 
spaceman drifting alone in space was telling me a lot 
about how he felt when his father was not around. 

In general, it is wise to make direct interpretations 
linking the patient's play to the outside world only when 
it seems that it will further the patient's development. 
Any interpretation at all, any stepping outside of the 
play, can be felt by the child as an empathic break, or 
even as an assault on his self. It is better to spend a fair 
amount of time within the metaphor of play first. With 
time, small linkages to the child's life can be tried. If 
they are tolerated reasonably well, if they seem within 
the realm of optimal frustration, then they may be en
larged upon. One exception to this is when the changes 
in the play seem to be a result of a disruption of the 
therapeutic bond. In that case, I would make the connec
tion immediately to put the therapy back on track. An
other exception is when the child seems clearly ready to 
talk about his life. 

A good initial assessment can be helpful in trying to 
understand the child's metaphors. Equally important to 
this understanding will be a consideration of what has 
been happening between you and your patient. Not only 
is that often relevant, but places where the child's mate
rial is determined by something that happened within 
the therapy carry with them the powerful emotional 
force of the here and now when they are interpreted. In 
a way, doing psychotherapy is akin to reading and writ
ing poetry. You have to be able to find the emotional 
meanings behind the words and actions. Then your pa
tient and you can proofread, edit, and recreate. 

HIGHLIGHTING AND COMMENTARY 

A helpful technique to begin to identify what is going on 
in the session is something I call highlighting. This is 
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derived from another technique that has been used by 
child therapists for years- the running commentary. In 
the running commentary you verbalize what is happen
ing in the session as it happens. This facilitates the 
process of transforming unintelligible action into a dis
cussion of feelings and thoughts. I sometimes use it as 
an emergency measure when I feel totally lost within 
the session. At the very least, it helps me organize my 
thinking and focus my attention. It may also be helpful 
in reinforcing a sense of continuity to the child and may 
provide him with a similar organizing focus. 

Highlighting is similar in that it involves a verbaliza
tion of what is happening in the session. Unlike the 
running commentary, however, the verbal comments 
are fewer and are chosen to emphasize certain aspects 
of the material. For instance, if at the beginning of 
the session my patient hides from me and partway into 
the session he has one toy man hide from another, I 
might say something like: "When we started the ses
sion you hid from me and now the man is hiding." Here I 
have brought to my patient's attention a common ele
ment. I don't make any interpretation of what the hiding 
means, I only acknowledge that it is present. Typically, I 
would have preceded it with questions about why the 
man is hiding. 

In the above example, I was highlighting an element 
of the play that was common to both the miniature 
world of the toys and to my patient's interaction with 
me. Repetitive elements are important to recognize as 
they tend to reflect something of the way the child is 
organizing experience, hence, something of his self
structure. In addition to highlighting repeated elements 
in the session, it is useful to make note of anything that 
seems to occur around self-state shifts. 

The child's self-state, at any given moment, is deter
mined by the relative influence of various primary and 
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secondary selfobjects. For instance, the child may be 
partly sustained by the relationship he has with his 
therapist, while also utilizing a fantasy of being Super
man to boost his cohesion. Furthermore, the secondary 
selfobject image of Superman may be strengthened by a 
fantasy that his therapist is like Superman's father. 
Because of these primary and secondary selfobject in
fluences, the boy feels cohesive, continuous, powerful, 
and good. Then the therapist unempathically intro
duces the idea of kryptonite-a substance poisonous to 
Superman and his father-perhaps pursuing an erro
neous hypothesis. The child stops playing Superman 
with the therapist, moves across the room, and begins 
running over army men with a toy car. This clear change 
in self-state from one of ebullience and interactive play 
to one of self absorbed motor vehicle mayhem was trig
gered by the therapist's introduction of kryptonite. It 
deserves to be highlighted. 

Many times it is helpful to highlight in your mind 
without saying anything to the child. In fact, most of 
the time this is preferable. Highlighting to yourself 
gives you a chance to see patterns and to gain under
standing. Once the understanding is achieved, you can 
decide how to use it to best help your patient. This can 
include an empathic communication to the child, a sug
gestion to the parents, a communication within the met
aphor of the play, or an alteration of the interaction in 
other ways. 

THEME AND SUMMARY 

It is helpful to note the recurrent themes within the 
child's play, stories, or actions. Repetitive elements of 
the child's material suggests that those elements have 
particular meaning for the child. By identifying what is 
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cornmon between the parts that are repeated you may 
gain entrance behind the metaphors. Finding the the
rnatic meaning in a patient's material has ~een called 
following the "red thread" (Saul 1985). According to 
saul, each session has within it a dominant theme or 
"red thread." The task of the therapist is to identify that 
thread and, if interpretations are to be made, they ought 
to address that thread of meaning. In my experience, it 
is not always easy to find the red thread, but it is helpful 
to try. The red thread becomes easiest to see when there 
are disruptions in the therapy. Then themes of loss and 
fragmentation are often obvious and interpreting them 
is important. Always ask yourself, 'What did I do to 
bring on this change in the material?" After you have 
considered that, then ask yourself what outside of ther
apy might be contributing. 

Identifying the central theme in each session then 
becomes the basis for making a summary at the end. 
Most of the time a summary is not needed, but it can be a 
helpful way to encourage the development of a sense of 
continuity and cohesion between sessions. It can also be 
another way to communicate empathic understanding 
to the child. 

Summaries can also be made at various intervals 
within the session in a similar fashion to highlighting 
and commentary. This can be especially helpful in shor
ing up the therapist's cohesion and in helping him main
tain his attention within the child's frame of reference. 
At times, we can all use help to keep our minds tuned 
into the child's experience. • 

PLAY 

Don't be afraid to play. It is easy to feel guilty when you 
are playing- as if you are not doing your job. Of course, 

•-1 
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it is easy to lose your therapeutic stance in the regres. 
sion of play. You need to be able to step back from time 
to time and ask yourself if what you are doing will 
further the therapy or not. But with children you cannot 
stay in your chair and observe. They won't act the same 
if you do. I believe they won't make the same progress 
either. The child grows as a function of the therapeutic 
relationship, which is a significantly different relation. 
ship when the therapist actively joins the child in the 
play. While you must frequently ask yourself if you are 
fulfilling your own needs and avoiding the real thera
peutic issues, sometimes being a part of the play is the 
best path to those issues. Be a participant observer, not 
a sports commentator. Again, the trick will be to find the 
right depth of involvement- somewhere between ankle 
deep and up to your neck- that optimally promotes the 
child's self growth. In doing this it is helpful to follow 
the child's lead. 

Following the child's lead ensures that you will re
main empathically tuned in to the child's inner world 
rather than your own. Hence, even though I don't re
commend sitting back and taking notes, I also don't 
recommend a directive approach. The first precept of 
a self psychologically oriented approach to therapy is 
to try to remain empathically immersed in your pa
tient's world. That is hard to do and requires constant 
effort. Only after a great deal of time is spent exploring 
the child's inner world does it make sense to take the 
lead through an interpretation, an addition to the play, 
or an action. 

If you have been immersed in the child's material long 
enough, following his lead, you may find yourself _spon
taneously adding something to the play. The quest1?n of 
whether it is alright to directly add to the play 1s an 
important one. On the one hand you do not want to 
"contaminate" the patient's material with your own. On 
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the other hand, the idea that you can somehow produce 
a sterile world in which to examine your patient's mind 
is both wrong and undesirable. The most straight-laced 
analyst, who rigidly refuses to speak when his patient 
needs him to, is creating an environment that is experi
enced as very slanted and alien by most people coming 
into therapy. Each one of us cannot help but reveal 
ourselves to our patients as we work with them over 
time. So, in one way or another, we all add to what the 
patiei:it is cre~ting. Yet, it may be argued, to go beyond 
what 1s unavoidable and to deliberately take the lead in 
the session may be another issue. I agree that it is. I 
consider it similar to making an interpretation. In ei
ther case you are taking the lead, communicating some
thing of your point of view, hoping it will add to your 
patient's growth. 

Although interpretations tend to be given after much 
deliber~tion a~~ preparation, this is not always the 
case with add1t1ons to the play. When it is the case 
the addition is equivalent to an interpretation mad~ 
within the metaphor. But there are many instances in 
which the addition is a spontaneous response of the 
therapist's self, conscious and unconscious. This is 
partly due to the regressive nature of play and partly 
because play can move very quickly and has multiple 
levels of meaning. 

Talking therapy tends to be more limited in the amount 
of information that can flow at any one time. Because 
play involves all the senses it has many more obvious 
levels. This makes it easier to understand than speech, 
but harder to address. At times it seems that the only 
way to keep up with all those levels is for the thera
pi_st t? allow. himself to respond in kind. That brings 
with 1t considerable risks, because the therapeutic 
communications between therapist and patient become 
too fast and rich to be processed consciously at the 
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time that they occur. It is only in retrospect that they 
can be consciously appreciated. 

On reflection later, you may realize you were uncon
sciously communicating to the child in an empathic and 
helpful way through your actions. You may also have 
added something that the child was ready to use-but 
was having trouble finding by himself- in the construc
tion of a viable secondary selfobject. On the other hand, 
you may find that you were reacting out of your own 
frustration in a way that was deleterious to the therapy. 
It is important to review what we do so that we can learn 
about ourselves as we try to become better selfobjects 
for our patients. 

Although playing with the child rather than just ob
serving the play has risks and complications in excess of 
those with talk therapy, it also has great rewards. Play 
is the way a 5-year-old learns about the world and con
structs his internal reality. Play is the primary way 
secondary selfobjects are created, refined, and laid 
down as self-structure. Talking can enhanc~ this pro
cess but it cannot replace it. Only by joining your young 
patients in play will you be able to enter their world and 
attain the empathic introspective stance that promotes 
self-development. Of course, this is especially true of 
children in preschool and early grade school, but it can 
be important even with some young adolescents. 

I find it helpful to look at the child's self-state fluctua
tions both within each hour and across a number of 
hours. As I mentioned previously, the child's self-state 
changes in response to fragmenting influences. Signs 
of fragmentation are important to look for as they 
may reveal areas of fragility within the patient's self
structure, ruptures in the empathic bond with the thera
pist, or negative selfobject influences. However, changes 
in the child's self-state also occur as the child's self
cohesion is restored or enhanced. While focusing on 
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times of fragmentation can help identify areas of vul
nerability, focusing on occasions of restoration can 
show what the child needs in order to heal. 

One clue to a self-state change is a change in the 
quality of the play. Erikson spoke of three types of 
play: a~tocos~ic, ~icrocosmic, and macrocosmic. Au
tocosm1c play 1s solitary play without obvious symbolic 
meaning. It might involve spinning a top over and over. 
Microcosmic play is when the child builds a small uni
verse with toy soldiers, toy cars, and the like without 
interactin~ with t~e therapist. Macrocosmi; play in
volves _an, mte_ract10n between therapist and patient. 
The child s shift from one type of play to another is 
significant. It may mean a break in the empathic milieu 
or signal increased cohesion. 

If a child builds a structure with Legos, or draws a 
detailed picture, his creation can be looked at from 
several an~le~. One approach is to explore how it might 
relate to his hfe outside of therapy. Another is to focus 
on what it might say about his perceptions of the thera
peutic relationship. A third approach is to view the 
construction as a concrete depiction of his self-struc
~ure. The different parts of the self, and how they 
mterrelate, are often graphically shown. Work on the 
~onstr~ction may t~en become a metaphorical way of 
1mprovmg the cohesion of the child's self-structure. 

The growth of secondary self-structure is facilitated 
by all the measures and techniques already mentioned. 
But there is an important difference as well. Secondary 
s~l~-structure grows through the child's play and fanta
SlZlng. The purpose of play is secondary self-object elab
oratio~ and integ:ation_- The therapist must first provide 
an environment m which that play can exist. Then he 
must address the fact that often the play will not unfold 
spontaneously or in a positive direction. There may be 
much negative and ambivalent self-structure already 
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present, which interferes with growth. This will have to 
be dealt with before healthy development can resume. 
Conflicts will need to'be untangled and the various corn. 
ponents validated and realigned within the overall self. 
structure. 

Before moving on to clinical examples, I want to em. 
phasize one point that is usually omitted in textbooks on 
therapy. It is important that you show an interest in the 
child. This is not always easy. Sometimes patients are 
boring; sometimes they are infuriating. But if the child 
is to improve, you must forge a positive connection with 
him. I recommend not taking notes during sessions 
other than for the initial evaluation. Although it may be 
possible for some children to view this as a sign of 
interest, it is more likely to be seen for what it is-an 
intrusion of the therapist's needs into the child's space. 

Now, let us review the key points already made: 

1. Try to empathically immerse yourself in your patient's 
inner world. Much of this will consist of endeavoring to 
understand the metaphorical meaning of your patient's 
stories and play. 

2. Stay within that inner world, even though that will be 
hard to do. Try to avoid stepping outside it to give 
admonitions, lectures, or instructions. Leave those to 
the parents and teachers. 

3. Set appropriate limits when these are necessary to pre
serve the therapy. However, no matter how much the 
parents may seem to want you to, you are not there to 
provide the discipline that they do not. 

4. Avoid premature interpretations, but don't miss epi
sodes of fragmentation due to something within the 
therapeutic relationship. If you find yourself making a 
lot of comments ask yourself why. It may be the child's 
anxiety you are reacting to, or his emotional hunger and 
neediness, to which you are unconsciously responding 
by feeding him words. 
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5. ~atch ~or self-state changes and try to sort out what is 
tnggermg them. 

6. Always keep~ sharp ear for evidence of fragmentation 
around vacat_10ns, ~hen you are late to a session, or 
when t~e patient misses a visit. Focusing on the frag
mentat10n offers a chance to repair the empathic fail
ure and get the therapy back on track. 

7. Frag~en!ation products to look for include: reactive 
grand~osity, rage, autistic reverie, hyperactivity, anxi
ety, withdrawal, alienation, and the wish to stop treat
ment, among others. 

8. Self-~t~te shffts may also reveal an increase in cohesion. 
9. Participate m the play but follow the child's lead. Eval

uate departures from your usual level of interaction 
10. ~t all points in the therapy try to do what seems mo.st 

hk~ly to promote healthy self-growth. 
11. Thmk of the simplest explanation first and · • l d give spe-

~ia. ere ence to what the child tells you directly and 
mdirectly. 

12. Above_ all, be a kind human being who is interested in 
the child. 

WORKING WITH PARENTS 

It is usually understood that the younger the child is th 
more the parents will be involved in the treatment. Thi: 
~akes sense b~cause the parents are obviously very 
~mportant as primary selfobjects to the young child. But 
It ~ould b~ wrong to assume that parents are neces
sa~Ily servm~ less of a role with teenagers. Some theo
reticians_ advise not meeting with the parents at all. 
Othe~s, hke_ Anna Ornstein, advise using the individual 
me~tm_gs with the child to inform the family therapy, 
W~Ich Is where the real action of therapy occurs. Many 
c~Ild analy~ts hold to a formula of four visits a week 
with t_he ch~ld and once a week with the parents. And 
there Is the Issue of whether or not the child is included 

I 
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in meetings with the parents. Some people feel that not 
including the child invites suspicions of breaches in 
confidentiality, while_ others feel that to include the 
child risks humiliating him. 

I don't have a firm rule about meeting with the par
ents, or about including the child. I try to imagine be. 
forehand what will most likely further the therapy, 
Whatever I decide, I look for the child's reaction and 
adapt accordingly. I have had some cases where my 
meeting with the parents has provoked jealousy and 
rage, and others in which my failure to meet with the 
parents more often has meant an end to the therapy. 

In general, it is helpful to have regular meetings with 
parents for several reasons. It provides you with an 
important source of information regarding symptoms, 
grades, social adaptation, and improvement or decline 
outside of the treatment hour. It gives you a chance to 
help the parents act more effectively as positive selfob
jects, or to decrease the amount of negative selfobject 
influence they yield. Finally, it builds an alliance be
tween you and the parents that has a cohesion enhanc
ing function for all concerned, and that makes it less 
likely that the parents will arbitrarily put an end to the 
treatment. However, such meetings come at the poten
tial cost of diluting or seriously damaging the thera
pist's selfobject bond with the child. 

There are several special cases that should be consid
ered. The first is that of the parent who really needs 
individual therapy for himself. In such a case, I would 
advise against your being both the child's therapist and 
the parent's. It is hard enough sorting out all the power
ful feelings that will be stirred up within you during the 
child's therapy without having to struggle over issues of 
competing allegiances. As therapists we are effective for 
our patients in as much as we can be good positive 
selfobjects for them. We should try to limit those things 
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that will likely interfere with our own cohesion in the 
office as much as possible. 

While it may flatter our grandiosity to think we can 
handle conflicting alliances, if we are to help our pa
tients, we must be emotionally on their side. There is no 
such thing as neutral in the emotional world. This 
~oesn'! mean_ that we c?llude with the child's maladap
tive wIShes, Just that m the self-selfobject matrix of 
therapy they become a part of our self as we do of theirs. 
On one level, our patient's jealousies and rivalries be
come our jealousies and rivalries. Although we can treat 
a number of unrelated patients in this way, you can see 
the obvious problem with treating two people who 
know each other. 
. Furthermore, although the child may have no objec

tions at the outset to your treating his mother as well 
this is likely to change. It will be natural for him t~ 
wonder who you like more, who matters to you more. 
This is especially true when it is his parent who pays 
the therapy bills and has ultimate control over who will 
be seen. In addition, .it can foster a sibling like rela
tionship between parent and child as they both vie 
for your attention, undermining the establishment of a 
healthy parent-child relationship. Finally, confiden
tiali~y concerns will be heightened by the more frequent 
and mtense contacts implicit in psychotherapy versus 
parent guidance. 

The same rules that apply to not treating the parents 
apply to not treating siblings. I want to remind you that 
! am speaking of pure individual therapy here, not fam
ily therapy. However, there are instances where the 
therapy evolves into a hybrid and you must simply make 
Y_our way the best you can. At such times, every devia
tion deserves careful consideration. 

Another predicament that may arise is presented by 
the parent who is really seeking help for himself under 
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the guise of seeking child guidance. Many of these indi
viduals do not take kindly to suggestions that they go 
into therapy. If it looks like it will ultimately benefit the 
child, my inclination is to work with them as they re
quest. With time an alliance and trust will be built that 
will make it much more likely that they will be able to 
hear a recommendation of therapy. At the very least, 
they stand a chance of becoming better selfobjects for 
their children. Although this may seem to go against the 
principle of not treating both parent and child, it is 
sometimes true that if the needs of the parent are not 
met there will be no therapy of any kind. 

If family therapy is indicated, it is best to have some
one else provide it. I am aware that there are some 
who disagree. However, family therapy presents the 
same problems of jealousy and allegiance. I have had 
occasion to do brief family interventions first until the 
home situation is stabilized and then proceed to the 
individual therapy, but I wouldn't recommend doing 
both simultaneously. 

I want to emphasize that we have a great deal to offer 
the child by focusing exclusively on his inner world. 
There has been no other time in his life, except perhaps 
during infancy, when someone else has tried to immerse 
themselves so purely in his reality. That feeling of an
other really trying to understand you over an extended 
period of time is the most powerful tool we have to aid 
the growth of the self. Do not trade it away lightly for 
the sake of covering all the bases. Let someone else 
address the other components. Focus on the child and 
stay within his world. • 

Part Three 

CLINICAL EXAMPLES 

I . ' 


