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Abstract

Early childhood experiences of surgery (ECES) are a type of natural experiment into the
long-term effects of a highly dysregulating shock or trauma. This study inquires into how
ECES is experienced and understood over time into mature adulthood. The research
examines the academic literature related to childhood surgery and hospitalisation from the
perspectives of medical models, developmental psychology and psychotherapeutic responses,
as well as using narrative approaches (including allegorical story-telling) to discuss the topic
of meaning-making. An Interpretative Phenomenological Analysis is used to examine the
subjective experiences of three adult participants who have experienced ECES, the ways in
which they make meaning from their experience, and the role psychotherapy can play in
facilitating a new awareness of past experience. The findings point towards ECES as an
often-overlooked source of psychic difficulty or necessary adaptation that may instantiate

early coping mechanisms, which in turn become habitual pathways for experiencing life.



TABLE OF CONTENTS

1. INTRODUCTION & RATIONALE
1.1 Rationale for Research
1.2 Aims & Objectives

2. LITERATURE REVIEW
2.1 Introduction to Literature Review
2.2 Medical Research around Childhood Surgery Experience
2.3 Narrative in Meaning-Making
2.4 Developmental Theories & Attachment
2.5 Implicit Memory, Unconscious Processes and Childhood
2.6 Psychotherapeutic Responses to Surgical Experience

2.7 Summary of Literature Review

3. METHODOLOGY
3.1 Rationale for Chosen Methodology
3.2 Characteristics of Interpretative Phenomenological Analysis
3.3 Semi-Structured Interviews
3.4 Sample and Recruitment
3.5 Overview of Participants
3.6 Ethical Considerations
3.7 Data Collection & Analysis

4. FINDINGS
4.1 Introduction to Findings
4.2 Body-Talk
4.3 Self-Regulation, Relationship and Attachment
4.4 Narrative Disrupted, Patterns Repeating
4.5 Memory Dissonance
4.6 Healing Wounds

5. DISCUSSION
5.1 Introduction
5.2 Body Talk (and Forgotten Pain)
5.3 Personal Narratives & Repeating Patterns

5.4 Memory Dissonance

26
26
27
29
30
31
33
34

39
39
40
43
45
47
49

51
51
52
53
55



5.5 Issues of Self Regulation & Relationship
5.6 Healing

5.7 Limitations of this Research

5.8 Recommendations for Future Research

5.9 Conclusion
REFERENCES

APPENDICES
Appendix |: Participant Information Sheet
Appendix Il: Consent Form
Appendix lll: Demographic Questionnaire
Appendix IV: Interview Questions

Appendix V: Excerpt from Interview with “Tim”

56
58
59
60
61

62

67
67
68
69
70
71



Table 1

Table 2

List of Tables

Demographics of Participants

Themes from Participant Interviews & Superordinate Themes

33

37



"I' think you are a very bad man," said Dorothy.
"Oh, no, my dear; I'm really a very good man, but I'm a very bad wizard, | must admit."
(The Wizard of Oz, 1900) *

1. INTRODUCTION & RATIONALE

1.1 Rationale for Research

The experience of surgery is odd at any age — the loss of consciousness, the potential for
overwhelming pain, the environment of a hospital, the unfamiliar etiquette of professional
medics and the perhaps unusual responses of primary care-givers. Add to this mix the
immature stages of psychological development implied by childhood plus the highly adaptive
nature of children in this phase, and what results is a crucible of experience — one that can
crystallise the immediate responses into habits, perhaps shaping a lifetime of future

experience.

An episode of early childhood experience of surgery (referred to hereafter as ECES) can
contain some or all of the elements of biological crisis (for example, possible death),
physical pain, powerful psychoactive drugs/anesthesia, existential threat and relational
challenges. In contrast to biological and pain markers that can indicate objective sources of
trauma, changes to the sense of self, existential threat and relational connection are
subjective sources of experiential trauma and thus tend to evade monitoring and

measurement.

Some categories of surgical experiences, it has been shown, are likely to give rise to high

probabilities of long-term psychological distress. Two related research studies (Starr et al.,

! Quotations at the beginning of chapters are selected from either the film or the book The Wizard of Oz. The
tone of the quotations may not reflect the contrastingly light-natured book and darkly-toned film adaptation.



2004; Sanders et al., 2005) find a prevalence of post-traumatic stress disorder symptoms in
between 33% to 51% of patients who underwent orthopaedic surgery, and that children in
particular are at higher risk. There is also some evidence within psychotherapeutic case
histories that episodes of hospitalisation (including details beyond simply the surgical
experience) are stored in memory in a manner that is not easy to detect, yet consequential
for the young child (Erskine, 2015; Terr, 2013; Levine, 2012; Riordan, Blakeslee & Levine,
2017). However, psychotherapeutic research has not pulled these episodes together beyond
their occurrence in trauma case histories (such as those mentioned), which this research

now aims to do.

The Wizard of Oz film (Leroy dir. & Fleming, 1939), obliquely referred to in the title of this
paper, offers a kind of narrative scaffold with which to discuss the phenomenon of an
experience of childhood overwhelm in therapeutic terms. The young protagonist, Dorothy, is
knocked unconscious by powerful natural forces (a fall in a storm), and undergoes a
psychedelic journey of danger and courageousness, assisted by archetypal figures, and
searching for an all-powerful wizard who might mend her anxiety to return home. This
allegory, based on the book for children by L. Frank Baum (1900/2019), is in itself a kind of
psychotherapy, a means of communicating the possibility of healing from current harm. The
story culminates in an unmasking of the veil/curtain that shrouds the mythical wizard,
ultimately revealing the depth of Dorothy’s own innate resources and powers. Somewhat
tellingly, the unveiling happens via the intervention of an almost inconsequential playful
figure — a sprite — in the form of Toto, Dorothy’s little dog. The type of wisdom embodied in
this form of storytelling has been documented in the work of James Campbell’s The Hero
with A Thousand Faces (2017), which would suggest that the story is an example of the

monomyth of a hero rising to a great challenge. Campbell’s work is in turn inspired by the



work of Carl Jung’s conceptualisation of archetypes and the collective unconscious (Jung,
2014). From the perspective of psychotherapy, Dorothy’s quest might be seen as embodying
the will towards self-actualisation (Rogers, 1951) despite how challenging it may be to face
down her “wicked witch”. Such an allegory may oversimplify the challenge, in that the task
of maturation and elevating conscious awareness can take longer than the compressed
timespan represented in a children’s film. More likely it is a lifetime’s ordeal, if that itself

proves sufficient.

The importance of story-telling, personal narrative and evolving meaning-making are
weaved into ECES episodes. While the chronological period of childhood covers a range in
which some forms of conscious awareness and meaning-making are not yet possible (as
presented in Piaget’s stages of childhood development, as discussed by Davenport, 1994,
p.126-133), a necessary adaptation is made to the challenge or trauma, and meaning is
implicated in this adaptation. Some of these meanings may be carried forward
unconsciously, in the somatic “unthought known” posited by Christopher Bollas (2018) — a
form of knowing that does not require language. In following the “here-and-now” truth of
these narrative ghosts, the literature cited within this paper is also stated in the present

tense (rather than the historical past tense).

The processes of psychotherapy itself may therefore be usefully illuminated by studying
ECES. Discrete shock or trauma, conscious and unconscious memories, affects and beliefs, as
well as relationships with others are all implicated in an event such as ECES. Psychotherapy
provides a unique opportunity to untangle the necessary psychic sacrifices made to survive

or adapt at such an early age as they persist in the present moment.



1.2 Aims & Objectives

The aim of this research is to explore the experience of ECES, and in doing so inquire how
a discrete childhood episode (such as surgery) may provide an example of the delayed
attempts at the “working-through” (Freud, 1914; Winnicott, 1997) of a truncated childhood
process. This research examines how psychotherapy can usefully play a role in facilitating
this working-through process, where the challenge of human maturation cannot be handled
alone, but needs the resource of others to find a way home (to the allegorical Kansas, or

wherever may represent an achievement of actualisation).
The objectives are to:

e Explore and describe the experience and meanings, including implicit, that people
(now in adulthood) give to a significant childhood surgery or hospitalisation.

e Provide a psychotherapeutic framework to consider any patterns within this
experience and the manner in which therapy can work to untangle the long tail of
this once-required adaptation.

e Critique the awareness of ECES within psychotherapy practice, and consider the
value of an elevated awareness of this type of experience both for the benefit of the

client and broader collective awareness.



“Toto, I've a feeling we’re not in Kansas anymore.”
(Dorothy in The Wizard of Oz, 1939)

2. LITERATURE REVIEW

2.1 Introduction to Literature Review

This research topic straddles the realms of empirical and interpretive sciences, often a
stormy marriage of epistemologies. As Jung, introducing a seminar on childhood dreams and

their meanings, puts it:

We are in the same situation as any natural scientist, who also deals with
phenomena that do not reveal their meaning and conformity with a natural law [...]
We are facing the difficult task of translating natural processes into psychical
language [...] It is an attempt to replace strict causality with an inter-woven action of
conditions, to extend the unequivocal connection between cause and effect with a
connection open to many interpretations. Thus causality as such is not abolished, but
only adapted to the multilayered material of life. (Jung, 1936, p.5).

This literature review thus starts out from the contrasting epistemologies of empirical
medical research and interpretive narrative theory, from what they reveal about ECES with
their distinctive biological and biographical lenses. A following section on developmental
theories begins to show an accommodation of empirical and subjective perspectives
together. Literature on implicit memory and its formation follows, and finally we review how

some psychotherapeutic modalities have interacted with ECES to date.

2.2 Medical Research around Childhood Surgery Experience

A report for the Royal College of Anaesthetists of the United Kingdom and Ireland (Pandit
& Cook, 2014) opens with an account from — at the time of her orthodontic operation —a 12

year-old girl. She awoke (though still in paralysis) during her operation and was terrified by



the experience, which she compared to a near death experience, as well as additionally
suffering as a result of the denial by those around her of her experience in the long
aftermath. Pandit and Cook’s (2014) survey of reported accidental awareness during surgery
found that 41% of patients with such awareness reported moderate or severe longer-term
psychological sequelae, although the reported incidence was low?. Mashour et al. (2011)
state a rate of interoperative awareness as “1 or 2 in every 1,000 surgical cases”, for
instance, which is nearly 40 times more common than the measure stated by Pandit and
Cook, and supports the case to examine this overlooked experience and its possible
consequences in psychic development. In a response to Pandit and Cook’s research, retired
anaesthetist I.F. Russell relates the recollection of a 3 year-old of her surgery, much to her
caregivers’ surprise, and queries if Pandit and Cook’s methodology is sufficiently broad to
pick up this type of incidental awareness (Russell, 2016). The present ECES study further
seeks to track the potential effects of surgery more broadly than the scope of what might be

given a PTSD diagnosis.

A review of the study of anesthetics on the neurodevelopment of children (Warner,
2018) and the risk of neurotoxic exposure highlights the research difficulty in finding
neurodevelopmental consequences many years down the road from surgery, as any
emergence may be affected by mitigating influences. The review also suggests that such
risks are much diluted in the overall group or population (whilst being significant possibly to
some individuals), and that we are collectively at the beginning of the kind of long-term
cohort analysis that might yield actionable findings. This ECES investigation approaches this
research difficulty from the phenomenological perspective of actual experiences as

recollected by adults, rather than tracing prevalence or long-term cause-and-effect.

2 Pandit & Cook (2014) found a prevalence of reported awareness of between 1 in 670 and 1 in 136,000
procedures depending on the type of surgery.



In a study on paediatric awareness during anaesthesia Andrade et al. (2008) found that
incidence of awareness in children is 8 times that of adults, measured by postoperative

recall, and occurred at a rate of 1.1% in their cohort of 184 (aged 5 to 18 years).

A study by Andrew Davidson (2007) on memory formation in children during anesthesia
suggests that implicit memory formation is more likely in children than adults, pointing out
that, developmentally, children form implicit memories far earlier than explicit memories.
Whilst pointing out the difficulties in researching the area and the failed attempts to date to

establish hard evidence of implicit memory formation, Davidson states the following:

From the published cohort studies, however, there is some suggestion that for a
substantial proportion of childhood awareness experiences may be significantly
different to that typically described by adults [...] While there is some evidence
emerging to suggest awareness in children is usually (but not always) a different
phenomenon to awareness in adults, the exact incidence, causes, consequences and
best strategies for prevention remain largely conjectural. (Davidson, 2007, p. 420)

It is also worth noting that Davidson (and many of the other studies mentioned, including
Pandit & Cook, 2014) point out that awareness or memories during anesthesia may not be
distressing. While this is indeed a useful point to remember, it still poses the question as to
how such experience is interpreted and in what way might it be formative, which this study

in part investigates.

A recent surgical study by Vallejo et al. (2019) reports how anaesthesia may be used to
alter memory. The researchers altered the pre-operative experience of 50 patients
undergoing endoscopic surgical procedures for medical reasons. They showed the patients
some emotionally negative slides 7 days before the procedure, then re-exposed them on the
day of the procedure. This reactivation was immediately followed by the anaesthesia (and

medical procedure), which had the effect of impairing memories connected to the negative



slides. The findings suggest a treatment path where traumatic memories could be weakened
by an adaptation of such a methodology, using anesthesia to amend the reconsolidation of
the troubling recollections. This is a particularly mechanical implementation of the
phenomenon of unrelated memories being manipulated during surgical experience (not
simply memories of the surgery itself). It thus also demonstrates that the experience of deep
sedation and anaesthesia can have psychological effects on memory outside of the

experience of surgery itself.

2.3 Narrative in Meaning-Making

In contrast to biology, an interpretative lens may be adopted through narrative theory
and with reference to archetypal stories. In discussing how interpretations of events in
family systems give rise to identity and meaning-making, narrative-theorist Michael White
puts forward the idea that an internal conflict arises when a person cannot make sense of

their experience with the narrative given to them:

[...] we make the general assumption that persons experience problems, for which
they frequently seek therapy, when the narratives in which they are "storying" their
experience, and/or in which they are having their experience "storied" by others, do
not sufficiently represent their lived experience, and that, in these circumstances,
there will be significant aspects of their lived experience that contradict these
dominant narratives. (White & Epston, 1990, p. 14-15)

This research will give direct accounts in the Findings chapter of the difficulties arising
from “given” narratives passed from adult to child, and the long journey to rewrite these

stories.

Joseph Campbell, in The Hero with a Thousand Faces (2017) relates evidence of the role
of archetypal wisdom stories (monomyths) for understanding the relationship between the

individual and the whole, as it has been curated in folklore and allegory over many lifetimes



and generations. In her introduction to the 2004 editions, Clarissa Pinkola Estes poetically

evokes the nature of human experience that wishes to make itself known:

Story erupts, no matter how deeply repressed or buried. Whether in night-dreams, or
through one's creative products, or the tics and tocks of neurosis, the story will find
its way up and out again. (Campbell, 2017, p .xli)

Further examples of the value (and evolving nature) of a narrative process in depicting
childhood shocks such as ECES can be witnessed in biographical works. Etherington, using an
autoethnographic® narrative inquiry into how people chose resources to deal with their own
childhood trauma, finds that such story-telling “could create personal and social change”

(2005, p. 302) as an outward path for creating a safe environment.

Therapist Annie Rogers, in her absorbing memoir-cum-case-study, A Shining Affliction
(1997), narrates her troubling experience of coming to terms with an invasive early
childhood medical procedure which surfaces in a parallel process to her engagement with a
child client in therapy. She lays out the experience of her implicit defences that made her
withdraw, and also the will to make progress. In the scene below, she evokes the safe space

that her therapist (Blumenfeld) facilitates to unearth her own implicit memories:

In the place where there is no memory, words terrify. Thoughts come to me fully
formed, as if dropped down into my ordinary stream of consciousness. In the place
where there are no words, images terrify. | find a series of paintings that | don’t
remember painting. In the place where there are no images, even fleeting sensory
impressions terrify. Blumenfeld is making room for terror. The things | bring into his
office seem disconnected from one another and from me. There is no coherent
present or past. In terror, the present as well as the past are obliterated. Yet
Blumenfeld makes room for past and present when he says, “There will always be
room for your things and your missing things in my closet.” (Rogers, 1996, p. 177)

3 A blend of ethnography and autobiographical writing (Reed-Danahay [1997] as cited in Etherington, 2005,
p.302)



Her ultimate reconciliation with the implicit trauma she suffered can be summed upin a

line she offers her own child-client: “What you fear most has happened already” (p. 234).

2.4 Developmental Theories & Attachment

Jean Piaget, as discussed by Davenport (1994), produced a significant model of
intellectual development from a behavioural and cognitive point of view. He labelled four
identifiable stages of development as the sensory-motor stage, the preoperational stage, the
concrete operations stage and the formal operations stage. A relevant consequence of
Piaget’s work to ECES is the understanding of a child’s developmental capabilities and, for
instance, the delayed awareness of a theory-of-mind in others, in being able to take into

account the perspectives of others.

John Bowlby contributed the biologically-based Attachment Theory, later grounded in
much research by Ainsworth (as discussed by Wallin, 2007), which suggests that babies are
born with biological instincts which lead them to seek closeness to their caregiver and see
the caregiver as a secure base from which to explore. Depending on how this relationship
evolves, then, an attachment style develops which puts in place an initial internalised model
of the world. As Wallin suggests, “these ‘rules of attachment’ are quite literally rules to live
by” (Wallin, 2007, p. 35). Wallin characterises the strength of these first patterns of secure,
avoidant, ambivalent or disorganised attachment as adhesive in their nature, not likely to be
easily discarded, perpetuating feelings and behaviours into adulthood and parenthood, and
corresponding even into the next generation. Therefore, events that challenge attachment

(such as ECES) can have significant and often unacknowledged consequences.

Stephen Johnson (1994) adds a psychoanalytic and somatic theory of character styles or

“constellations” that continue into adulthood, and which derive from the inevitable difficulty



when the environment does not meet the expectations of the child. He utilises a model of
character development that goes through five stages: 1) self confirmation 2) negative
environmental response 3) organismic reaction 4) self-negation 5) adjustment process. It is
in the responses selected in stages 4 and 5 that a character style (or the lesser tendency of a
character trait) is developed, according to this theory. For ECES, it can be imagined that
stages 2 to 4 may be compressed into a very short intense timeline. These inner conflicts are
dealt with in whatever way works for the child (splitting or repression for example). These
good-enough at the time defences are prone to remain in place and be repeated over and
over until such time as developmental and environmental conditions allow for the repressed
material to be brought back into consciousness, and different options explored, perhaps

decades later, in safe enough settings such as psychotherapy.

Johnson’s work is also influenced by the somatic theories of personality put forward by
Wilhelm Reich and Alexander Lowen. Reich posited that psychological defences crystallised
in the body itself, becoming character structures (as discussed by Lowen, 1994). These
outward manifestations may be read in body posture and muscular contraction or other
physical symptoms. Evidence will be presented in the Findings chapter of additional somatic

symptoms occurring in people with ECES.

Erickson (1975) reoriented the psychoanalytic consideration of motivation towards a
psychosocial reading of the maturation process, rather than Freud’s instinctive formulation
of human drives and stuck points (or fixations) of development (as discussed by Davenport,
1994, p. 91-96). Erickson (1975, p. 21-32) recounts the case of “Sam”, a willful 3 year-old
who develops epilepsy that appears to be triggered by psychic stimulus (his grandmother
being taken out in a coffin, for instance). What is pertinent for this research is Eriksons’s

analysis of the ordinary mix of maturational tasks (re-directing his aggression), social tasks



(accommodating his mother’s behavioural demands) and meaning-making (wondering if he
might disappear like his grandmother) adapted to by Sam, alongside a slightly unfortunate

maladaptation, which led to his psychological treatment.

Erickson postulates an inherent process called “the organisation of experience in the
individual ego” whose function is to protect and prepare the individual “for shocks
threatening from sudden discontinuities in the organism as well as in the milieu” (p. 30). An
episode of hospitalisation and/or ECES could give grounds for such a shock. Erickson outlines
8 developmental phases occurring throughout life as critical psychosocial steps that must be
addressed (trust versus mistrust, autonomy versus shame, etc.), and makes the case that
future challenges are influenced in a consequential manner by how prior challenges shaped
the individual’s responses. It is interesting to note the episodic or “turning points...
moments of decision” characteristic (p. 243) of integration/retardation that Erikson

proposes, which might be formed via an ECES or hospitalisation.

In more recent years, Bessel Van der Kolk (2017) makes the case for a better appreciation
of the effects of childhood trauma, and how traumatised children's experience may cause
them to behave in a manner where they are unfairly and unhelpfully labelled or stigmatised

as “oppositional, rebellious, unmotivated and antisocial” (p. 5):

Being left to their own devices leaves chronically traumatised children with deficits in
emotional self regulation. This results in problems with self definition as reflected by
1) a lack of continuous sense of self, 2) poorly modulated affect and impulse control,
including aggression against self and others, and 3) uncertainty about the reliability
and predictability of others, which is expressed as distrust, suspiciousness, and
problems with intimacy, and which result in social isolation. (p. 7)

Whether this type of consequence is the result of discrete one-off shocks or multiple

events is an ongoing interest of research. The Adverse Childhood Experiences studies



indicate a cumulative risk from such events (Felitti et al., 1998). Janoff-Bulman (2010) also
proposes how fundamental presumptions of a world infused with benevolence and
meaningfulness can be shattered in a single traumatic episode. This ECES-focused study
further investigates the possibility of consequences even beneath the threshold of what

would be recognised as comprising trauma.

On a broader constructive-developmental canvas, Kegan (1980; 1982) offers what he
terms a neo-Piagetian model of lifelong development: meaning-making. Kegan’s model
attempts to fit together understandings from psychology, philosophy and biology from the
work of Piaget, Kohlberg, Maslow, Gilligan and many others (Kegan, 1982, p. 87). He
proposes “it is not that a person makes meaning, as much as that the activity of being a
person is the activity of meaning-making” (Kegan, 1982, p. 11). Kegan (1980) proposes that
developmental change, as well as being potentially distressing, involves recalibrations of the
distinctions between self and other. This process of development happens across a lifetime
and across aspects of biology (impulses and senses, for example), understanding of self
versus other, and a wider understanding of human culture. On commenting on Rogers’
self-actualising tendency (Rogers, 1951), Kegan (1982, p.4-7) suggests this skips too neatly
over the truces that need to be made between defences and drives towards enhancement.
Kegan’s model bears comparison to Erikson’s stages of development, but seeks to broaden
the sweep of an individual’s evolution even further to include levels of whole cultures and
societies. It points towards the many influences that propel humans towards raised
awareness of self and others where conditions allow, which this study examines in the

accounts of the participants.



2.5 Implicit Memory, Unconscious Processes and Childhood

This section reviews literature from both psychoanalysis and interpersonal neurobiology,
which depicts some of the biological thrown-ness? of humans from their first days in the

world.

Sigmund Freud re-ordered the understanding of the hierarchy of influences of conscious
and unconscious processes, beyond what had been previously considered in Western
society, stating “l handle unconscious ideas, unconscious trains of thought, and unconscious
impulses as though they were no less valid and unimpeachable psychological data than
conscious ones” (Freud, 1905). Freud, in particular regard to childhood, laid out theories on
phases of development, models of unconscious repression, and the role of dreams. In
explaining repression as being the installation in the psyche of a pattern that repeats

compulsively, Freud offered the following:

We may say that the patient does not remember anything of what he has forgotten
and repressed, but acts it out. He reproduces it not as a memory but as an action; he
repeats it, without, of course, knowing that he is repeating it. (Freud, 1914)

Freud also offers that “the symptom is a substitute for what did not happen” (Freud,
1916). These intuitive grasps onto difficult hidden causes and effects have served those who
have come after quite well, even as some of Freud’s interpretations are now seen as poor
evaluations of the underlying processes (for example, see Paul Renn’s 2012 modern

appraisal, as discussed later).

On the subject of infantile amnesia, Freud offers two insights relevant to this research

area. Firstly in Remembering, Repeating and Working-Through (1914) Freud opines,

4 Thrown-ness in Heidegger’s sense of the existential “givens” of birth over which we have no say (as discussed
by Dahlstrom, 2013, p.213)



“...childhood amnesia, which is theoretically so important to us, is completely
counterbalanced by screen memories. Not only some but all of what is essential from
childhood has been retained in these memories”. It is worthwhile noting the carrying forth
of something essential per this description, something that refuses to be forgotten.
Secondly, Freud posits an early description of implicit unconscious somatic memory. He says
“These are experiences which occurred in very early childhood and were not understood at
the time but which were subsequently understood and interpreted” (Freud, 1914). We have
in this line the theme of active meaning-making, in a perhaps time-delayed manner, perhaps
by many decades. We shall hear an account of this precise circumstance and repeating

patterns in the Findings chapter.

Carl Jung describes the impact of the unconscious even more forcefully: “Until you make
the unconscious conscious, it will direct your life and you will call it fate” (Jung, as cited by
Burton, 2012). Jung and Freud are both pointing to the imperative of understanding the
history of one’s unconscious content in order to gain a renewed freedom from the present

influence of outdated responses.

Psychoanalyst Paul Renn in The Silent Past and the Invisible Present (2012) marries a
discussion of modern neurobiological, psychoanalytical and psychodynamic research and
perspectives in his discourse. Adding research from the complementary field of
neuroscience, Renn summarises a new and different understanding of what Freud had called
the dynamic unconscious and its content of repressed awareness of what was once

consciously known:

By contrast, implicit memories arise in early development as a natural consequence
of such everyday repetitive and habitual experiences as perceiving, relating, and
acting. Implicit memories of a traumatic or nontraumatic nature may then be
enacted in behavioral terms in the form of emotional procedural memories in
contexts that cue the retrieval of such memories. (Renn, 2007, p. 56)



This new understanding highlights the role of circumstantial givens (or existential
thrown-ness) in shaping our present moment here-and-now in powerful ways, of which one

may or may not be aware.

Renn (2012) also summarises the development of thinking on the topic of explicit and
implicit memory. He summarises that implicit memories can be formed much earlier in life,
perhaps even prenatally, while the biological requirements for explicit memory come into
place typically between the ages of 3 and 5. Renn discusses the eminence of implicit memory
in procedural memory formation, which allows us to do many things without being
conscious of the steps in doing them. This unconscious process can range from blithely riding
a bicycle to habitually orienting towards risk or danger signals in the environment. Renn also
discusses the “neural Darwinism” of memory, evolving and being reconstructed anew in
each recollection of an event. This supports the theme of ongoing meaning-making
associated with memory over a lifetime. In discussing the effects of early trauma on
childhood development, Renn references research by Lyons-Ruth et al. (1999) on the
intersubjective attachment systems where “subtle aspects of the relationship seemed to be
involved, rather than gross abuse, neglect or abandonment” (p. 21, italics added). This
supports the finding that such experiences can be formative even below the level of what

would be considered traumatic.

Weinberger and Stoycheva (2019) present another integration of thinking from the fields
of neuroscience, psychology, biology and psychoanalysis. They characterise unconscious
processes as “frequently broad, expansive, and uncritical [...] often global and holistic [and]
can operate simultaneously” (p. 131). In contrast, conscious processes are selective and

restrictive and have the characteristic of “the restricting effects of awareness” (Spence



[1964] as quoted by Weinberger and Stoycheva, 2019, p.74). This suggests that unconscious

processes can produce levels of defence against conscious self-agency.

In discussing what they term the normative unconscious, Weinberger and Stoycheva
(2019) summarise eight processes that have wide empirical support. These are: “cognitive
heuristics, implicit memory, implicit learning, implicit motivation, automaticity, attribution,
affective primacy and salience (or salience generally), and embodied cognition” (p. 135). The
experience of childhood surgery has the potential to carry forward rich content in the classes

of implicit memory and implicit learning.

Weinberger and Stoycheva also provide a useful definition for implicit memory: “implicit
memory is inferred when a person does something that indicates she was influenced by a
previous event, even though she denies having experienced or recalling that event” (2019, p.
141). Note that a person with an ECES may recall the event without recalling its influential
details. Weinberger and Stoycheva further summarise evidence that the capacity for implicit
processes such as implicit memory and implicit learning are present from birth in a manner
that conscious explicit memory is not. For example, language and grammar is understood to

be learnt implicitly, even before arrival at the threshold of childhood amnesia.

Allan Schore (2000; 2009) has written extensively on the differing modes represented in
the left-brain and right-brain in perceiving the world, and consequently the value in a
psychotherapy setting of facilitating what he terms right-brain to right-brain communication
between client and therapist. Siegel gives this useful thumbnail sketch of the split brain
modes: “Left — Later developing, Linear, Linguistic, Logical, Literal, Labels, and Lists. Right —
Early developing, Holistic, Nonverbal, Images, Metaphors, Whole Body Sense, Raw Emotion,

Stress Reduction, and Autobiographical Memory” (Siegel, 2010, Chapter 6, Section 3, para.



8). In his paper on “Right-Brain Affect Regulation”, Schore makes the case that unconscious

emotions/affects express a form of dissociation:

| argue here that unconscious affects can best be understood not as repressed but as
dissociated affects. Later-forming repression is associated with left-hemispheric
inhibition of affects generated by the right brain, whereas early-forming dissociation
reflects a dysregulation of affects resulting from the dis-integration of the right brain
itself. (Schore, 2009, p. 115)

This conceptualisation again brings up the idea that different lines of development
happen at different paces within a single individual, and that some mental pathology can be
explained in part by this mismatch between late-blooming cognitive maturation and
ever-present affective awareness. This is also a recipe for delayed meaning-making

associated with ECES.

For the role of therapy , Schore strongly makes the case for an interpersonal regulatory
psychotherapy model, focusing on the co-regulation of feelings, unconscious as well as

conscious:

| have delineated the central role of implicit right-brain to right-brain nonverbal
communications  (facial expression, prosody, gesture) in unconscious
transference—countertransference affective transactions—an essential treatment
element of severe psychopathologies and a common mechanism of all forms of
psychotherapy (Schore, 2009, p. 127-128)

Schore comments that this type of work requires a high level of commitment by the
participant and therapist, demanding a high level of affect tolerance by the therapist to
withstand the potential enactments of the participant. In keeping with many models of
trauma treatment (Ogden and Minton, 2000; Levine, 2008), Schore comments on the need
to stretch to the edges of what feels safe into feelings of danger that amount to “affectively

tolerable doses” (p. 130) so that the participant can experience this previously dysregulating



state as having the capability of being managed back to balance. He further opens up a
dialogue as to whether the “window of tolerance” (Siegel, 2015) is broad enough, being a
cognitive-control model associated with left-brain functions, and that the therapeutically
useful challenge to affect-tolerance (associated with right-brain functions) is played out

within a co-constructed intersubjective field, partly at an unconscious level.

The Interpersonal NeuroBiological (IPNB) approach advocated by Siegel, Schore and
others takes account of the finding of mirror neurons, which have been described as the
“neural substrate for empathy, affect attunement, mentalizing, and intersubjectivity”
(Wallin, 2007, p. 77). This approach has the promise of a model of co-regulation between
therapist and client, which can act like an “auxiliary cortex” (a phrase used by Ogden and
Minton, 2000), allowing more of what the client finds dysregulating into consciousness for

working through. Siegel summarises its use in therapy as follows:

[this] allows patients to understand the origins of their disturbances. Such reflections
must take place within the therapeutic attachment setting, which allows the mind to
experience intensely dysregulated states and learn — dyadically at first — to tolerate
them, then to reflect on their nature, and eventually to regulate them in a more
adaptive manner. This expands the windows of tolerance [...] Much of this emotional
processing is in its essence nonverbal. (Siegel, 2015, p. 332-3)

This approach is also influenced by the work of Stephen Porges and Polyvagal Theory
(2017) which proposes a hierarchical perspective on the autonomic nervous system rather
than simply a balancing mechanism between sympathetic and parasympathetic nervous
systems. A further consequence of this for the possibility of therapeutic change is that some
levels of interpersonal perception are simply not possible until subconscious safety needs

are met. This may be relevant to the degree that ECES alters perceptions of safety.



2.6 Psychotherapeutic Responses to Surgical Experience

While the range of ECES and its presentation in psychotherapy has not been the subject
of a dedicated scholarly work (aside from individual case studies), the experience is
represented occasionally within some psychotherapeutic literature. This section reviews
some examples from the modalities of Somatic Experiencing and an interpersonal relational

approach.

Psychiatrist Lenore Terr defines childhood trauma as “the mental result of one sudden,
external blow or a series of blows, rendering the young person temporarily helpless and
breaking past ordinary coping and defensive operations” (Terr, 1991, p. 323). Her 1991
paper on childhood trauma suggests this results in 4 characteristics: “1) strongly visualized or
otherwise repeatedly perceived memories, 2) repetitive behaviors, 3) trauma-specific fears,
and 4) changed attitudes about people, aspects of life, and the future” (p. 324). Terr
compares type | (single shocking intense terrors — as may happen with ECES) — with type |l
(repeated ordeals). She highlights the likelihood of highly detailed memories, omens
(cognitive reappraisals), and misperceptions associated with type | trauma compared to the

repressive denials or disturbances more likely with type II.

Terr’s 2013 review of treatments (during childhood) for childhood trauma proposes the
use of therapeutic tools including abreaction (allowing emotional expression, including by
play or art therapies), cognitive context reframing, and creative corrective fantasies. Terr
also references the establishment of “life themes” (2013, p.54) that can emerge from a
trauma, comparing two brothers who endured a similar childhood sexual trauma, one of
whom as an adult pursued a combative (attorney) role compared to a protective

(anesthesiologist) role of the younger brother, yet both appeared to live out a response that



gave meaning to their life based formatively on their trauma without explicitly
acknowledging it. This current study posits that the same etiology may exist for some psychic
difficulties with shocks or trauma as may occur with ECES. In discussing repetitive
behaviours, Terr suggests how this can become a life-long displacement activity in behaviour
or artistry, and references the lives and works of Alfred Hitchcock, Edgar Allen Poe and

Virginia Woolf as exhibiting re-enactments of childhood traumas (p. 325).

Somatic Experiencing (SE) is a bio-psychological model of therapy developed by Peter
Levine (2008; 2012) used to treat trauma and other somatic or nervous system
dysregulations. This body-sensation-first orientation shares common ground with
Sensorimotor Therapy (Ogden & Minton, 2000), and the approach of many other
practitioners which focus on psychophysiology (Rothschild, 2000; Van der Kolk, 2015;
Erskine, 2015; Siegel, 2015). SE aims to “enhance the client’s ability to access bodily
sensation, technically called interoception” (Levine, Blakeslee & Sylvae, 2018, p. 620). Levine
posits that traumatised individuals tend to draw inwards or dissociate. Levine (Levine et al.,
2018) proposes that working dyadically with a therapist allows a client to avoid the
incapacity habituated in the original experience and thereby re-frame the event,
“reorganiz[ing] the way this memory [is] held, facilitating a new understanding of the

temporal sequence and its meaning” (p. 625).

In a wide-ranging case study and literature review, Riordan, Blakeslee and Levine (2017)
discuss the successful treatment, via play therapy and SE, of “Little Bill”, a 30 month-old
toddler, who underwent two surgical procedures (which included restraint trauma and tonic
immobility), and subsequently showed signs of disorganised attachment towards his mother.
The case study outlines a protocol that allowed the toddler to achieve dyadic completion,

being the re-installing of a feeling of soothing and safety from his mother via iterated play



scenarios that included physically running to mother, an action that was traumatically
truncated in the second surgical experience. In a recommendation echoes by this ECES
study, Riordan et al. (2017) propose psychoeducation for parents and nurses trained in
somatic soothing be included in child-surgery settings, as well as including early childhood
post-surgical trauma on the list of potentiators for Developmental Trauma Disorder (Van der

Kolk, 2014).

Psychoanalyst David Levit (2018) characterises the approach of SE as potentiating the
client’s own ability to self-regulate, through moving in and out of levels of activation
(referred to as pendulation), rather than relying on the (borrowed) agency of a therapist.
Levit offers an interesting integrative use of psychoanalysis and SE in his case study of “Sue”.
He combines analytic perspectives on trauma (including regression, splitting of the ego,
disintegration, paranoid-schizoid organisation, fragmentation of Self) with the
neurobiological-based capacities potentiated via SE and other body-focused approaches. In
relating the success of working with Sue in this way that integrates two approaches to
therapy, Levit provides case material to suggest that the therapeutic process is sometimes
best served by what might appear to be psychoanalytically incongruous interventions (he
exhorts her “maybe it would be better if you just didn’t go there right now” [p. 9] at a point
of potential dysregulation), even as outcomes can be described in hindsight in analytic terms

(Sue’s “lessened vulnerability to transference,” [p.22] for example).

Janina Fisher (2017) proposes an approach to trauma therapy that combines the somatic
perspectives of Bessel Van der Kolk (2015) and the psychological internal-family-systems
approach of Richard Schwartz (Schwartz & Sweezy, 2019). This approach seeks to reconcile
fragmented “parts” of the self that provided protective functions at an early time of crisis,

but did so by introjecting implicit burdens or beliefs which remain dysfunctional to the



extent that they remain subconscious. This is another example of an approach that, while
explicitly directed towards developmental trauma, may also provide an appropriate
framework for repressed shock trauma if it is appropriately calibrated for the differences in

client presentation and symptoms (as suggested by Terr [2013]).

Richard Erskine’s Relations Patterns, Therapeutic Presence (2015) is an integrative
psychotherapeutic approach, and contains another relevant case study in early
hospitalisation (p. 62-70). “Kay” is a 54 year-old woman suffering from a sense of loneliness
and anger at feelings of being controlled by others. Erskine is her third therapist, and a
significant unfolding in the therapy room happens by the felicitous appearance of a spider
(the Toto-like jester in this story) climbing up and down a thread from the ceiling above.
Initially thrilled, and then withdrawing, Kay remarks that a spider had been her only friend
while she had lived in an iron lung for 2 years from age 2 to 4. Kay had never thought to
mention this to previous therapists or in a full year of work prior with Erskine, assuming it
would be of no interest (as had been her relational experience in hospital). Erskine describes
the ensuing work as a slow patient dyadic re-regulation of Kay’s present day experience,
which unconsciously communicated her implicit (pre-verbal and never-verbalised) memories
of the hospitalisation experience and her unmet (non-memory) relational needs. Erskine
frames in-depth psychotherapy as a raising into consciousness of what was heretofore an
unconscious relational need (or needs), even as the person persists in suffering the lack of

that relational satisfaction unknown to themselves.

Erskine has a particularly phenomenological approach which tracks the cognitive,
behavioural, affective and physiological aspects of human experience, crossed with their

relational components. In following the line of Perls, Erskine supports the notion that rather



than being a distinct part of the mind, the unconscious is a process, “a loss of awareness”

(Perls, Hefferline, & Goodman [1951] as quoted by Erskine, 2015, p. 58)

In response to current neurological research and contemporary psychological theory,
| no longer think of a dynamic unconscious as formed exclusively from defensive
repression; rather, | view it as an expression of developmental and neurological
processing of significant experiences. (Erskine, 2015, p. 57)

This approach again reinforces the challenging edge of this type of in-depth therapy work
that dares to delve into what, at some level, wishes to remain unknown (including ECES

adaptations).

2.7 Summary of Literature Review

This literature review has examined research surrounding the experience of childhood
surgery using lenses from differing epistemologies, both objective science and qualitative
research. The medical research presented points to a significant prevalence of surgical
experience with psychological sequelae, how this may be stored in memory differently for
children and adults, and how anaesthesia has the power to alter how memory and meaning

are stored.

Interpretative and narrative research has been presented which makes the case that
meaning-making is affected by the stories we are given and the self-actualising capabilities

of new narratives.

The developmental and attachment theory literature presented makes the case that
different levels and capabilities of awareness develop at different times in humans as they
grow through childhood, and these capacities for awareness are mediated both by biology

and other people.



The review of psychotherapeutic approaches to ECES demonstrate how differing
modalities approach the re-framing of ECES with particular attention to working in a
co-regulating way with somatic signals and implicit unspoken awareness. It also suggests a

significant research gap in this area.

It is tentatively suggested that there has been a research focus on the etiology of
developmental trauma more than shock trauma. The effects of shock trauma (per Terr,
2013) are not as noticeably impactful on the capability to create relationships, and hence are
prone to be overlooked. It may also be presumed that the sources of shock trauma are
obvious. Yet in this overlooking it may be that something important is (again) being

neglected.



"But isn't everything here green?" asked Dorothy.

"No more than in any other city," replied Oz;

"but when you wear green spectacles, why of course everything you see looks green to you.”
(The Wizard of Oz, 1900)

3. METHODOLOGY

3.1 Rationale for Chosen Methodology

This research project aims to methodologically study the formative influence of an
episode such as ECES on how lives are lived now as adults. The philosopher Heidegger
proposes that it is not possible to separate an objective view of reality from the givens of our
perceptual lenses, as he “questioned the possibility of any knowledge outside of an
interpretative stance”, as Smith, Flowers and Larkin put it (2009, p. 16). From this existential
point of view, what is possible is only an evocation of experience, not perfectly reflecting
that experience, yet communicating some useful essence that can be repurposed and

illuminate our own meaning-making decisions.

A Narrative Inquiry methodology was initially considered for this study. Narrative Inquiry
“represents people’s stories as told by them, which challenges traditional and modernist
views of truth, reality, knowledge and personhood” (Etherington , 2009, p.3). This approach
leans into the value of individual stories as unique valid perspectives outside dominant
discourses, and can surface ““local’ stories that highlight differences and unique stories
which contribute to the creation of new narratives that help deconstruct and complement
existing discourses” (Etherington, 2005, p.299). The researcher felt that, whilst prioritising
personal narratives, an analytically-oriented methodology would be more likely to surface

insights from the collective experiences of the participants.



Therefore an Interpretative Phenomenological Analysis (IPA) methodology was chosen,
wherein semi-structured interviews would allow the phenomena of the surgical experience
(and its consequences) to be explored, and a systematic analysis hermeneutically deliver

insights across the accounts of the participants.

Smith et al. (2009) make a strong case for this type of qualitative research which has a
radically different epistemology to objective scientific measurement. They discuss the
shortcomings of objectified quantitative measurement as the “problem with nomothetics”
(p. 32), in that the process of abstraction causes the loss of information and meaning. While
guantitative measurements have great use in the creation of objective re-creatable
knowledge and experimentation, this research is not aimed towards the quantification of a
particular experience, but rather the potential existence of a similar type of experience and

some of its characteristics.

3.2 Characteristics of Interpretative Phenomenological Analysis

An IPA creates data through the analysis process, which abstracts themes from the lived
experience of the interviewees. Staying close to the lived experience, as reported, means
staying faithful to the phenomenological aspects of experience — sensations, feelings and
perceptions. For this study’s participants, we are investigating their recalled experience of
the surgical episode, as immature in its perception as it was, as well as their present day

lived experience and the manner in which this is still influenced by that surgical experience.

The methodology of an IPA in some sense takes on what is sometimes referred to as “the
tragic dimensions of human existence” (IAHIP Code of Ethics, 2018, p. 2). This can be taken
to refer in part to the isolation or unshareable quality of one’s experience, even in language,

the potential freedom to choose meaning, and the brief window of consciousness we are



afforded to exercise such choices before the final curtain is drawn. These existential givens
(discussed by Van Deurzen, 2014), despite their apparent solemnity, can be parsed into

illuminating subjective and objective parts using tools of investigation and interpretation.

As Smith et al. propose it, an IPA does not attempt to make sense of the whole of human
experience but “has the more modest ambition of attempting to capture particular

experiences as experienced for particular people” ( 2009, p. 19).

Hermeneutics refers to the study of interpretation, and an IPA is classically described as a
double-hermeneutic, as it chains the interpretation of the researcher on to the participants'
accounts of their own experience, as they interpret it. In this study, it is possible to suggest
that there is a triple hermeneutic lens in use — the participants are interpreting their account
of their current selves as well as using their current-age self to examine the experience of
themselves at a very young age (18 months, 5 years and 7 years respectively). While there is
the obvious continuity of the life lived between their child-selves and adult-selves, it is clear
that a different, more mature, interpretative character structure has evolved over the years.

The researcher’s perspective then adds a third level of interpretation.

Smith et al. (2009) contrast the interpretative positions of “a hermeneutic of empathy
and a hermeneutic of suspicion” (p. 37). The former leans towards painting a picture as if
walking in the footsteps of the participants, whereas the latter generally disregards the
preeminence of the participants’ perspectives in favour of a theoretical perspective that
does not require taking on the participants worldview. Smith et al. discuss the fine line
walked in pursuing an IPA that is faithful and grounded in the participants' accounts (p.
104-105). This is not to suggest that a more theoretically-grounded analysis or interpretation
may be wrong, but it has the effect of prioritising the interpretative stance of the researcher

over the collective stance (such as may exist) of the participants. Given that this study aims



to examine evidence for some shared qualities to the experience of childhood surgery, it
leans towards the collective account of the participants and other sources from the
literature, while discussing how these characteristics are given some expression in existing
psychotherapeutic thinking. The following section from Smith et al. neatly reflects the

confinements and the possibilities of the IPA method:

[...] the interpretative analyst is able to offer a perspective on the text which the
author is not. In the context of IPA research, some of this ‘added value’ is likely to be
a product of systematic and detailed analysis of the text itself; some of it will come
from connections which emerge through having oversight of a larger data set, and
some of it may come from dialogue with psychological theory. The possibility of such
an interpretation depends on sharing some ground with the person being interpreted
(2009, p. 26).

3.3 Semi-Structured Interviews

The methodology typically proposes an analysis of interview material. The research aimed
to recruit a minimum sample of 3 adult participant interviewees (within the range of 3 to 6
suggested by Smith et al. [2009, p. 45] ) who had experience of childhood surgery for

interview using a semi-structured interview schedule.

A semi-structured interview schedule contains mostly open-ended questions which allow
the interviewee to expand on their answers, make associations in the moment, and
generally relax into a reflective mode of responding to prompts. It is not required to follow
the questions in a linear manner as might be expected in a survey, for instance.
Psychotherapists are particularly used to this mode of relating, as this activity of inquiring
makes up an essential part of the skill set of a trained therapist. Thus, the participants in this
study were comfortable with this format of investigation which allowed for a unique

reflection on their inner childhood experience, which had not previously been much voiced.



The structural part of a semi-structured interview indicates that a number of questions are

prepared beforehand to ensure that the intended topics for discussion are not lost.

The researcher developed a set of open-ended questions that sought to inquire into the
topics identified at the proposal stage. These questions were shared with peers and
supervisors, which resulted in a helpful process of refinement, clarification and removal of
any tendency towards leading in the way questions were initially framed (see interview
schedule in appendix iv ). This process also added some topics for exploration with
participants which made the research more focussed and relevant to the realm of
psychotherapy. A demographic questionnaire was also drafted to capture some participant

context, and this can be reviewed in appendix iii.

3.4 Sample and Recruitment

The first participant emerged as the researcher made known the theme of the research at
the proposal stage with groups of peers involved in training for psychotherapy. This person
agreed to take part at the interview stage, when it occurred 9 months later in the process.
The second and third potential candidates were found during the summer that followed the
proposal stage, upon the researcher participating in a weekend workshop in the UK on a
body-oriented psychotherapeutic modality. An email to attendees subsequent to the
workshop inquiring as to participation in this research returned 2 respondents. One of these
respondents subsequently became a participant in the study. The other, a therapist with
significantly more professional experience, who might have usefully contributed from that
perspective, was in contact over a number of months, but became unavailable for health
reasons later in the process. A fourth research candidate emerged in a similar manner to the

first, as the researcher discussed the topic of the research with peers in another context.



This candidate then became the third participant in the research. The possibility of recruiting
additional participants was somewhat curtailed by the pandemic circumstances of Spring

2020.

3.5 Overview of Participants

The 3 participants are hereafter referred to by the pseudonyms of Belle, Emer and Tim in
order to provide for their anonymity. Each of the 3 are early-career psychotherapists and all

are in personal therapy and living in Ireland or the United Kingdom.

It is helpful to give a little individual background context to each of the participant’s
surgical experiences and demographics, to the extent that it explains some of the context for

attachment or themes around memory which arose during our interviews.

Emer, the youngest participant at the time of surgery, was under 2 years old at the time.
She awoke from the anaesthesia in an agitated state, and was temporarily “inconsolable” by
the medical team or her mother. This account was, in more recent years, confirmed by her
mother, though Emer herself reported that she had no conscious memory of the episode.
The episode had come up in her personal therapy after some “delving” from her therapist as
to potential sources of her attachment patterns. Emer reported no prior significant

childhood trauma.

Belle was 5-6 years of age at the time of her tonsillitis surgery. She recalled interactions in
the aftermath with her mother (whom she felt abandoned by, although she was close by
“through a screen”) and the medical staff, one of whom broke a toy. Belle indicated that
there was other traumatic material from her childhood. She also indicated a present-day

orientation towards body-focussed therapy both as a client and as a therapist.



Tim was 6-7 years of age when rushed to hospital for an emergency appendectomy. He
has clear memories of his mother’s anxiousness and the medical team’s reassurances, as
well as other ensuing details such as songs on the radio at the time. Tim indicated other
difficult or traumatic material from childhood, although this was not discussed in the
interview. Tim indicated an interest in body-oriented therapy both as a client and a

therapist. However, his surgery episode had not surfaced in his personal therapy to date.



These demographics and dimensions are summarised in tabular form below.

Table 1: Demographics of Participants

Name (pseudonym) Belle Emer Tim
Gender female female male
Age 50-59 30-39 40-49
Psychotherapeutic orientation & Humanistic, Integrative Gestalt
modalities somatic, trauma humanistic
Years in clinical practice 1 2.5 1.5
Age at childhood surgery 5-6 years under 2 years 6-7 years
Indication of prior or co-incidental Yes No Yes
trauma
Age at which surgery experience 40’s / 50’s 30’s never
was discussed (in therapy) (2nd therapist) (2nd

therapist)

3.6 Ethical Considerations

Following the proposal stage, the potential issue of re-activating participants' traumatic
material was raised by the ethics committee overseeing the dissertation process. With this in
mind, the researcher chose not to use a broad range of participants from the potential wider
cohort of adults who have had ECES. Instead, potential participants were restricted to those
who were qualified or in the process of becoming qualified psychotherapists, and thus have
access to therapeutic support if the interview process stirred up some difficult material. It
wasn’t intended that the research rely on the professional psychotherapy experience of the
participants, but that the background of their training and support structures would allow an

investigation into this realm with a reduced risk of reactivating traumatic material. It was



also a potential benefit that the participants' training would heighten the possibility for

insight into their own story of development and change, as impacted by childhood surgery.

3.7 Data Collection & Analysis

After emailing the participants and giving them the opportunity to read the information
sheet on the project (see appendix i), they were contacted to arrange interview times and
settings. Interviews with 2 participants were in person and 1 interview was conducted using
online video and voice. The interviews occurred over a 3 week span and each interview

lasted between 45 and 55 minutes, was recorded and subsequently transcribed verbatim.

The researcher then began the iterative process of reading and re-reading these
transcripts, thinking with the stories rather than about them (Frank, 2013), making notes,
and allowing the voices of the participants to distill such that themes presented themselves
both explicitly and whispered their implicit presence more quietly. The researcher also
re-read the transcripts alongside listening to the recordings as this gave a stronger sense of
the participants and helped clarify what was being communicated where this was not so

clear from simply the verbatim record.

Each transcription was pasted into a word-processing document with a 3-column table
with a wide middle column for the transcript, and smaller left and right columns for notes
(see Figure 1). Notes and initial impressions of the researcher were made in the right margin
of the transcript as read and listened to. These notes would reference the content of what
was being said, the manner in which things were said (for instance, talking defensively or
animatedly, or perhaps incongruent with the material — a matter-of-fact tone in discussing

the experience of pain, for example). Smith et al. (2009) describe these categories of



annotation as being descriptive, linguistic and conceptual. The linguistic annotations also
made references to silences and things that were perhaps not said (for instance, not taking
up a potential invitation to say more about a topic). An example of these steps of the
analysis from the interview with Tim is presented below, showing initial notes about
content, tone and a question to the researcher for himself from the first cycle. The column
on the left shows the emergent codes® and themes of “fear” and “dis-remember”, from the

next (second) cycle of analysis.

! Interviewer 2:28
i And was that scary?

' 1 Tim 2:33

o S 4
| Fear; | It was very scary. Yeah, it was quite an intense experience. But it all Can’t remember
i dis-remember i happens so quickly. | can't remember a lot of it. It's quite... Yeah. ; unscary tone;

suppressed?

Figure 1: Excerpt from transcript

Once the transcript of the first interview was read through and annotated in this quite
free-associative manner, the script was passed through again, noting down in the left margin
the significant theme or idea denoted in the first set of notes. These emergent themes and
ideas were then collated in a table and sorted alphabetically. This process gave a visual first
impression of the data generated by the method. Closely related themes were then
clustered together to form overarching themes, referred to as “superordinate” themes in

the IPA methodology.

Once this process was completed for the first transcript, the same procedure was

followed for the second and third interviews. Smith et al. caution as to the influence of prior

® Codes, in the terminology of IPA, are shorthand phrases used by the researcher to summarise material or
themes (Smith et al., 2009, p.68)



analyses on later analysis (2009, p. 100), where the “fore-structures” of understanding
created by the act of identifying superordinate themes in the first analysis can effect the
analysis and outcome of later transcripts. While unavoidable to some extent, this was in part
offset by separation in time of the analysis exercises (by some days), and the characteristic
of the interviewee’s experiences being sufficiently disparate as to render a sense of

uniqueness to the content and analysis of each account.

Once the three interviews had been analysed in the manner above, the three sets of
superordinate themes and their main sub-themes or codes were assembled beside each
other. The final overarching superordinate themes evolved over a number of iterations by
reviewing the themes from each interview, side-by-side, looking for comparable underlying
themes. The final themes evolved slightly during the drafting phase to include Healing as a

stand-alone theme.



Table 2 below displays the final resulting superordinate themes in the left-most column,

and, to the right, the codes or emergent themes per participant are listed vertically (now

re-grouped by the final superordinate themes).

Table 2: Themes from Participant Interviews & Superordinate Themes

Super-ordinate Themes

Belle

Emer

Tim

Memory Dissonance

Faulty - memory

Dis-remember

Dis-remember

Body-Talk

Body talk Implicit Body-talk
knowledge
Soma awareness Defences
Fear
Dream

Self-Regulation, Co-regulation,
Relationship & Attachment

Narrative Disrupted & Patterns
Repeating

Relational Attachment style Relational ANS
& pattern regulation
Attachment mother
co-regulation
Language language - here & Meaning-weave

now

Patterns repeat

Excess

Patterns

“Told” story

repeating patterns

Past & present tense

sense-weaving

Healing

Soothing ; Inner child

Healing - freedom

Relationally safe

- reparenting

Trauma opposites I Spooky-curious
Shame Secret

Toto

“contributory”

Table 2 also shows the evolution of Tim’s “dis-remember” coded theme (from the Figure

1 example, representing the ambivalent act of remembering while also distrusting the

memory) towards the final overarching theme of “Memory Dissonance”. Some final themes

identified themselves early on (“Memory Dissonance” and “Body-talk” for example) while

other final themes proved a more challenging exercise, which involved putting aside some of
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the emergent themes, even if individually significant (e.g. “shame”) in order to present a

coherent summary picture of the participants’ experiences.



“As for you, my fine friend, you’re a victim of disorganised thinking.

You are under the unfortunate delusion that simply because you run away from danger,
you have no courage. You’re confusing courage with wisdom.”

(The Wizard speaking to Lion in The Wizard of Oz, 1949)

4. FINDINGS

4.1 Introduction to Findings

The aim of this research is to explore experiences of ECES episodes and consider where
they may provide lived-examples of the “working-through” of a truncated childhood process

in adulthood, and the role psychotherapy may play in this process.

The summary finding is that ECES can be highly dysregulating, can live on through
subconscious and somatic processes, and that the limitations on capability imposed by such
truncation can be a source of psychic struggle. The patterns of such difficulties are common
somatic and psychic symptoms (discussed below) although the etiological link to ECES is
often overlooked. The findings suggest that this process is rooted not just in the physical
surgical experience but in the experience of relationship to others at the time of this
heightened episode. Psychotherapy provides a unique opportunity to resurface and reframe
such struggles, though this often requires meeting the significant challenge of

consciousness-raising beyond subconscious defences.

It is tentatively suggested that the response to ECES could be described as a potential
psychic phenotype® of character traits, where a future style of affect, behaviour and
attachment-style are shaped by the episode in a manner that is often overlooked. This

finding is discussed below linearly in themes, although there are many overlaps in what this

® Not coined as a clinical term but as a metaphor for the origins of character styles as discussed by Johnson
(1994)



categorisation discusses. The findings are presented through the words and impression of
the participants themselves (and will be discussed more broadly in the next chapter). The

themes are:

e Memory Dissonance

e Body-Talk

e Narrative Disrupted and Patterns Repeating
e Self-regulation, Relationship & Attachment
e Healing Wounds

As a point of interest, it is worth noting the frequent use of the present tense in the
following participants’ recollection of events from the past, which again echoes the
prevailing truth underlying the title of Paul Renn’s The Silent Past and The Invisible Present

(2012).

4.2 Body-Talk

In the accounts of all the participants, there is strong evidence of memories and
processes around the surgical episode being held often beyond conscious awareness in the
body, persisting through different physical mechanisms and symptoms: chronic pain, skin

conditions, and in dreams.

For Belle, the path of integrating her somatic experience and her conscious experience
has come about through therapy, in phases — it was not until her second experience of
therapy that she had access to some way of allowing repressed somatic material to come to

the surface:

Belle: It's the somatic experience as an adult that has helped me to connect with
emotions or feelings with things from the past. So if | reverse it. Like for example, one
day when | literally was in the ball on the floor, crying in therapy | got a flashback of



being in the hot press, the hot press was about that much from the ground. It was all
the shoes and so | was obviously very small.

And a moment later, Belle reflects in a manner that shows both conscious and
unconscious parts, expressing opposite meanings alongside each other (both agreeing and
disagreeing). When asked if storing her childhood experiences somatically had an impact on

her, she replies:

Belle: | don't really think so, but I'm not sure — | know there was always something
wrong with me, | always had something, like people used to joke “Belle, there's
always something wrong with you”. | now would know that they're all related, but |
would never have then thought that was... Yeah, I'd say | was a hypochondriac, too,
definitely.

Tim presents a more explicitly uncomfortable experience of being embodied, that
expresses itself in slight and not-so-slight physical symptoms, including eczema and muscular

tension. It appears that there remains a struggle for control of body regulation.

Tim: [...] in terms of sensation, I'm much more in my body in terms of sensations
than | used to be. I've done lots of meditation and try to do it with bodily sensations.
| try and work with that. But actually, if | do too many meditations with body
sensations | can get over activated, not like a very comfortable place sometimes. |
have to be careful with that.

One can hear that embodiment remains an ideal for Tim, though he struggles with it. A
piece quoted later poses the question as to whether this struggle is connected with his

youthful experience of overwhelming pain.

For Emer, she has a present-day awareness of a disconnect between her somatic and
cognitive ways of experiencing the world. Yet subconscious processes make their
impressions and memories known to her in other ways, particularly in dreams. For example,

a friend staying over told her that she had been “thrashing about” while in bed the night



before, at a time she had been dreaming about her difficult childhood experience of waking
from anaesthesia. In the following piece, she describes how a relational dynamic with her

mother, which was set up by the surgery experience, returned in a dream.

Emer: What | was told about the surgery was very little, and it was very much
brushed under the carpet. And anytime | tried to ask my mum about it, she would say
she couldn't remember what happened... You were too young to remember. Very
much trying to kind of shoot me down about any details. But my therapist and | were
kind of suspicious that there might be more to it and | guess through my dreams |
kind of started having dreams about being in a coma. | had, you know, dreams about
waking up in hospital beds

Emer has recently come to understand that this is the main way in which her
subconscious breaks through to communicate with her conscious self: “dreams is my big way
now of knowing there's something going on. That's how | know, that's what kind of gives it

away to me”.

The theme of overwhelming physical pain and its memory or amnesia is one that could be
discussed under a number of the chosen themes. Of the three participants, only Tim (the
oldest) recounts something that communicates a conscious embodied memory of
overwhelming pain — “being in such pain was, like really intensely quite scary and terrifying
itself.” On inquiring as to why she was told not to cry while in the hospital, Belle responds
flatly and without affect “Possibly | was just too noisy... cryin’” which displays a separation of
her behaviour from her feelings. Emer recounts an adult dream that includes reference to

pain, yet the main focus again is on her attachment to her mother:

Emer: In the dream, | couldn't walk or move in the bed. And everyone around me
was really annoyed with me [...] probably, as a child, | didn't understand, you know
why my mom was letting me go through this painful ordeal and, you know, had |
done something wrong? To deserve it, or? Yeah, where, you know, why, why is this
happening? But | don't think | really could make sense of it at the time.



The case vignettes (discussed in Chapter 2) of the mis-diagnosed toddler who experienced
tonic immobility (Riordan et al., 2017), and Annie Rogers’ (1995) surfacing in therapy of a
memory of a childhood enema are further examples in this category of overwhelming pain.
While some of these cases include other sources of ongoing trauma, the evidence here for
psychic impairment from a single shock related to overwhelming physical pain is

considerable.

It should be noted that none of the participants or examples from the case vignettes
attended therapy on the basis of a connection to these original incidents — in most cases, the
therapy that uncovered the impairment was apparently serendipitous (although this of

course discounts the influence of the unconscious, not least through displaced symptoms).

4.3 Self-Regulation, Relationship and Attachment

The role of the ANS as discussed in the psychotherapeutic context has been briefly
covered in Chapter 2. Here, we are looking at the manner in which stability (or homeostasis)
was interrupted or truncated by the surgical episode, and how relationships with others
helped or hindered the path back to stability. Further, it can be seen that this discrete event
(the surgery) appears to have set up patterns-of-relating that persist to the present day,

which have the potential to be worked with in therapy.

For Tim, the pain of the appendicitis was very frightening, beyond what he had ever
experienced at that age, and overwhelmed his ability to self-regulate. There is a marked
polarity between the anxiety he received transferentially from his mother and the
reassurance and care that he experienced from the medical team. His present-day role as
therapist again straddles these polarities in ways he sometimes finds difficult to meet for his

own needs of safety and not getting over-activated. As suggested earlier, his account has a



sense of a sublimated need to find a balance in what was previously overwhelming. The
following piece describes the way he works with clients and the cautionary vigilance that

follows:

Tim: It seems to be part of a natural process to support myself getting knowledge
and then sharing it. And then sharing myself and my journey, | guess. | think my
clients like it when | really put my heart on my sleeve and | do get into the nitty gritty
of it. But that can be exhausting sometimes, | have to watch my energy levels and |
have to really up my self care in that situation.

Tim is highly concerned with integrating his physical experience and his cognitive
experience, given his embodied modality of working therapeutically. Yet this integration

remains a struggle.

Tim: | don't know if you've heard of, you know, Peter Levine's exercises. | do quite a
few of those. But the ones where you’re just sitting or you just look around the room.
We call those that like the three zones of awareness in gestalt. So you have your
outside, you have your bodily sensations. And then you have the inner zone, which is
the thoughts, feelings part. So | do exercises that flit in between those three zones.

The use of the term “flit” in the piece above neatly describes the (appropriate) split
attention between realms of awareness, whilst also acknowledging the potentially estranged

separateness of mind, body and environment.

Emer was also overwhelmed and confused by her surgical experience at 18 months,
“flipping out” as she regained consciousness after surgery and hitting herself and others in
response to her pain and confusion. She also describes an impression of enforced separation
around the surgery that came up for her as “like someone putting their back to me and, like,
turning away, and me trying to desperately hold on”. In her personal therapy, she came to

see this as strongly informing an insecure attachment style that manifested itself in romantic



attachments many decades later, again repeating a pattern of desperately holding on whilst

being powerless to the separation.

For Belle, it seems as if she yearned for, but often did not receive, reassuring
co-regulation from care-givers at significant times in childhood. She recalls crying for her
mother after the ECES, sensing her at a distance away through a screen door, but her
mother never arrived. She also recounts being told that she was left up at the top of the
garden in her pram because her mother “could never listen to me crying”. She also recounts
patterns of self-soothing including rocking and thumb-sucking, pointing to this potential
relational deficit. In her personal therapy, Belle continues to work at staying in relationship

with her therapist as she encounters her own introjects of shame:

Belle: | suppose it's all in the relationship and trust and knowing, and that I'm not
being judged in it, and that it's a safe place to do it. But still even with all that, it's still
hard. Like, there's been times even, like, my therapist would say, when | would be
crying, “just look at me, try and look at me” and, like, | absolutely can't.

It is notable that all 3 interviewees can connect their present-day manner of creating

relationship (with a partner, client or care-giver) to their relationships around their ECES.

4.4 Narrative Disrupted, Patterns Repeating

The role of story-telling about our own lives, and the degree to which we exercise control
over this narrative is often the work of a psychotherapeutic process. Narrative therapy
(White, 2007) makes this work explicit. In the accounts of the participants, there is an
interesting weave of given meanings (given by care-givers), co-created meanings, and the
role of maturation in developing a meaning that is finally independent of care-givers. There

is a sense in this maturation of taking-back some narrative power that was given over at an



early age. It can also be noted how some of these re-tellings involve an echo of Freud’s

(1914) compulsion to repeat in relationships and transferences.

For Emer, her mother “shot her down”, denying the existence of a narrative other than
one which brushed the surgery episode under the carpet (because, for Emer’s mother, this
episode was also personally traumatic). In the work of therapy (with her second therapist),
the episode re-surfaced, and Emer describes how this new relationship allowed her to

reframe (re-narrate) her story:

Emer: | feel like the relationship with my therapist helped because, you know, she
was a new attachment figure and she was kind of telling me it happened. You know,
my mum was telling me it happened one way. And my therapist is kind of giving me a
new perspective on that and not just this is what happened, you don't remember,
you know, I'm the only one who remembers, it's my version, whereas my therapist
was kind of helping me reframe what happened.

For Tim, there is an explicit value in the process of repeating his story. In telling the story,
it appears he is working out some of the residual associations. And in his role as a therapist,
he suggests the following sublimated motive for what he has to offer. To repeat the quote,
Tim says “It seems to be part of a natural process to support myself getting knowledge and
then sharing it”. It is clear that understanding himself as a person involves a relational

component, and is an ongoing living process for Tim, including in therapy.

The interview also contains an exchange where he catches the ongoing evolving nature of
his meaning-making. Tim fondly recollected the tune “Ghost town” by The Specials being on
hospital radio at the time. The interviewer commented on the song’s spooky quality. The

interaction proceeds as follows:

Tim: Yeah, but it's also so about Thatcher's Britain of course and about how Thatcher
wrecked the country and all clubs shut down and that people stop having fun.
Interviewer: Would you've been aware of that when you were seven?

Tim : Probably not. Probably not, no. It was just a song, | guess, wasn't it, when | was



seven. |'ve probably made meaning after that now, haven't I.

Interviewer: So the meaning kind of evolves perhaps over time?

Tim: Yeah, even now even now I'm thinking, making more meaning out of that
experience, | guess.

The last comment in this exchange refers to the idea that new associations are coming to
him as we talk through his whole life journey, and the dynamic re-interpretation of his ECES

via our relational dialectic.

Belle also, similar to Emer, received a lot of her given story, introjecting a sense of illness

that later expressed itself in hypochondria:

Belle: | don't remember. | actually don't remember. And | do know | do remember
being told that | was sick an awful lot before that [...] | think | had a lot of sickness
before that, like | was on a lot of antibiotics and that sort of thing. | don't remember
that, but you know.

Freud’s idea of the compulsion to repeat (1914) can be manifested in different forms. For
instance, Belle, in her career choice of childrens nursing says the following, which reflects a
recapitulation of her own ECES: “l would reckon that | connect it with children who probably
experienced similar things to what | did at a similar age”. And in the following reflection on
his experience of the surgery, Tim’s pattern of working with his own clients also seems to be
strongly echoed: “If there was a trauma there, the relational element was quite helpful,
where stuff | had to process on my own was probably difficult, you know what | mean, |

probably just didn't know what to do with that”.

4.5 Memory Dissonance

The term “memory dissonance” is being used here to describe the sense of discomfort
that the participants have (in the present day) around their memories of the surgery

experience. This phrase is intended to evoke both the intellectual sense of cognitive



dissonance and the experiential sense of musical dissonance. There is a sense that
something is being held in suspension, not imaginary, yet not fully real. This incongruence
captures the unresolved nature that the participants have experienced and continue to

experience around their ECES.

For example, after describing the many details and the length of her hospital stay, Belle
qualifies this remembrance by saying “lI don’t have a very clear recollection”. When
recounting an incident where a nurse broke her toy, Belle qualifies it in the following way:
“because even with that, | don't know if the nurse broke that, but | remember believing the
nurse broke it”. And in recollecting her mother’s presence (at a distance) in the hospital
Belle again expresses the narrative in a manner that remains open to different
understandings, even for herself now in the present day: “I knew she was there. Maybe,
maybe | didn't know she was there. Maybe | imagined she was there, but | thought she was

there”.

For Tim, in the following account of the beginning of the surgical episode, there is a
mixture of a clear perception (of the somatic tone of fear) and fuzziness on detail: “It was
very scary. Yeah, it was quite an intense experience. But it all happens so quickly. | can't
remember a lot of it. It's quite... Yeah”. Note the use of the present tense here, denoting the
present-day nature of what he has carried forward from that day many decades ago. The
following piece also has this present tense characteristic, along with the mixture of both

clear detail and haziness (in the use of the phrase “sort of”):

Tim: | sort of woke up from anaesthetic, | remember just being quite numbed out
actually, | don't remember the... | remember, | can feel a sort of stitching where
they've done the stitching on me — in those days they did big stitches.



For Emer, who had her experience of surgery at 18 months, her memories appear, in
some sense, not her own — mediated by what she has been told by her mother. In the
following passage, we can hear the evidence of this, as well as the beginnings of an adult

move towards independent memory and meaning-making around the event:

Emer: You know, when a young child comes out of general anaesthetic (because just
something had me curious about it), and it's that, you know, it's quite common for
them to completely flip out and not know where they are. So | did then say that to
my mum, | was like, “did that happen me, when | came out of anaesthetic?” And she
said it did.

Memory dissonance could be said to represent a symptom of unresolved psychic

material.

4.6 Healing Wounds

It is evident already, from some of the previous vignettes, that the participants have
found (or are cultivating) new degrees of freedom from what were previously limiting
responses set up during their ECES. Their work in therapy has allowed for transformational

insights.

Michael Soth (Soth & Prengel, 2018) describes components of the therapeutic process as
threefold: an original wounding relationship, the body-mind character structure, which
adapts to this, and the re-enactment of this dynamic in the transference and
countertransference relationship between client and therapist. These are all very evident in
Belle’s work, and below she describes how she actively uses her relationship with her

therapist to repair the emotional scars of that original wounding:

Belle: Well in ways it is starting to be healed, | suppose, it's in talking about it, it's in
not hiding it, like talking about how difficult it is. Like, instead of just hiding to just
talk about it and in ways experimenting with it in my own therapy,



Emer, in reflecting on how her attachment style played a part in a difficult relationship
break-up, reflects on the impact of understanding the origin of that style from her ECES for

her future:

Emer: | don't think that would happen again, let's just say because | can see now how
my insecurities were kind of leading to this break down. | don't feel | would have
those insecurities now.

As previously suggested, It is also possible to interpret Tim’s approach to therapy in
offering a co-regulating modality to his clients as a recapitulation of the healing relationship

with the medical staff he enjoyed in the midst of his own painful hospital episode.

While noting that many (though not all) of the first-hand accounts of ECES in this research
comes from those involved in the psychotherapeutic profession, these accounts do support
the humanistic principles, which have a “hopeful view of human beings and of their ability to
be self-determining” (IAHIP, 2010). These accounts show evidence of healing through the
therapeutic relationship. The high degree of apparent serendipity that appears at turning

points on the journey can also be noted.

The ECES was not discussed in the participants’ first experience in therapy. This points

towards a high onus on therapists to be alert for an episode of ECES in their clients’ histories.



"Am I really wonderful?" asked the Scarecrow.
"You are unusual," replied Glinda.
(The Wizard of Oz, 1900)

5. DISCUSSION

5.1 Introduction

This chapter discusses the findings further, linking in some of the previously discussed
literature and drawing out the underlying patterns. The aim of this research has been to
explore the experience of ECES and inquire how accounts of it may provide an example of
the delayed attempts at the “working-through” of a truncated childhood process. The
outcome of this research proposes that ECES can indeed be responsible for a discernable
pattern of psychic difficulty. This can manifest itself in somatic symptoms, an influence on

attachment style, and personal identity and personal narrative.

It is worth pointing out that reports of ECES in the literature have not previously
assembled the perspectives of biology, implicit somatic memory, attachment style, narrative
inquiry and self-actualisation into a single analysis as this study has sought to do. While they
are discussed separately below, they weave across each other naturally in a holism that does
not preclude incongruence or inner conflict. The holism is represented, for example, by the
integrity of each participant’s selfhood, even when it appears to be in conflict with parts of
itself, which evokes the “parts” modality of treating trauma outlined, for example, by Janina

Fisher (2017).

The whole of these themes could also be considered as an expression of rising
consciousness, or the self’s attempt to know itself and heal itself. Frederick Perls, in

advocating the multi-perspectival modality of gestalt therapy (Perls et al., 1951), proposes



that awareness in and of itself is healing. Ernesto Spinelli, in his narratively-oriented Tales of
Un-knowing (2006), suggests that our self-construct may not be well elucidated and that the
work of therapy works as a “clarificatory exploration” with the client to bring awareness to

these subconscious systems of needs, anxieties and desires.

5.2 Body Talk (and Forgotten Pain)

The findings support pre-existing literature, in that important parts of the participants'
experience, sense-making and self-regulation were communicated implicitly. It is interesting
to note that for these participants there is a spectrum of awareness of the origins of the
somatic symptomatology (or body-talk), and, subsequent to their increasing awareness,
there is a developing sense of integration — what might be termed groundedness in the

literature of body psychotherapy (Geuter, 2016).

For example, Tim’s practices of meditation, body-work and other self-regulation can be
traced back in time to his desire not to experience the scary somatic overwhelm of the pain

he experienced from his appendicitis.

For Belle, it seems an apparently fortuitous event led to her working with a body-oriented
psychotherapist. She recounts that at the beginning of their work she was resistant to her
therapist's invitation to pay attention to her body sensations, saying “...I don’t like this, this
is weird”. Yet, via floorwork and somatically-led therapy, she retrieved flashbacks of
forgotten childhood memories, which in turn allowed her to explain herself to herself — to
reframe her relationship with her body, including historic periods of chronic back pain and
eating dysfunction. It might be said that Belle’s life-journey is a kind of yellow-brick-road,
leading to re-integration of experiences that were overwhelming at such a young age. The

tools of experience, learning and awareness began to give her the tools and language to



understand herself. The co-regulating safe presence of an “other”, her therapist, then
provided sufficient momentum to overcome her adaptive repressive defences. This allowed
her to connect with what had been held unvoiced in her body, and feel compassion for her

suffering, then and now.

The role of dreams in holding unprocessed trauma has been referenced previously
(Freud, 1900; Jung, 1936; Terr, 1983) in relation to their different emphases on delayed
meaning-making and connections to (personal or archetypal) narrative. Jung suggests the

following:

The dream represents that tendency of the unconscious that aims at a change of the
conscious attitude. In this case, the counterposition raised by the unconscious is
stronger than the conscious position: the dream represents a gradient from the
unconscious to consciousness ” (Jung, 1936, p. 5).

For Emer, it seems evident that her ECES has been stored in the unconscious and has
allowed itself to be revealed again in an apparently serendipitous manner. Her therapist’s
delving into this apparently almost forgotten episode revealed the possible source of a

turning-point in her attachment style.

The variety of outward expressions of the unconscious in the three participants provides
strong evidence for the power of unconscious awareness — one might interpret that the

unconscious is not to be denied.

5.3 Personal Narratives & Repeating Patterns

This research finds much in common with the re-framing of one’s life meaning proposed
with the narrative therapy modality of White and Easton (1990), and in the imaginative
re-framing via a creative process suggested by Terr (2013) and Etherington (2005). Spinelli

(2006) proposes therapy as an exploration of the self that is ill-defined. This somewhat



echoes Freud’s original therapeutic methodology of repeating transferences and
working-through (Freud, 1914), raising repressed unconscious patterning into preconscious-

and eventually conscious-awareness.

Thus, the role of psychotherapy itself can be interpreted as a type of alchemic
story-telling where life scripts (Berne, 1968; Fisher, 2017) can be examined, probed and
re-written in a manner that moves beyond their limiting restraints. For Belle, the
re-discovery of her own history seemed to give her back agency that was lost in the

helplessness of her childhood trauma.

The impetus for this sense of self-knowing is also reflected at an individual level in Carl
Rogers’ self-actualising tendency (1951), and in a transpersonal or archetypal level by the
constructs of evolving consciousness proposed by James Campbell (2017). In the piece
below, Campbell summarises the archetypal hero’s journey, which can also be read as a

client’s life journey to face their own unconscious shadow:

The mythological hero, setting forth from his common-day hut or castle, is lured,
carried away, or else voluntarily proceeds, to the threshold of adventure. There he
encounters a shadow presence that guards the passage. The hero may defeat or
conciliate this power and go alive into the kingdom of the dark [...] or be slain by the
opponent and descend in death [...] Beyond the threshold, then, the hero journeys
through a world of unfamiliar yet strangely intimate forces, some of which severely
threaten him (tests), some of which give magical aid (helpers). When he arrives at the
nadir of the mythological round, he undergoes a supreme ordeal and gains his
reward. (p. 227).

However, Terr (2013) cautions against the kind of perennial optimism that might suggest
every trial or trauma is an unhewn gift: “If one could live a thousand years, one might
completely work through a childhood trauma by playing out the terrifying scenario until it no
longer terrifies. The lifetime allotted to the ordinary person, however, does not appear to be

enough” (p. 325).



The participants in this study (and in the other vignettes presented) appear to be on a
similar journey of self-discovery, sometimes early-on in the arc of their potential
self-knowing, sometimes further along. As therapists, it may be interesting to consider how
significant or peripheral or simply fortuitous one’s role is in the ultimate fate of the story.
Sometimes one may be cast (by clients, unwisely perhaps) as The Wizard. Yet the evidence
of these cases suggest that the unpredictable wildcard (Toto) role often delivers a significant
reframing. In the film, Toto reveals that The Wizard is a disappointing fraud behind the
curtain. In therapy (and also in life), an unexpected inquiry can similarly reveal a false belief

or dimly perceived introject into the bright light of conscious awareness.

5.4 Memory Dissonance

The findings of this research support the view that memory and remembering functions
more as a process than as a fixed store of knowledge. Renn (2012) comments that explicit
memory is “a dialectical and highly dynamic process [...] Our conscious memories are
recreated each time we remember” (p. 59). This is in part supported by the research of
Elizabeth Loftus (1993), which points to the malleability of memory and, somewhat
dramatically, to the potential for the creation of false memories, including previously
repressed memories of childhood abuse. What can be found in the accounts of the
participants in this research is the present-day, living nature of these shards of memory. It is
to be seen in the use of the present-tense in their descriptions around the ECES. Renn’s use
of the term dialectic seems particularly apt, as it seems that there is an attempt, either
explicitly or implicitly, to create a congruence between parts of the self that have

experienced the world differently (i.e. unsafe then, safe now) and also with the therapist.



The work of the therapy assists in externalising the conflicting accounts, perhaps in the

manner that human skin ejects a splinter over sufficient time.

It is perhaps surprising that the highly characteristic expression of shock trauma outlined
by Terr (i.e. etched-in memories, cognitive “omens”) and their potential disregarded
prevalence (12 of 25 child interviewees in her 1991 study) has not given rise to more study
of this process. It is not the degree of suffering that is necessarily remarkable, but how it has

been routinely overlooked.

There are two relevant points to be made on this matter. Firstly, as per the accounts of
the participants and case vignettes presented, these unregarded episodes seem to point to
detectable patterns of restrained potential. For these participants this expresses itself, even
to the present day, in attachment issues in relationships, an oversensitivity to challenge or

confrontation, and chronic somatic pain.

Secondly, the process of dealing with a discrete overwhelming episode such as ECES
serves as a “simplified” model of the unconscious writ large. It contains the elements of
(neurological) development and growing capability, challenge to the autonomic nervous
system, self-regulation and co-regulation (via others), somatic memory, and the slow
evolution of meaning that is possible with increased awareness. It further seems evident
that it is simply not possible to have the capacity to process such challenges at a young age,
and that the opportunity for integration arises with maturity and perhaps no small amount

of good fortune.

5.5 Issues of Self Regulation & Relationship

This research supports previous findings that trauma can upset the ability to self-regulate

the self back to balance, or homeostasis. An episode of overwhelming shock appears to



throw a person outside the range of what is manageable, what Siegel (2015) terms “the
window of tolerance”. It may be significant that all the participants here indicated an
experience of physical pain to the level of overwhelm, which even in adult life is a relatively
rare occurrence. It may also be significant that some of the participants describe the

experience of overwhelming pain in quite a removed or even dissociative manner.

The accounts of the participants (and other case vignettes) also confirm confusion or
misattunement in their relationships with care-givers at the time of the surgery, and it
appears that some aspect of the social pattern in this misattunement prevails in how they
experience relationships to the present day. This dynamic shows up in their personal
psychotherapeutic work, both at conscious levels and sub-conscious levels. This potentially
gives a useful pointer as to the nature of the therapeutic work that can be done if there is
sufficient awareness of transference and countertransference issues. It can allow for the
suggestion that something is repeating, even subconsciously beyond the awareness of the

person, that wishes to make itself known or have its need met (Freud, 1914).

Emer proposes a very direct impact of the ECES on her style of attachment and relating: “I
do see that has stuck with me my whole life, that fear of being too much for people that

they won't be able to hold what you're saying.”

To the extent that the therapeutic relationship allows this pattern to come into
awareness, they gain a sense of freedom from this compulsion to repeat as Freud (1914)
proposes it. It seems that this new insight does not give immediate uninhibited freedom to
move in new ways, but the new awareness allows new options to perhaps be explored, as
frightening as those new steps appear. For Belle, her therapist’s invitation to stay in eye
contact as she contacts her shame seems possible for her to contemplate, but not yet step

into. This is an example of the difficult edge of psychotherapy, demonstrating both the



opportunity in working with a therapeutic ally and also its daunting uncomfortable

challenge.

5.6 Healing

To return to the theme of development discussed earlier, it is possible to place the long
arc of working-through an ECES in the contexts of the developmental models proposed by
Kegan (1982), Erikson (1975) and Rogers (1951). Rogers emphasises a broad human
tendency towards self-actualisation and the potential for an unfettered experience of
immediacy, which can in part be facilitated in therapy by the conditions of empathy,
unconditional positive regard and congruence. It could be proposed that what propelled the
participants (and others from vignettes mentioned) towards understanding themselves was
this self-actualising tendency. Yet this framing potentially lacks the extended dimensions of
time, age-appropriate developmental lines and the holistic environmental dimensions of

Erikson and Kegan.

For instance, it could be possible to interpret Belle’s challenges along stages of
psychosocial development (Erikson didn’t intend the stages to be understood as entirely
consecutive) as the revisiting of damaged early stages of trust-mistrust and
autonomy-shame whilst also working with the mature challenges of intimacy-isolation. A
reading of Kegan might also suggest that psychotherapy is a “second-best means of support”
(Kegan, 1982, p .256) compared to the “natural facilitation” of growth that emerges from an
embedded-ness within an appropriate culture and environment. Etherington (2005)
similarly finds that therapy is but one of the healing resources people used to transform

traumatic stories.



This is where narratives can also help negotiate these apparently differing paths of
awareness-raising. Campbell offers us the archetype of a story that distils wisdom
transcending the ages. In The Wizard of Oz, Dorothy appears to remedy her separation from
home with the help of her fellow-travellers in a hectic short period. The evidence of this
research supports the tenet that appropriately-timed therapy can facilitate life-changing
insight which one can also bring home. However, the timing of this intervention (in regard to
ECES) is often decades later and at an unforeseen point in time (perhaps again like Toto’s
“unforeseen” curtain-pulling intervention). Hence, films and psychotherapy both offer an
opportunity to tell a new healing story. And while a film can offer the ideal of homecoming,
our lived experience offers no such guarantee. In fact the evidence from the accounts of this
research is that increased awareness of formative episodes, where it arises, is a hard-won

and sometimes fortunate development, with ever more layers beneath.

5.7 Limitations of this Research

The rich seam of experiential interpretation that arose from studying ECES in the realms
of self-regulation, somatic memory and particularly relational patterning (i.e. early
attachment styles) suggests that the sampling range of this inquiry may have been too
narrow to thoroughly probe these topics, albeit allowing ECES to be considered in a novel

psychotherapeutic context.

The exclusive use of therapists as participants may have coloured the psychological
disposition of the interpretations offered in a manner that might not be the experience of a

broader cohort.

While the researcher had anticipated material along the themes of existential curiosity or

transpersonal interpretations as a consequence of anesthesia, these did not materialise



significantly in the participants’ accounts in the interview stage. This expectation may have
been a bias of the researcher’s own experience of ECES, and was reflected at the proposal
stage in the focus on surgical experience rather than the broader hospital context which

emerged during the research.

A standard limitation on word count for this paper required the exclusion of interesting
case material on a number of topics (such as shame, ambivalent affect, scars and secrets).
The researcher believes that each interview could have given rise to an interesting case

study in its own right.

5.8 Recommendations for Future Research

Further research with larger populations that have had ECES would be useful in
establishing if such episodes do tend to instantiate responses that become character traits
or habits, including episodes that fall below the threshold of what is initially presumed to
carry trauma (as was the case for Emer, for example). Or indeed, given the reports of
undetected or misdiagnosed trauma in children resulting in adult psychopathology (Riordan
el al., 2017; van der Kolk, 2017), is ECES another possible cause. This study supports the call

for psycho-education of caregivers around ECES as suggested by Riordan et al. (2017).

Given the association between ECES and attachment styles highlighted by accounts in this
research, future studies on attachment style and ECES seems worthy of investigation given
the broad consequence of a finding which connects attachment styles with such

experiences.

Finally, the cohort of the population with ECES represents a potential useful sample with
which to research the impact of implicit knowledge, including subconscious repressive

processes.



5.9 Conclusion

The outcome of this research supports a finding that ECES can be a source of psychic
struggle, which can persist into adulthood in somatic symptoms, have an influence on

attachment style and on personal narrative and identity.

An ECES contains the ingredients of potential physical overwhelm and relational challenge
(e.g. seeking comfort from others) at a developmental stage of high adaptability, where

future responses are shaped by this episode in a manner that is often overlooked.

Therapists should bear in mind the need to have their antennae tuned to pick up the

subtle signals of such disruption.
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APPENDICES

Appendix I: Participant Information Sheet

DBS @

Dublin Business School

excellence through learning

INFORMATION FORM

My name is Colm O’Connell and | am currently undertaking an MA in Psychotherapy at Dublin
Business School. | am inviting you to take part in my research project which is on the experience of
surgery in childhood. | will be exploring the views of people like yourself who have had this
experience and also have experience in psychotherapy work.

What is Involved?

You are invited to participate in this research along with a number of other people because you
have been identified as being suitable, given your life experiences to date. If you agree to
participate in this research, you will be invited to attend an interview with myself in a setting of
your convenience, which should take an hour to complete. During this | will ask you a series of
questions relating to the research question and how you make sense of your experience. After
completion of the interview, | may request to contact you by telephone or email if | have any
follow-up questions.

Confidentiality

All information obtained from you during the research will be kept confidential. Notes about the
research and any form you may fill in will be coded and stored in a locked file. The key to the code
numbers will be kept in a separate locked file. This means that all data kept on you will be
de-identified. All data that has been collected will be kept in this confidential manner and in the
event that it is used for future research, will be handled in the same way. Audio recordings and
transcripts will be made of the interview but again these will be coded by number and kept in a
secure location. Your participation in this research is voluntary. You are free to withdraw at any
point of the study without any disadvantage.

DECLARATION

I have read this consent form and have had time to consider whether to take part in this study. |
understand that my participation is voluntary (it is my choice) and that | am free to withdraw from
the research at any time without disadvantage. | agree to take part in this research. | understand
that, as part of this research project, notes of my participation in the research will be made. |
understand that my name will not be identified in any use of these records. | am voluntarily
agreeing that any notes may be studied by the researcher for use in the research project and used
in scientific publications.

Name of Participant (in block letters)

Signature

Date / /
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Appendix lI: Consent Form

Dublin
o Business
School
CONSENT FORM

Title: An Exploration Of Childhood Experiences Of Surgery

Please tick the appropriate answer.

| confirm that | have read and understood the Information Sheet, and that | have had ample
opportunity to ask questions all of which have been satisfactorily answered. DYes |:|No

| understand that my participation in this study is entirely voluntary and that | may withdraw at any

time, without giving reason. |:|Yes |:|No
| understand that my identity will remain confidential at all times. [ Jves[ Ino
| am aware of the potential risks of this research study. |:|Yes DNO
| am aware that audio recordings will be made of sessions. |:|Yes I:‘NO

| have been given a copy of the Information Leaflet and this Consent Form for my records.

|:|Yes |:| No

Participant

Signature and dated Name in block capitals

To be completed by the Principal Investigator or his nominee.

|, the undersigned, have taken the time to fully explain to the above participant the nature and
purpose of this study in a manner that he/she could understand. We have discussed the risks
involved, and have invited him/her to ask questions on any aspect of the study that concerned
them. In line with GDPR regulations, data will be retained for no longer than is necessary. All
records where you can be identified (e.g. recordings, etc) will be destroyed after all phases of data
collection are complete and the data have been fully anonymised. At that point, your data can no
longer be withdrawn from the study as it is no longer identifiable.

Signature Name in Block Capitals Date
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Appendix Ill: Demographic Questionnaire

Demographic Sheet

Please tick the appropriate answers

[ ] Female [ ] male

Age Group

[]<30 [ ]30-39 [ ]a0-49

Years in Clinical Practice

Training ( & level)

[ ]50-59

El60+

(i.e. degree / masters )

Professional Body

Psychotherapeutic Orientation

& Modalities

Other Relevant Trainings




Appendix IV: Interview Questions

Questions about timing, about relationships, sense of embodiment.And about “meaning-making”.

1. Soyou have a curiosity around the experience of surgery? In what way?
2. Canyou tell me some of the details about your surgery (as far as is comfortable)?
(timing, age and type)
3. Can you tell me about your family involvement at this time?
4. Canvyou tell me about some recalled interactions with nurse? doctor? surgeon?
anaesthetist ?
(and your parents? hospital)?
5. How much did you know prior?
Was your experience discussed subsequently?
What sense did you make of it?
6. Did you have any experience connected to anaesthesia or being unconscious?
7. Did this early experience affect your outlook in life in any way?
What about death?
8. How would you describe your relationship to your body now?
Is there a ‘dualism’ or a ‘monism’ implied with self? With others?
9. What was your first experience of therapy?
Did therapy change your relationship with yourself / your body?
Do you have a sense of implicit material? (how do you work with?)
How do you see yourself changed over time, and why?
10. Has surgery surfaced in your own therapy? How have you worked with it?
11. Thanks for sharing ... As we get towards the end, what has been most therapeutic/ valuable
for you in your history, do you think?

12. Anything else to add? Okay for me to follow up?



Appendix V: Excerpt from Interview with “Tim”

Interviewer
And you mentioned your mother being anxious as you're on your way down...

Tim

Terrified probably is more of a better word for it. And that's quite a familiar pattern in our
relationship, her being terrified and me sort of looking at her face, being terrified, do you know
what | mean. She's quite, she's an anxious person, a lovely person. She's a bit anxious you
know. Safety is a very primal figure for her. The need for safety.

Interviewer
It sounds like you got comfort from the team from the medical team. You got reassurance from
the medical team and ...

Tim
Yeah, like a connection that's like sort of calm, | felt safe with them.

Interviewer
Okay, okay. And then, how was your mother after the operation?

Tim
She was definitely relieved.

Interviewer
Hmm. So it sounds as if you're saying that your mother suffered more than you?

Tim
Yes, yes. Yeah.

Interviewer
Okay. It's interesting because it sounds as if your response to it was delayed emotionally and in
terms of making sense of it

Tim

It's all happened so quickly, there wasn't enough time to process. Yeah, it felt very rushed not
enough time. So | can imagine that | could make an adjustment of shutting down or doing
something along those lines to sort of deal with the sort of shock of it, | guess.

Interviewer
And you said kind of dissociated. Was that the experience ...

Tim
Yeah, | think that's what | now, | would now call dissociation. I'm not sure really what the actual
experience was. It was just very intense and quite frightening | think.



Interviewer
Mmm ...

Tim
Yeah, | don't want to give it diagnostic labels because then that might confuse, you know

Interviewer

Sure. And there was a part of it that was neutral and there's a part of it that was frightening
because you said the colour, so that was quite neutral and okay,

Tim
It just felt neutral. Yeah, that was like more of a visual experience.

Interviewer
And the bit that was frightening was the whole thing you mean, even you know being on the...

Tim
The pain of it was really scary actually, being in such pain was like really intensely quite scary
and terrifying itself. I'd not had a stomach ache like that ever - so.

Interviewer

Okay. And were you aware of the pain when you were with people, with it with your mother
and with the medical team?

Tim

Oh, yeah. because they'd sort of prodded my abdomen just see where the pain was. They sort
of prodded it. So there was definitely a sort of sense of that's where the pain is definitely. | was
definitely aware of that pain.



