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Overview
This thesis explores the occurrence of silence in the psychoanalytic work with adolescents.
Literature Review: The literature review outlines psychoanalytic approaches to in-session
silences in the psychanalytic work with adolescents. Particular attention is paid to the
psychoanalytic understanding of silence from a developmental perspective, and a
conceptualisation of silence in adolescent psychoanalytic literature is provided. Therapists’
responses to silence and therapeutic technique are also considered. Empirical Paper: The
empirical part examines the occurrence of pauses and therapists’ responses to particularly
long silences in three pragmatically sampled dyads of Short-Term Psychoanalytic
Psychotherapy (STPP) with adolescents sourced from the Improving Mood with
Psychoanalytic and Cognitive Therapies (IMPACT) study (Goodyear et al., 2017). Pauses
were coded across eighteen therapy sessions from beginning, middle and end of treatment.
Data included frequency, duration, and percentage of session time taken up by silence. Pause
quality was coded with the Pausing Inventory Categorization System 2" Revision (PICS;
Levitt & Frankel, 2004). Therapists’ responses to long pauses (>1min) were coded with the
Helping Skills System (HSS; Hill, 2009). A particular focus is given to the occurrence of
long pauses (>1min), and therapists’ responses to these are considered from a psychoanalytic
angle. Implications for clinical practice and further research are offered. Reflective
Commentary: The final part of the thesis, the reflective commentary, offers a reflection on
the author’s journey through conducting this research, including its peaks and troughs and
discusses the author’s own interest in silence and the implications of the research on the

author’s clinical practice.
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Impact Statement

Impact on Theory

Whilst silence in psychotherapy was originally predominantly viewed as a sign of
resistance, a review of the literature highlights that silence in adolescent and adult
psychotherapy is a multi-faceted, dynamic, heterogeneous process that can have many
meanings and functions. It is emphasised that some in-session silences can be understood
from a developmental perspective and that there appears to be a link between
(developmental) trauma and the occurrence of silence in psychotherapy with adolescents. The
potentially healing function of silence is also discussed. Although therapeutic technique
aimed at resistance may be appropriate with some silent adolescents, using the original
recommendations of resistance interpretation or meeting silence with silence without
evaluating what this might bring up in the patient may potentially be damaging to the
therapeutic relationship. However, at the same time, words may be experienced as very
intrusive by silent adolescents. Therefore, it would be beneficial for child and adolescent
psychotherapists to have a theoretical framework that can be used to understand the

occurrence of silence in the work with adolescents and how to respond to it appropriately.

Impact on Research

The exploratory therapy process case series study in this thesis adds to the small
database of empirical research studies on silence in adolescent patients. It also contributes to
the growing number of Pausing Inventory Categorization System (PICS) studies. It highlights
that the in-session silences of the depressed adolescents receiving Short-Term Psychoanalytic
Psychotherapy (STPP) in this sample differed from those found in the work with adults. To
the best of the author’s knowledge, this is to date the only study that categorised in-session
pauses into different duration categories and had a special focus on long silences and

therapists’ responses to these. The findings of this study show that in this sample, there was a
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large number of pauses longer than 60 seconds. The longer a pause, the more likely it was to
be “obstructive” to the therapeutic process, and the less likely it was to be broken by the YPs.
Therapists used a range of interventions to respond to the silences, yet many of these were
followed by further “obstructive” pauses. This highlights the need for further case-building
clinical case studies and empirical research to deepen the understanding of the many facets of

adolescent in-session silences and therapists’ responses to these.

Impact on Clinical Practice

The topic of silence in the therapeutic work with adolescents is currently not part of
the curriculum at the child psychotherapy training schools. Considering that silence may be a
frequent and distinct feature in some adolescent patients’ clinical presentation, it may be of
benefit to incorporate this topic into the training so that this insight can be implemented at
service level. Ultimately, fostering knowledge around how to manage and respond to silence
in a clinical setting appropriately may not only add to the “toolkit” of clinicians but may also
enable clinicians to justify offering therapy to very silent young people who may traditionally

be viewed as non-engaging or not suitable for one-to-one therapy.
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Abstract

This literature review outlines psychoanalytic approaches to in-session silence in the
therapeutic work with adolescents. Particular attention is paid to the psychoanalytic
understanding of silence from a developmental perspective, and a conceptualisation of silence
drawn from the adolescent psychoanalytic literature is provided. Therapists’ responses to
silence and therapeutic technique are also considered. The literature points towards a link
between trauma and the occurrence of silence in the therapeutic work with adolescent
patients. It is highlighted that an adaptation of technique is recommended. The literature
further demonstrates that silence has the potential to create an environment that facilitates
inner growth. The importance of, and indeed need for, theory-building case studies in
psychotherapy is highlighted. It is argued that due to the current gap in the literature around
this topic, there is a scope for further research to get a better understanding of this fascinating

phenomenon.

Keywords: silence, adolescence, psychoanalytic psychotherapy
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Introduction

Adolescence is a developmental stage of growth, change and major upheaval and
turmoil. Winnicott (1962) referred to it as struggling through the “doldrums”, and Erikson
(1956) called it a “normative crisis”. Wilson (1987) aptly used Caroll’s (1866) story Alice’s
Adventures in Wonderland to compare the rapid changes Alice undergoes, as well as her
bewilderment about who she is and what is happening to her, to the stage of confusion and
rapid change in adolescence. Much has been written about the challenges in the
psychoanalytic work with adolescent patients. Indeed, A. Freud (1958) warned that with
adolescents difficulties can be encountered in relation to the beginning, the middle and the

end of treatment.

One challenge therapists often seem to face is the difficulty of some adolescents to
communicate freely and the technical difficulties associated with this (e.g. Graafsma &

Anbeek, 1984; Kitchener, 2012; Rustin, 1971; Wilson, 2001). Nevertheless, very little

psychoanalytic literature appears to have been published that has the silence of adolescents as

the primary focus.

This paper reviews the psychoanalytic literature on the role of silence in the therapeutic

work with adolescents. It aims to address the following key questions:

1) What is the conceptualisation of silence in psychoanalytic theory?
2) What are the psychoanalytic approaches to in-session silence

a. from a developmental perspective?

b. with adolescent patients?

3) What are the psychoanalytic approaches to silence and clinical technique?

13
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This review commences by outlining the theoretical development of the psychoanalytic
understanding of the phenomenon of in-session silence. Conceptualisations of silence
originating within the adult psychoanalytic literature are used to highlight developmental
aspects of silence before moving on to a review of the literature of silence with adolescent
patients. Therapists’ responses to silence and clinical technique are reviewed by drawing

from the adolescent and adult literature.

Search Strategy

An initial search of the adolescent literature was performed by searching PEP-Web,
PsycARTICLES, PsycBOOKS, PsycEXTRA, PsycINFO, and the library databases of
University College London, Anna Freud National Centre for Children and Families, the
British Psychotherapy Foundation and the British Library for articles and books published in
English or German. Search terms included “silence” OR “silent” OR “nonverbal” AND
“psychotherapy” OR “psychoanalysis”” AND “adolescent” OR “adolescence” occurring in the
title or abstract. Adolescents were defined as young people (YPs) aged 11 to 18 years. All
papers described silences that occurred in a one-to-one psychoanalytic or psychodynamic
setting. Papers that discussed the topic of selective mutism or pervasive refusal syndrome
rather than silence in the consulting room were excluded. The literature search identified
twelve papers matching the above criteria; nine clinical case studies, one of which was
identified after a discussion in clinical supervision, one theory paper and two empirical
paperst. A further search, this time of the adult literature, was carried out using the search
terms “silence” OR “silent” OR “nonverbal” AND “psychotherapy” OR “psychoanalysis”.
This search identified 70 psychoanalytic or psychodynamic theory papers and clinical case

studies on silence in one-to-one therapy, one book, 22 empirical papers on silence in various

1 The young people in one of the empirical papers had not received a psychodynamic treatment, however, due to
the sparsity of the literature the paper was included.

14
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talking therapies, and eight unpublished doctoral/Master’s theses. The findings of this review
are drawn from the relevant adolescent literature, the key adult literature?, psychoanalytic
publications on silence in the work with children, other psychoanalytic literature and

discussions in the author’s own clinical and research supervision.

What is Silence?

Silence is ubiquitous. The word silence itself is defined as “a period without any sound”®
or “complete absence of sound”*. However, silence in speech is part of language, not merely
an interruption of dialogue (Gale & Sanchez, 2005), and silence in psychotherapy is a

meaningful phenomenon with psychodynamic significance (Weisman, 1955).

Empirical research on silence in psychotherapy, which has seen a surge of interest in
recent years (e.g. Aho-Mustonen et al., 2020; Cuttler et al., 2019; Daniel et al., 2016; Hill et
al., 2019; Knol et al., 2020), has shown that in psychoanalysis and psychoanalytic
psychotherapy with adults, fewer words are spoken than in other forms of therapy (Daniel et
al., 2016; Huber, Schmuck, & Kéchele, 2012). Therefore, the question arises at what point a
period without utterance in a psychoanalytic session becomes a clinically significant silence.
Weisman (1955, p. 258) differentiated between pause and silence in a therapeutic setting,
with the former being described as “a natural rest in the melody of speech”; the latter as a
clinical symptom. In empirical studies, silence is typically defined as a pause in speech of
three seconds or longer (e.g. Daniel et al., 2016; Frankel et al., 2006; Levitt, 2001; Stringer et
al., 2010). The silences described in psychoanalytic clinical case studies with adults range
from relatively brief, repeated instances of silence, of a few minutes (e.g. Blos, 1972;

Bravesmith, 2012), to silent sessions spanning over several days (e.g. Kreische, 1985),

2 For a full list of all publications on silence found during the literature searches please see Appendix A.
3 Cambridge Dictionary
4 Oxford Dictionary
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months (e.g. Coltart, 1991) or, with intermissions, even years (e.g. Fuller & Crowther, 1998;
Goldstein-Ferber, 2004). Silence can be a feature early on in therapy (e.g. Cooper, 2012;
Lombardi, 2010), appear later on in treatment (e.g. Goldstein-Ferber, 2004; Ronningstam,
2006), or can be a constant feature of the whole treatment (e.g. Martyres, 1995; Morgenstern,
1980). It can also have distinctly different qualities in different therapy stages (e.g. Elson,

2001; Hadda, 1991; Martyres, 1995).

Three main types of silence in psychotherapy are the patient’s silence, the analyst’s
silence, and the analyst’s and patient’s silence (Blos, 1972). However, it should be borne in
mind that neither the patient’s nor the analyst’s silence is genuinely a silence whilst the other
is talking (Sabadini, 1991). Attention, therefore, needs to be paid to how and by whom a
pause is initiated and who breaks it. Indeed, pause speaker patterns have been studied
empirically (e.g. Daniel et al., 2016; Frankel et al., 2006; Levitt, 2001). However, ultimately,
we can only understand silent moments by looking at the context in which they occur

(Knutson & Kristiansen, 2015).

Most of the psychoanalytic literature on silence in the work with adults appears to have
been written on the silence of the patient, some publications having “the silent patient” as the
main focus. Coltart (1991) defined the silent adult patient as someone who talks for about
10% or less of their psychoanalysis. It appears that no other attempts have been made to
define the silent patient, and to the best of the author’s knowledge, no attempts have been

made to define the “silent adolescent patient”.
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Historical Account of the Conceptualisation of Silence

The early evolution of the psychoanalytic theory of silence has been well-documented?®.
Freud (1912) first linked the occurrence of silence to the patient’s concerns about the
analyst’s presence and his interpretations of the material the patient brought, which Freud

thought led to a resistance to free-association and transference thoughts.

Early authors (Abraham, 1916; Fenichel, 1928; Ferenczi, 1916; Freud, 1925) linked
silence to the psychosexual stages of development, the original erotogenic zones, and the
repression of sexual thoughts and fantasies. The early recommendation was to meet silence
with silence which left the patient little choice but to talk. Many analysts took up this

technique, and it evolved into an implicit rule of treatment (Calogeras, 1967).

During the 1930s, silence continued to be regarded as a reflection of resistance. It was
mainly linked to the structure of the ego and as a defence against bodily sensations connected
to the psychosexual stages (Bergler, 1938; Fliess, 1949). The 1940s and 1950s brought with
them a shift in how silence was conceptualised and addressed, and silence gradually began to
be seen as a phenomenon with several underlying functions. In 1958 Winnicott published his
seminal paper The Capacity to be Alone. He suggested that this capacity is developed in
infancy through an internalisation of the mother’s presence. Winnicott (1958) further
emphasised that silence in the psychoanalytic setting can be a sign of the patient’s capacity to
be alone in the presence of another, and thus rather than indicating resistance, it can be
regarded as a developmental achievement. Moreover, another paper by Winnicott (1965)

entitled Communicating and Not Communicating Leading to a Study of Certain Opposites

® See for instance Calogeras (1967) for a comprehensive review of psychoanalytic thought on silence from
1912-1966.
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explored ideas around the right to protect one’s core self and the subsequent need to respect

patient’s wish to be silent and not communicate.

Around that time, silence began to be seen more and more as a communication (Blos,

a

1972; Greenson, 1961; Khan, 1963; Lief, 1962; Liegner, 1974; Nacht, 1963; Weisman, 1955;

Zeligs, 1960), and indeed as a normal phase in the therapeutic process (Loewenstein, 1961).

The question of technique in the work with silent adults (Arlow, 1961; Cremerius, 1969;
Enelow, 1960; Lief, 1962; Zeligs, 1960, 1961) and the analyst’s silence (Brockbank, 1970)

also received more attention.

Importantly, Khan’s (1963) paper Silence as Communication about a silent 18-year-
old young man was particularly innovative. Khan regarded silence as communication rather
than resistance and adapted his technique to meet his adolescent patient’s needs. The latter
was important because although the psychoanalytic interest in the phase of adolescence had
increased in the post-war years (Freud A., 1958; Spiegel, 1951), the idea of treating
adolescents was mostly disregarded until the end of the 1950s (Perret-Catipovic & Ladame,
1998). Thereafter, the interest in the analytic work with adolescents began to increase. This
change was especially influenced by the pioneering work done by analysts such as Blos

(1962, 1967, 1970) and Laufer (1966, 1975; 1989).

Since then, the analytic understanding of silence has come a long way. Nowadays,
silence in the consulting room is considered to be a multi-determined phenomenon with a
wide range of meanings and functions. There is now also the recognition that due to their
developmental needs, the psychoanalytic treatment of adolescents requires a different

technique to that of adult patients.
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A Developmental View on Silence

As highlighted above, silence is a phenomenon that is diverse, dynamic and not easily
categorised. This section pays particular attention to the adult psychoanalytic literature that

considers silence from a developmental perspective.

The intra-uterine existence gives the foetus the first experience of silence and sound, and
thus of absence and loss, through the coming and going of the mother’s voice which could be
thought of as a sound-object (Maiello, 1995). The absence and presence of the voice are not
always in tune with the baby’s needs, and just as later on the breast, it can be experienced as
comforting but also frustrating (Maiello, 1995). If the unborn baby experiences the mother’s
voice as worrisome, it might shiver and turn away and therefore miss out on the above-
proposed experience of presence and absence (Woo, 1999). The foetus may thus perceive the
intra-uterine environment as hostile and develop “a dread of otherness”, leaving the baby

unequipped for postnatal reality (Woo, 1999, p. 97).

Similarly, silence in psychotherapy has also been linked to the original silence, loss or
absence of the mother or parents (Cooper, 2012; Hadda, 1991; Kurtz, 1984; Loomie, 1961;
Weinberger, 1964; Zeligs, 1960). These silences are often described as hostile and could be
understood as an enactment and identification with the aggressor. In this case, the treatment
can assume a sadomasochistic dynamic which re-creates the original relationship, as the
patient’s silence punishes the analyst for his silence but at the same time invites punishment

(Kurtz, 1984).

Silence has also been connected to the pre-verbal mother-child relationship (Arlow,
1961; Hadda, 1991; Levy, 1958; Nacht, 1963, 1964; Olinick, 1982; Serani, 2000; Shafii,
1973; van der Heide, 1961; Winnicott, 1971). These silences can be understood as a

regression to the preverbal stage and a communication of the patient’s longing for oneness
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and wish to return to the idealised symbiotic relationship with the mother. In particular, the
silence of the analyst may cause the adult patient to regress and long for oneness with the

mother/therapist as mother imago (Nacht, 1963).

Further still, the link between some in-session silences and issues with the separation-
individuation process and speech development has also been made. The wish of some patients
to only communicate in single words rather than sentences may be an avoidance of a
differentiation between “self” and “other” and be therefore connected to the stage of
development when the emergence of language signifies attempts of separation-individuation

from the primary caregiver (Busch, 1978).

Rather than just being an intrapsychic phenomenon, silence can thus act as a vehicle to
communicate various subtle issues concerning identity formation of the earliest
developmental stages (Kurtz, 1984; O’Toole, 2015). As these experiences were preverbal, a
patient might struggle to find words to articulate themselves and may therefore revert to

satisfying their needs in a non-verbal and regressive fashion (Olinick, 1982).

Developmental trauma, loss, and developmental arrest have also been linked to the
occurrence of silence in psychotherapy with adults (Elson, 2001; Fuller & Crowther, 1998;

Hadda, 1991; Kurtz, 1984; Ronningstam, 2006; Weinberger, 1964; Weisman, 1955).

Some authors made use of insights gained through attachment theory research following
Bowlby (1969, 1973, 1988; 1980), Main & Weston (1982) and Main (1991) to gain a better

understanding of their silent patients®. In the empirical attachment literature, pauses in speech

& According to Bowlby, if the primary caregiver is responsive and attuned to an infant’s needs, and these needs
are met, the attachment figure represents a secure base from which the infant can explore the world. This first
attachment relationship with the primary caregiver creates a blueprint for the ‘internal working models’ of
emotional development and attachment behaviour later in life. Ainsworth and colleagues discovered three main
infant-parent attachment styles from their Strange Situation Procedure: secure, insecure-ambivalent, and
insecure-avoidant (1979). An additional style, insecure-disorganised/disoriented, was later discovered by Main
& Solomon (1986).
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are often seen as a sign of unresolved feelings and trauma, manifesting as “prolonged silences
as part of putative dissociation” (Daniel et al., 2016, p. 3 citing Hesse & van ljzendoorn,
1999). Moreover, adult therapy process and outcome research have also demonstrated that
therapists may be able to use in-session silences as a predictor of patient attachment
insecurity (Daniel et al., 2016) and that patients’ attachment anxiety and the type of silence

that occurs can predict immediate outcome (Cuttler et al., 2019).

In the psychoanalytic literature, silences have been linked to patients’ early ways of
relating that had protected them from trauma and that they continue to employ to avoid re-
traumatisation (Kiesky & Beebe, 1994) and regulate anxiety (O’Toole, 2015). Silence thus
ultimately acts as a protective function for the integrity of the self (Fuller & Crowther, 1998).
However, entering a relationship with an empathic therapist who appropriately regulates the
patient’s anxiety and fear in the here and now can have a healing function and restore a

patient’s sense of well-being (O’Toole, 2015).

Indeed, silence can become a communication of intrapsychic transformation and growth.
Kurtz (1984) described that, as the therapy progresses and the patient feels more secure and
trusting, they can assume a position that resembles “infantile receptivity”, which then allows
“for a new introjection” to take place alongside the original objects (p. 230). Knutson &
Kristiansen aptly stated that some silences could act as “a gateway to healing” (p. 21) but also
pointed out that patients must go “through a period of incubation before inner transformation
takes place” (p. 20). Ronningstam (2006) clarifies that “silence can function as a protection of
an inner space and promote an inner transformation and connection between experiences,
affect and verbal language that enables changes in interpersonal relationships” (p. 1278).

Hadda (1991) stressed that silence could allow patients to assert themselves and become
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more autonomous. Fuller & Crowther, who in their paper described how the silences of their
patients created a “deathlike suspension” (p. 523), concluded that “the destructive forces
unleashed during the analyses [were] balanced by a measure of creativity and growth” (p.

539).

Silence in the Therapeutic Work with Adolescents

Having discussed the developmental view of silence in the adult literature, the focus of

this section is the approach to in-session silence in the adolescent literature.

Before thinking about the silence of adolescent patients, it is pertinent to think about
adolescence itself. Often referred to as the “storm and stress” period, adolescence is a time of
significant change. Adolescents need to navigate their way through an age that is no longer
childhood but not yet adulthood, and which involves plenty of maturational tasks. Following
the first separation-individuation process in toddlerhood (Mahler, 1972), the second
individuation process takes place in adolescence (Blos, 1967). The first process involves the
infant’s attempts of physical separation from the primary caregiver, first by crawling and later
upright locomotion. It also involves the beginning of the psychic separation through the
development of language and the formation of the superego. The separation from the parental
figures is continued and renegotiated in the second process. It is a time of reorganisation and
physical, emotional, and neurological change. The young person (YP) is likely to make
attempts to separate from the significant adults in their life whilst at the same time remaining
much dependent on them. Wilson (1987) aptly illustrates this process by stating, “There co-
exists within the adolescent a wish to grow up and an underlying yearning to remain a child.
Dependency and passivity remain powerful undercurrents, offering fantasies of comfort and
protection, and yet fears of loss of self-coherence and determination” (p. 54). Previous

difficulties which had not been sufficiently worked through can re-emerge in powerful ways
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in adolescence. Thus, the need for therapy may often arise at this time, yet it is also the age
when therapists need to work particularly hard to keep YPs engaged, as there is a strong pull
away from parental figures and towards peers instead (Dowling, 2019). If therapy does
successfully take place, the therapist can function as a new developmental object, an adult
with whom the YP can experience a different type of relationship than that to their parents

(Hurry, 1998).

The challenges of providing therapy for adolescent patients can be manifold, and as
illustrated below, one such challenge may be associated with the clinical management of

silence.

In the work with adolescents, especially those who are depressed or have severe
developmental disturbances, the communication of the silence needs to be explored, and the
young people need support from their therapists to put their thoughts and feelings into words
(Cregeen et al., 2017; Baruch, 1997). In these cases, therapists need to take responsibility for
where the sessions are going so that the young people are not left in silence. Indeed, silence
may turn into a threatening void and absence of the object, particularly if this resembles the

YP’s early experiences (Horne, 2006).

Joining techniques such as “mirroring”, “hyper valuation” (Marshall, 1972), and
“behavioural communication”, particularly body language (Osorio, 1977), have also been
advocated as techniques. Nevertheless, at the same time, certain adolescent patients may
experience words spoken by the therapist as too concretely and resort to “no-entry defences”,

thus refusing to take in the words and oral nourishment of the therapist (Cregeen et al., 2017).

Braski (1999) warns that particularly in the early stages of treatment, it is easy for
therapists working with silent adolescent patients to behave in ways that the YPs expect:

“telling, lecturing, getting in their faces” (p. 547). She advocated sitting quietly with the
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patient and ““shifting inwards”, thus creating a space that facilitates reflection and strengthens
the therapeutic alliance (Braski, p. 457). This ties in with Lanyado’s (1985, 2004, 2009)
writings on her work with severely traumatised children and her idea of the “quiet presence
of the therapist”. She described entering a state of therapeutic reverie and discussed the
healing process of the long silences in the treatment of two particularly traumatised child
patients by making use of Winnicott’s (1958) idea of being alone in the presence of another

and Balint’s (1968) concept of the basic fault which can heal itself if the conditions are right.

The above highlights that silence in the work with adolescent patients is a topic that is
very much present in the psychoanalytic literature. Despite this, it appears that not much
attention has been dedicated to the exploration of silence as the primary focus. A thorough
literature search concluded that psychoanalytic publications focusing on the phenomenon of
silence in the work with adolescents as a central theme are very sparse. A total of 12
adolescent papers were identified, consisting of nine psychoanalytic case studies, one theory
paper and two empirical papers, one of which was not psychoanalytic. The case studies
consisted of papers written about young adolescents aged 11-12 (Anagnostaki, 2013; Cristy,
1993), mid-adolescents aged between 15-16 years (Bakalar, 2012; MaclIntosh, 2017;
Malberg, 2012; Wilson, 1997), and older adolescents aged 17-18 years (Khan, 1963; Leira,
1995; Moser, 1962). The theory paper (Gensler, 2015) outlined three case vignettes about
YPs aged 13, 17, and 18 years. The presenting symptoms of the YPs varied, but all were in
one-to-one psychoanalytic or psychodynamically informed treatments. The two empirical
studies focused on depressed adolescents between 15-16 years who were in Short-Term

Psychoanalytic Psychotherapy (STPP) (Acheson et al., 2020) and adolescents aged 13-19

7 The YP was 10 % -year-old when they started therapy, however, the paper was included as the silent period
only started after the patient had turned 11 years.
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years who received adolescent identity treatment (AIT) (Zimmermann et al., 2020). The

common themes which occurred in the identified literature are reviewed below.

Silence and Trauma

All clinical case studies were marked by at least one extended period of silence or a total
absence of speech. The link between (developmental) trauma and silence in psychotherapy
with adults, which was demonstrated earlier, was also present in the adolescent literature.
Importantly, Cristy (1993) and Leira (1995) both described the neglect, abuse, physical
violence, and traumatic losses their patients experienced in the contexts of their family lives.
Khan (1963) and Moser (1962) outlined their patients’ family pathologies and strained
relationships with their parents. Khan referred to the cumulative trauma the patient had
sustained through the disturbed relationship with his mother. MacIntosh’s (2017) patient also
presented as severely traumatised and suicidal and had a very strained relationship with her
mother. Malberg (2012) outlined her patient’s traumatic early separation from her
preoccupied mother when she went back to work when the YP was six months old, having
been cared for by a succession of nannies. Wilson’s (1997) female patient had experienced a
traumatic separation from her parents in infancy and then another separation from her
primary caregivers in latency to be reunited with her birth parents. The YPs whom
Anagnostaki’s (2013) and Bakalar’s (2012) worked with appeared not to have suffered any
immediate trauma or traumatic separations but did not seem to have had the experience of

being consistently kept in mind by their primary caregivers in early childhood.

Silence and Regression

One of the themes that appeared in the literature was the therapists’ understanding of
their patients’ silences as regression to earlier stages of development. Leira (1995) argued
that the “silent qualities” of the psychoanalytic setting, including the consistency of the space

and time, as well as the analyst’s neutrality, empathy and containment, “represent an ongoing
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communication on a nonverbal level, analogous to the communication in the early mother-
child relationship” (p. 41). Malberg’s (2012) patient presented early, somatic forms of
discharge and self-soothing, such as thumb sucking, biting and crying (p. 301). Malberg
added that the YP regressed to an earlier way of functioning and that the silences could be
understood “as a way of expressing [the patient’s] longing and fantasy for union in the

transference, where words are unnecessary” (p. 301).

Cristy (1993) linked her YP’s silence to the hostile identification with her parental
figures. She related her patient’s rigid posture and silence to an aggressive impulse control
which acted as a defence against the fear of falling apart, but highlighted that after a while,
this gave way to a new phase in the therapy when the patient felt safe enough to surrender
control and to regress. Khan (1963) reported that his patient was using him as his auxiliary
ego, allowing the analyst to “experience and register what he had lived through passively at
some stage in his development” (p. 304). He highlighted that by allowing the YP to be silent,
he enabled the creation of an environment that facilitated the re-enactment of unconscious

conflicts connected to the YP’s childhood trauma and allowed him to work through these.

Being a man of his time, Moser (1962) argued that chronically silent patients present
with a forceful anal-retentive stance (the withholding of words) but display at the same time
(although initially more hidden) an oral-receptive attitude, revealing the wish to be looked
after and fed by the mother and to merge into one entity. Moser elaborated on this by pointing
out that towards the end of the analysis, his patient disclosed his constant fear of being
reprimanded for saying something unacceptable during his sessions. The YP therefore often
remained silent to create a distance between himself and the analyst, yet at the same time
longed to be close to him. Moser argued that silence could simultaneously be understood as a
defence, as well as an attempt to satisfy the urge to regress to a preverbal form of

communication and the wish to create an environment where words are no longer needed or
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necessary. The silence of the YP Bakalar (2012) worked with created “a quiet, safe space” to
be in the therapist’s presence “as the longed-for mother/analyst”, effectively communicating
what it had been like for the patient to feel forgotten and ignored as a baby (p. 235). Bakalar
also outlined her patient’s anger towards the therapist and argued that the silence protected

the mother/analyst from the patient’s rage.

The above findings tie in with the aforementioned findings from the adult literature,
which highlighted a connection between (developmental) trauma and in-session silence with

adult patients.

The Healing Function of Silence

Notably, a central theme of all clinical case studies seemed to be the healing and
protective function of silence. Moser (1962) argued that patients could use silence as a
protective cloak under which they can withdraw from their surroundings whilst undergoing a
reorganisation of the ego. He aptly called this the “silence before the birth” (p. 623)8. Cristy
used Eist’s (1983) idea of silence acting as a screen behind which growth can take place, to
highlight the development of her patient whose silence marked a regression to a “new
preverbal dyadic relationship” (p. 192) which allowed her to work through some of her
trauma and reach a more functioning level. Leira (1995) used Modell’s (1990) concept of
dependent/containing transference, which describes the recreation of the early mother-child
relationship allowing a patient to work through their developmental conflicts on a symbolic
level, to describe the function of silence in the therapy with her adolescent patient. Leira also
referred to the Norwegian term vake (describing both the action of watching over someone,
as one would with a young child, and the behaviour of a fish being on the feed, “leaping

above and below the water surface”) (p. 49) as a metaphor for her “dreamlike attentiveness”

8 My translation.
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and her state of “intense, empathic engagement” (p. 55). She suggested that this particular
state was corresponding with her patient’s developmental stage, as it created a quiet and
containing space where they could re-enact themes from the separation-individuation stage
that eventually allowed the YP to enter a more integrated state. Anagnostaki (2013) also
made use of Modell’s thinking, referring to his idea that during silent sessions, the patient
recreates the missing elements that are needed to complete the task of individuation. She
described that during the silence, her “[m]ost frequent thought was that [the therapist] was
like a mother watching, observing, listening to her baby and providing her with a safe place
to sleep” (pp. 162-163). She added that the YP appeared to have used the sessions as “a
therapeutic shell from which she emerged once she knew she was a desirable infant” (p. 169).
Maclntosh (2017, p. 448) used insights gained through neuroscience to make sense of her
patient’s dissociative state during sessions. She argues, “The nonverbal mode of
communicating becomes more complex with traumatized patients where, in the absence of
verbal communication, unsymbolised affects, self-states, and memories may be enacted by

the patient and analyst” (p. 448).

Wilson (1997) used Winnicott’s (1965) concept of protecting the core self by not
communicating to argue that silence can be an attempt of traumatised adolescent patients to
protect the integrity of the self. Malberg (2012) also made use of Winnicott’s concepts of the
mother as the guardian of the instinct barrier (Winnicott, 1958), which provides a holding
environment, the optimal environment for good enough parenting (Winnicott, 1960). She
stated that in the transference her role was often that of a mother figure who allowed the YP
to safetly explore the difficult affects which were assicated with her preverbal experiences of
not being held in mind (Malberg, 2012). Bakalar (2012, p. 238) also drew on Winnicottian
theory by arguing that the YP she worked with needed to be in the presence of another

(Winnicott, 1958) to mitigate the effects of their basic fault” (Balint, 1968).
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Silence and Countertransference

It is generally acknowledged that a patient’s silence can stimulate a particularly strong
countertransference in the therapist. This theme also appeared in the adolescent literature. For
instance, Moser (1962) warned that the silence of the patient may be experienced as a failure
by the analyst and may lead to a “hostile emptiness”, which could unconsciously cause the
analyst to either woo the patient and make recurrent attempts to re-establish contact or to also
withdraw into a hostile silence (p. 619). Importantly, Moser (1962) also emphasised that
silent patients often had to endure inconsistent, hateful and shaming behaviours of one or
both parents as they were growing up. He argued that because of this, it is essential for the
analyst to be reliable and present. MaclIntosh (2017) identified that she felt paralysed and that
being with the YP was a torturous experience. She elaborates, “I fought back the darkness of
the dissociation that threatened to suck me down” (p. 436-437). Cristy (1993) defines her
countertransference as follows, “I was feeling frustration, impotence and anger at not being
able to get [the patient] to speak [...] in the same way the foster family felt when they were
unable to help [her] learn and remember” (p. 182). Bakalar (2012, p. 230) remarked that
during her patient’s long silences, she “oscillated between feeling helpless, frustrated,
anxious and angry, and feeling maternal towards [the YP]”. She understood this as a
reflection of her patient’s experiences as an infant when he felt abandoned and not kept in
mind by his mother. Wilson (1997) outlined his countertransference as finding himself “filled
with a kind of diffuse anguish” (p. 18), and as the therapy progressed, he “was beginning to

feel weary of being made to feel stupid and left out” (p. 18).

Malberg (2012) explains that at the beginning of the treatment, her
countertransference reactions were “detachment and feelings of helplessness” (p. 300) and
feeling “cruel and punishing” (p. 306). Anagnostaki (2013) described that by being “excluded

from any form of communication with [the patient]”, she felt “angry and wronged”,
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acknowledging that these feelings were likely to be a projective identification (p. 163). The
latter is echoed by Khan (1963), who outlined his countertransference and spoke of the
“reproachfulness” his patient’s behaviour provoked in him, adding that it is crucial to be
aware of this to avoid the error of making interpretations that may be experienced as critical
by the patient or elicit guilt. He highlighted his conviction that the difficult feelings he
experienced in the countertransference were all directly related to the YPs original traumatic

relationship (Khan, 1963).

Interestingly, Leira (1995) reported a different experience of the transference
relationship. Due to the patient’s silence, she found herself unable to pick up a message
through her countertransference but then followed her patient into his state of intense
introversion. She reported that while this process was unfolding, she felt calm and content
and had a sense “of being useful” (p. 51). She proposed that in the silence, “themes from
phases of the early separation-individuation process were possibly re-enacted in the

[transference-countertransference] relationship” (p. 56).

Adolescents’ Experience of Silence

Importantly, two empirical studies looked at adolescents’ experience of in-session
silence as part of their research. Zimmermann et al. (2020) investigated silence during AIT of
adolescents with borderline personality pathology (BPP) and measured the YPs experience of
silence with the Session Evaluation Questionnaire. Results showed that the YPs perceived
sessions which were more silent as “less smooth” and rated these as “more unpleasant, rough,
difficult, and uncomfortable” (Zimmermann et al., 2020, p. 164). Acheson et al. (2020)
explored silence in STPP with depressed adolescents. As part of the study, post-therapy

interviews, which had been conducted with the YPs as part of a larger study, showed that the
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adolescents experienced silent moments in their respective therapies as difficult and

uncomfortable.

Silence and Clinical Technique

Having discussed the conceptualisation of silence and how it is experienced in the
transference-countertransference relationship with adolescent patients, the question arises

about how therapists respond to in-session silences.

Cristy (1993) described that, especially during the early sessions, her patient seemed to
experience her voice as intrusive, and so she said barely anything but fell into the trap of
introducing structured activities (drawing; the squiggle game). She argued that, on reflection,
these activities may have been experienced as even more intrusive than words by the patient
and acknowledged that she found it more challenging to “give up control” and let the silent
process unfold than she had anticipated. Anagnostaki (2013) also described that her
interventions were minimal during her patient’s long silences. She outlined that when she
shared thoughts about her countertransference with the patient, these were not only rejected
but that by talking, she seemed to be “violating something very important” (p. 163) and
therefore remained largely silent herself. Wilson also explained that all of his usual technical
approaches did not seem to work and that the more he tried to talk, the more he seemed to
“miss or intrude” (p. 17). Leira (1995) described that she had asked her patient how he
experienced the silences early on. When he stated that his sessions felt very important and
that a lot was happening inside him, Leira continued to sit in silence with her patient. She
described that as long as a connection between her and the young man remained, she let her
attention wander towards her patient and her own thoughts. Indeed, Moser (1962) stated that

the patient's silence must be endured and tolerated by the analyst and stressed that, especially
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at the beginning of treatment, the silent patient needs time until he feels trusting enough to

establish contact.

Malberg (2012) outlined how she let herself be guided by her countertransference and, in
particular, her unusual lack of empathy, to find a way to speak about the YP’s emotional
experience “without feeling like an impinging and persecutory object” (p. 302). Malberg
further stated that she understood her role as a new developmental object with whom the
patient “could explore different ways of interaction, and safely mourn losses and what she
felt she had never had” (p. 311). Cristy (1993) explained that she had to rely on monitoring
her patient’s non-verbal communication, especially her body language, as well as heavily
relying on the countertransference. She vividly described her patient’s uncomfortable looking
posture and proposed the idea that the posture and the patient’s silence were a desperate
attempt of the patient to exercise some control in her life and hold herself together. “It
seemed to me that [the YP] felt as if she was impotent, an object acted upon and that her
passivity and silence were her only ways of asserting power” (p. 181). Interestingly, Moser
(1962) also referred to his patient’s seemingly uncomfortable posture. Khan (1963)
highlighted that whilst remaining largely silent, he made regular, albeit sparing, comments
about observations of body language and feelings. He also would give a summary at the end
of each session to communicate that he had paid attention, create a separateness between him
and the patient, and provide “a verbal link to the next session” (p. 307). Throughout the
therapy, Cristy (1993) adopted a similar approach and made observational comments on her
patient’s behaviour and body language, and eventually started to mirror the girl’s body
language ““as a way of trying on her feelings” (p. 185). The author seemed to achieve
remarkable results with this and described that her patient moved from what Searles (1979)

called the autistic phase of treatment into the next stage, the therapeutic symbiosis, referring
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to Searles’ statement that the patient can only resolve a fixation in ego development if they

feel “indispensable to the analyst’s ego functioning” (p. 186).

Importantly, Bakalar (2012) described that after consulting with a colleague, she decided
to start crocheting during the sessions, which helped her to fend off boredom and sleepiness,
and to “be more peacefully present for [the YP] as we struggled together” (p.232). Bakalar
also started to “think out loud” but also allowed her mind to wander, thinking both about her
patient and about her own life. Finding meaning in these countertransference associations
helped to understand the patient better. Wilson (1997) also described a variation of technique.
He outlined that his adolescent patient started to write letters to him between sessions which
he then commented on and interpreted during the following session. This development
appeared to present a turning point in the therapy. Macintosh (2017) also emphasised her
adaptation of technique through shared art-making in her patient’s sessions. Thus, both
Wilson and Maclntosh allowed their patients to communicate without having to use (spoken)
words, which is likely to have helped the YPs feel heard and understood and aided them in

their recovery.

Gensler (2015) described a very different type of silence in adolescent psychotherapy in
his theory paper. He referred to YPs who may want to speak in therapy and might even try
but are unable to find a way to communicate. The silences that Gensler outlined seem to be
less connected to trauma and more to the more ordinary adolescent struggle of relating and
being in a room with an adult. He stressed the importance of showing continued curiosity and
not giving up, acting transparent and trustworthy, showing a willingness to be influenced by
the adolescents’ interests, and reflecting on the countertransference and other feelings about

the patient and expressing these.
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Thus, it becomes clear that the tasks of the psychotherapist working with silent
adolescent patients are manifold. On the one hand, the therapist has to bear in mind the need
to help the adolescent patient find words for his emotions and facilitate insight into his
preoccupations and relationships by taking on a more active role and asking questions and
offering thoughts and ideas. On the other hand, the therapist needs to tolerate, survive and

even embrace silent moments if and when they occur.

The findings described above appear to align with recommendations on techniques
found in contemporary adult literature on silence. Coltart (1991) reminds the reader that it is
vital to learn to be silent and “practice benevolent, neutral patience [...]. If one is truly at
home with oneself, then silence will not usually feel provocative” (p. 448). Allowing the
periods of silence to unfold creates a space that fosters understanding and containment
(Hadda, 1991) and acts as confirmation to the patient that their (non-verbal) communication
is heard (Knutson & Kristiansen, 2015; Ronningstam, 2006). Indeed, orthodox techniques to
encourage the patients to talk can “totally fail” (Fuller & Crowther, 1998, p. 527), especially
the use of (premature) interpretations (Knutson & Kristiansen, 2015; Ronningstam, 2006).
Some silent patients may not tolerate any verbal interventions by the therapist at all. For
instance, Blumenson (1993) outlined the case of a preverbal paranoid schizophrenic woman.
She drew upon Searles (1965), who recommended establishing nonverbal communication
before verbal communication can take place. Blumenson also described her application of
ego-modifying techniques advocated by Spotnitz (1985), who recommended mirroring and
joining the non-verbal patient in their resistance until they have developed enough awareness

and ego-strength to modify their behaviour.

However, there is the recognition that silence may cause a technical dilemma for many
adult therapists, as breaking it may be perceived as intrusive, but allowing it to take place

could potentially reinforce a patient’s sense of isolation and abandonment. Elson (2001)
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addresses this by stating that “[t]he therapist must be able to gauge the patient’s tolerance for
silence, whether it is providing an opportunity for integration and growth, or instead heralds
anxiety and shame over primitive needs and wishes heretofore unexpressed” (p. 358).
Martyres (1995) also stated that especially in the early stage of the therapy, it is crucial to
evaluate the anxiety of the patient during each silence and to intervene as appropriate, adding
that if a silence continues beyond a patient’s tolerance levels, it could endanger the therapy.
Coltart (1991, p. 447) thus suggests that at times it may be helpful for the therapist to ask
direct questions, such as, “You seem stuck today. What are your thoughts?”, “Is something
particularly bothering you or holding you up?” or “Is there something difficult you want to
say about me or being here?” (pp. 446-447). Martyres (1995) also emphasises using gentle
questions such as, “What were you feeling just then?”, “What was happening in the silence?”

or process statements, such as “You are uncomfortable with the silence” (p. 122).

It thus appears that the perception of silence as a phenomenon has much evolved
throughout the past century. The progression of psychoanalytic theory and technique and
publications of insightful case studies have contributed to the exploration and understanding
of silence and its conceptualisation as a multi-determined phenomenon that can communicate

a wide range of functions and meanings.

Discussion

This literature review explores the conceptualisation of silence in psychoanalytic theory.
It highlights the psychoanalytic approaches to in-session silence from a developmental
perspective and presents common themes drawn from the adolescent literature.

Psychoanalytic approaches to silence and clinical technique were also examined.

One of the key findings is that there appears to be a link between silence and trauma,

especially when it occurs in the form of early parental absence or neglect. Indeed, the in-
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depth case studies of silent adolescents shared several themes found in the adult literature. It
seems as though most of the adolescents had experienced some type of trauma or separation
from their maternal object early on in their development, and all had a very strained
relationship with their parents. Much of the clinical material presented in these case studies
was very moving and outlined the YPs’ sense of isolation, desperation and need for
containment. At the same time, the papers also illustrated the adolescent struggle and the
YPs’ attempts for individuation coupled with the communication of their unmet infantile

needs.

Another key finding that the literature highlights is that silence can have a protective and
healing function. Wilson’s (1997) idea that the silence of traumatised YPs protects the
integrity of the self by drawing on Winnicott (1965) seems particularly apt. If a space of
acceptance and containment is provided, the silent patient may go through a period of silent
regression, which takes the patient back to their longing for oneness with the primary
caregiver. Indeed, this could be understood by using Searles’ (1967) concept of the autistic
phase of treatment, which, once it has been overcome, can lead to therapeutic symbiosis. This
stage could also be thought of as a silent “incubation process” during which some of the
infantile needs of the patient are partially met and during which the patient may silently work
through their preoccupations in the presence of their therapist. Once they have worked
through this stage, a silent patient may progress to a stage during which psychic growth and
repair can occur. Importantly, having reviewed the few psychoanalytic case studies
discussing the silence of adolescent patients, there appear to be remarkable similarities
between the themes in these case studies and the “stages” identified in the literature on the
work with adults. Strikingly, the themes of the different stages of silence seem to bear
similarities to Balint’s (1968) idea of benign regression and the “new beginning”, which can

take place through the healing of the basic fault and the resolution of Glasser’s (1979) core
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complex. Modell’s (1990) concept of dependent/containing transference, as mentioned by
Leira (1995) and Anagnostaki (2013), also seems particularly relevant. Ultimately, it appears
that a healing process can begin to take place by means of being alone in the presence of
another (Winnicott, 1958). Many of these ideas seem to tie in with Lanyado’s (1985, 2004,
2009) concept of the quiet presence of the therapist (influenced by Winnicottian and
Balintian thought), which enabled the traumatised children she worked with to undergo the
process of healing and work through their trauma alone in the presence of a quiet and
receptive therapist, who was able to contain her patients’ feelings through the use of her
countertransference. Especially Leira’s (1995) description of her state of vake appears to be

similar to Lanyado’s (2004) idea of therapeutic reverie.

A third key finding was that although techniques aimed at resistance may be appropriate
with some silences, using the original recommendations of resistance interpretation or
meeting silence with silence without evaluating what this might bring up in the patient seem
outdated and could potentially be damaging to the therapeutic relationship. Indeed, an
adaptation of technique may often be necessary for adolescents, as highlighted for instance by
Bakalar’s (2012) decision to start crocheting. The literature also demonstrated that disturbing
a patient’s silence can potentially be experienced as very intrusive. Considering that it
appears that many silent patients have suffered early trauma, it is essential to acknowledge
that the findings of this review seem to be supported by research in neurobiology. It is known
that developmental trauma and adverse childhood experiences often affect the Broca’s area,
the language centre of the brain, subsequently leading to difficulties in traumatised patients to
verbalise and describe their distressing experiences (Rauch et al., 1996). Language, which is
a function of explicit memory, “is [thus] not generally accessible to trauma survivors after a
distressing event” (Korn, 2001, p. 4). Consequently, a traumatised person may just “shut

down” as they re-experience emotions as physical states rather than explicit memories that
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can be put into words (van der Kolk, 1996, p. 218). Furthermore, empirical research has also
shown a link between developmentally adverse experiences with the primary caregiver in
childhood and dissociative symptoms experienced in adulthood (Baradon, 2009; Chu et al.,

1999).

Considering the above, it appears particularly important for therapists to pay close
attention to YPs, pick up on any possible distress during periods of silence, and consider that
silence could be a sign of dissociation. It was noticeable that this consideration was only
discussed in detail in one of the nine adolescent case studies reviewed here, although it was
implied in several. However, more generally, the psychoanalytic world has become more
aware and appreciative of neuroscience, empirical infant research and attachment theory (e.g.
Alvarez, 2012; Colloms, 2012; Hopkins & Phillips, 2009; Lanyado, 2017; Music, 2009;
Sternberg, 2006). For instance, in her writings on her work with silent traumatised children,
Lanyado (2004) incorporated insight gained through neurobiology and empirical infant
research, most notably that of Schore (1994) and Stern (1985; 1998). Importantly, as
demonstrated by both Wilson (1997) and Maclntosh (2017), silent traumatised adolescents
may communicate in creative, non-verbal ways if the opportunity is provided. Whilst it is
commonplace in psychoanalytic child psychotherapy to use a therapy box and toys with
under-fives and latency children, this is not always done with adolescents. It may thus be of
benefit for therapists who are working with YPs, especially those who have experienced
trauma, to routinely provide files with stationery items and art material. Indeed, this also ties
in with Dowling’s (2019) recommendation to consider together with the children and YPs

which creative materials they might like to have in their therapy boxes and files.

However, it has also been highlighted that the literature about silence in the therapeutic
work with adolescents is very sparse, indicating that more research is needed in this area. In

particular, the lack of empirical studies was very noticeable. While exploring the adolescents’
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experience of in-session silence only constituted a small part of their respective studies,
Acheson et al. (2020) and Zimmermann et al. (2020) nevertheless highlighted that the YPs in
their samples experienced silence as negative. Further, Gensler’s (2015) paper drew attention
to a different type of adolescent silence from those outlined in the clinical case studies, which
could be viewed as a manifestation of the adolescent’s interpersonal struggle and
developmental stage. The findings of this literature review, therefore not only highlight that
adolescents can experience silence in different ways but also point towards a clear gap in the
literature in terms of the exploration of adolescents’ experience of silence in psychotherapy.
It thus appears that there is the scope, and indeed need, for research in this area, both in the
form of theory-building case studies and empirical work in regards to in-session silence with

adolescents, to shed further light on this fascinating phenomenon.

Conclusion

In conclusion, the abovementioned factors highlight that 1) there may be a connection
between the occurrence of silence and trauma in the work with silent adolescents, 2) the work
with silent YPs may require an adaptation of technique, 3) rather than being a hindrance, if
addressed appropriately, silence in adolescent psychotherapy may be a great catalyst for
change and reparation. However, the findings also draw attention to how little is currently

known about this phenomenon, especially in relation to the adolescents’ experience of it.
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Abstract

Objective: This exploratory therapy process case series study aims to examine the
occurrence of in-session pauses and therapists’ responses to long silences in the
psychoanalytic work with depressed adolescents. Method: Pauses in three pragmatically
sampled dyads of Short-Term Psychoanalytic Psychotherapy (STPP) were coded across 18
therapy sessions from beginning, middle and end of treatment. Data included frequency,
duration, and percentage of session time taken up by silence. Pause type was coded with the
Pausing Inventory Classification System (PICS; Frankel & Levitt, 2009; Levitt, 2001).
Therapists’ responses to long pauses (>1min) were coded with the Helping Skills System
(HSS; Hill, 2009). Results: 1,248 silences (>3 s) were identified. Most (69.0%) were coded
as obstructive; the longer the pause, the less likely it was to be productive. Long silences
(>1min) made up 3,4% of all pauses. Silence patterns across the dyads varied widely;
however, across all therapies long pauses most frequently occurred in the therapy stages that
had the highest percentage of in-session silence. Long pauses took up 12.4% of the overall
session time. The vast majority of long pauses (85.7%) were broken by the therapists. The
most frequent therapist responses to long pauses were interpretations (33.3%), reflection of
feelings (16.7%) and open questions (16.7%). Discussion: Findings suggest that the patterns
of silence are unique to each therapy. Whilst pause duration is associated with pause type,
findings may also indicate that longer silences potentially serve different functions and
communicate different meanings in different treatment stages. Therapists’ responses are
considered from a psychoanalytic angle and implications for clinical practice and further
research are offered.

Keywords: Adolescent depression; process research; short-term psychoanalytic therapy;
silence; STPP
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Introduction

Silence appears to be a common phenomenon in psychotherapy with adolescents, which
can be challenging to manage clinically. Whilst silence in psychoanalytic psychotherapy was
traditionally seen as a sign of resistance; more contemporary psychoanalytic theory
recognises that silence is a multi-determined phenomenon that may be a sign of different
processes and communications (e.g. Goldstein-Ferber, 2004; Lane et al., 2002; Liegner,
1974; Sabbadini, 1991). Recent empirical research supports this theory (e.g. Daniel et al.,
2016; Frankel et al., 2006; Hill et al., 2019; Levitt, 1998, 2001). Nevertheless, very little
empirical research has been conducted with adolescent patients, even though this age group is
generally known to be finding it more challenging to engage in talking therapies than adult

patients.

The theoretical conceptualisation of silence in psychoanalytic theory evolved
considerably over the years. Traditionally, in-session silences were regarded as counter-
therapeutic and as a sign of resistance (Abraham, 1916; Fenichel, 1928; Ferenczi, 1916;
Freud, 1912, 1913, 1914, 1925; Glover, 1927). With advances in theory and clinical practice,
silence began more and more to be seen as a communication (Blos, 1972; Greenson, 1961;
Liegner, 1974; Loomie, 1961; Nacht, 1963; Weisman, 1955). Winnicott’s (1958) paper The
Capacity to be Alone was significant at the time as he identified some patient silences to be a
reflection of the person’s ability to be alone in the presence of another, and therefore a sign of

health.

Nowadays, silence in psychotherapy is regarded as a multi-determined phenomenon
with a broad spectrum of meanings and functions. More specifically, silence can be
understood as a communication of the patient’s need to feel protected and contained (Fuller

& Crowther, 1998; Ronningstam, 2006) and be noticed and accepted (Kreische, 1985). It can
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be a communication of the patient’s longing for mirroring (Hadda, 1991) or may point
towards a regression to the pre-verbal stage and longing for oneness with the mother/therapist
as mother imago (Arlow, 1961; Khan, 1963; Nacht, 1963, 1964; Serani, 2000; Shafii, 1973a;

Winnicott, 1958).

The idea that silence in psychotherapy is a heterogeneous phenomenon has been
confirmed by empirical research by Levitt (1998, 2001b, 20014, 2002), who conducted
interpersonal process recall interviews with seven patients about their experience of silent
moments in their therapy sessions. A grounded theory (Glaser & Strauss, 1967) analysis was
used to conduct a qualitative analysis of the data, leading to the development of the Pausing
Inventory Categorization System (PICS). It entails three higher-order categories, namely
“obstructive”, “productive”, and “neutral” pauses and several subtypes. The category
“obstructive” refers to pauses that result from a patient emotionally disengaging from the
therapeutic discourse. “Productive” pauses, which are seen as facilitative to the therapeutic
process, occur when the patient has a deeply emotional experience and is overcome by
emotion and pauses to reflect on this or tries to find words to express themselves. “Neutral”
pauses indicate pauses that are part of a patient’s way of speaking and are not linked to the

therapeutic process.

In an extension of Levitt’s work, Frankel et al. (2006) looked at the best and the
poorest outcome of client-centred psychotherapy (CCP) dyads. They found that good
outcome dyads exhibited more “productive” and fewer “obstructive” silences than poor
outcome dyads but that poor outcome dyads had an overall higher frequency of pauses. Their
study also confirmed that the PICS could be used reliably to code silent processes in
psychotherapy. The PICS has been used in several studies since. Daniel et al. (2016)
compared in-session silences of patients receiving psychoanalytic psychotherapy (PPT) to

those receiving cognitive behavioural therapy (CBT). Their findings showed that pauses were
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more frequent in PPT than in CBT. They also found that a higher frequency of pauses,
especially that of “obstructive” pauses, was associated with poorer treatment alliance and
insecure attachment of patients. Good outcome dyads had a higher frequency of “productive”
pauses, especially in the middle stage of treatment. Poor outcome dyads had a higher
frequency of “obstructive” pauses, especially in the end stage of treatment. Their study
highlighted that in-session pauses might indicate patient attachment anxiety and predict
treatment outcome. Cuttler et al. (2019) also looked at patients’ attachment. Their findings
revealed that patient attachment anxiety and the type of patient and therapist pauses could
predict the immediate outcome of silence events. Stringer et al. (2010) specifically looked at

“disengaged” pauses, which are a subtype of the “obstructive” category. Their findings

showed that “disengagement” is associated with poorer treatment outcome.

Hill et al.’s (2019) PICS single case study of a male patient who received PPT looked
at the first five and last five therapy sessions. Results showed that the sample had a high
frequency of productive silences overall. Pauses were shorter in the later stages of treatment.
Most pauses were initiated and broken by the patient. Gindi (2002) conducted a single case
study of a young male patient with learning difficulties. The most frequent pause type coded
were “neutral” pauses. This differed from the other PICS studies and may have been related

to the patient’s learning difficulties.

Notably, Hill et al.’s (2003, p. 513) study about therapists’ use of silence as a
therapeutic tool highlighted that silence is primarily used to “facilitate reflection, encourage
responsibility, facilitate expression of feelings, not interrupt session flow, and convey
empathy”. During these moments of silence, the therapists, who offered differing
psychological treatments, looked at the patients, thought about the therapeutic process, or
conveyed interest in the patient. The therapists reported that most of the silences they

described had been intentional and lasted less than a minute.
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Silence in the Therapeutic Work with Adolescents

There is limited empirical and psychoanalytic literature on silence in the work with
adolescent patients. The few psychoanalytic case studies available (Anagnostaki, 2013;
Bakalar, 2012; Cristy, 1993; Khan, 1963; Leira, 1995; Maclntosh, 2017; Malberg, 2012;
Moser, 1962; Wilson, 1997) seem to have several common themes, namely the connection
between in-session silence and trauma, the patient’s regression to an earlier stage of
development, the need to offer flexibility around technique, and the potential healing function
of silence. These case studies also have the young people’s (YPs) prolonged periods of

complete silence in common.

Gensler (2015) outlined another type of adolescent silence that is different to the
prolonged periods of complete absence of speech outlined in the clinical case studies. It
seems more related to the ordinary adolescent behaviour of feeling invested in the peer group
rather than parental figures. Therefore, this type of silence may be specifically connected to
the YPs developmental stage and the push and pull of adolescence. Gensler encouraged
therapists to adopt an active stance and take an interest in the YPs, including asking

questions, showing curiosity, and being transparent.

Limited empirical research on silence in the work with adolescents has been
conducted. Zimmermann et al. (2020) looked at in-session silences in adolescent identity
treatment (AIT) with female adolescents with borderline personality pathology (BPP). The
YPs’ experience of silence was measured and the study found that sessions with less silence
were regarded as “better” by patients and experienced as “smoother”. Sessions with more
silence were rated as “more unpleasant, rough, difficult, and uncomfortable” (Zimmermann et
al., 2020, p. 164). Acheson et al.’s study (2020) looked at silence in sessions with depressed

adolescents. The data were drawn from the Short-Term Psychoanalytic Psychotherapy
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(STPP) arm of “Improving Mood with Psychoanalytic and Cognitive Therapies” (IMPACT).
A grounded theory (Glaser & Strauss, 1967) analysis of the YPs’ post-treatment interviews,
drawing on the IMPACT-My Experience data to investigate the YPs perception of silent
moments in their therapies, was conducted. Their findings highlighted that YPs generally

expressed negative views about silent moments in their sessions.

Clinical Depression in Adolescents

Adolescence is a time of physical, emotional, and neurological change. Part of the
task of adolescence is to attempt to master individuation and to work through difficulties that
occurred in earlier stages of development, and that may resurface in adolescence. It can often
be a time of emotional turmoil and vulnerability. It is also a time of loss, such as the loss of
the relative security of childhood and the prepubescent body. Some YPs can find the tasks of
individuation challenging and frightening, which may leave them more vulnerable to
experience states of depression (Cregeen et al., 2017). Prevalence rates of adolescents with
depressive disorders have rapidly increased in the past few decades (Abela & Hankin, 2008).
Around 5.6% of adolescents between 13 and 18 years meet the diagnostic criteria for clinical
depression (Costello et al., 2006). Some estimates for the twelve-month prevalence for this
age group are as high as 8% (Rice & Rawal, 2011). However, it is also known that the
majority of cases of adolescent depression are not currently detected (Kessler et al., 2001).
About 50-70% of successfully treated depressed adolescents have been found to relapse
(Birmaher et al., 2000; Richmond & Rosen, 2005). Indeed, between 50% and potentially up
to 84% of YPs who had depression in adolescence are likely to experience further depressive

episodes in adulthood (Abela & Hankin, 2008; Kessler et al., 2001).

Speech patterns of adults with depression are less fluent and contain more silences

than those of non-depressed adults (Alpert et al., 2000; Nilsonne, 1988; Vanger et al., 1992).
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Moreover, certain non-verbal behaviours related to social withdrawal, including reduced
speech rate and an increased frequency of silences, can predict the severity of a patient’s
depressive state (Fiquer et al., 2013; Segrin, 2000) and seem to decrease with clinical
improvement (Greden & Carroll, 1980; Hoffmann et al., 1985). Importantly, it is also

possible to detect depression in natural speech samples of adolescents (Low et al., 2011).

The above highlights that nowadays, silence is regarded to have a range of functions
and meanings and is no longer exclusively viewed as a sign of resistance. This idea is
supported by a growing body of empirical research on silence in psychotherapy. The
availability of adolescent literature on silence is minimal, although a few common themes
could be identified. Importantly, two existing empirical studies demonstrate that adolescents
can experience silence in psychotherapy as negative. The potential impact of depression on
speech has also been highlighted. This emphasises the need to understand silence with
depressed adolescent patients better. Due to the lack of previous research in this area, the
current study was designed as an exploratory in-session process research project. Thus, in
line with exploratory research, the author did not make any specific hypotheses but attempted

to maintain an open mind and be led by the data (Hill, 1990).

The Present Study

Anecdotal evidence suggests that silence is a common phenomenon in adolescent
patients, which can be challenging to manage clinically. This idea is supported by clinical
experience, clinical case reports and two existing empirical studies. The primary aim of this
study is to further the knowledge about the phenomenon of silence in STPP with depressed
adolescents. More specifically, to explore the length and duration of the pauses and their
possible function. Further, the occurrence of particularly long pauses and how therapists

respond to these will be looked at in detail.
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This study attempts to investigate the following questions:

1) What is the frequency, duration, category, amount of session time, and
speaker patterns of pauses in STPP with depressed adolescents, and does this
change over time?

2) Considering that long pauses can pose a technical dilemma for therapists, what

are the patterns of the longest pauses and how do therapists respond to these?

Developing a better understanding of the in-session silences that occur with this

particular patient population can help to inform clinical practice.

Method

Description of the Data

The data were drawn from a wider study, the STPP arm of IMPACT; a multicentre,
pragmatic, observer-blind randomised controlled superiority trial comparing STPP and CBT
with a brief psychosocial intervention for adolescents diagnosed with moderate to severe
depression (Goodyer et al., 2011, 2017). The trial was the largest of its kind in the UK and
involved 465 adolescents aged 11-17 years who were randomly assigned to the three
treatment arms. Treatment was delivered across fifteen National Health Service (NHS) Child
and Adolescent Mental Health Service (CAMHS) clinics in three regions in England.
Therapy sessions from both treatment arms of the trial were audio-recorded, and outcome

measures were recorded at different time points during treatment.
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Participants

Patients

Three patient-therapist dyads were selected from the STPP arm of the IMPACT study. The
sample consisted of three adolescents with current DSM-5 unipolar Major Depressive
Disorder (MDD) diagnoses with moderate to severe impairment. All YPs fit the case
population of CAMHS clinics within the NHS. Table 1. below outlines information on each

therapy and outcome.

Table 1
Patient Information
Patient A Patient B Patient C
Gender Female Male Female
Ethnicity White British White & Black White British
Caribbean

Age 15 15 16
Sessions attended 26 29 25
Sessions offered 28 29 30
Sessions coded 4,6,14,15,23,24 5,6, 14, 15, 24, 25 5. 6,13, 14, 23, 24
Therapist Male Female Female
MFQaWk O 42 51 44
MFQaWk 6 31 45 39
MFQaWk 12 1 37 None recorded
MFQaWk 36 28 38 23

Notes.
a=Mood and Feelings Questionnaire (patient rated)

The cases were sampled for pragmatic reasons to ensure the availability of good
quality recordings of beginning, middle and end sessions and measure scores, which meant
that the cases were limited to YPs who had engaged well and had completed their therapies.
Of the available cases, three treatments were chosen with adolescents aged between 15-16
years, as it was felt that this age group would be more likely to communicate verbally rather

than through play or other activities.

The YPs’ degree of depressive symptoms varied at baseline. All participants
completed treatment, having attended a mean of 26.67 sessions (SD 2.08), and their outcome
was deemed as “good” based on the fact that there was a clinically significant reduction in

their MFQ score. It is of note that attendance rates of the sample were not representative of
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the overall population of the STPP arm of the IMPACT study, as the median number of
treatment sessions attended by the general population were 11 sessions over the average
duration of 27.9 weeks (Goodyer et al., 2017). Less than 50% of patients attended more than
half of the recommended number of STPP sessions (Goodyer et al., 2017; O’Keeffe et al.,

2018).

Therapists

The three therapies were delivered by three different psychoanalytic child and
adolescent psychotherapists who were either post-qualification or in the final year of their
four-year postgraduate professional training. All were registered with the Association of
Child Psychotherapists, UK. All therapists received STPP training and used the STPP
treatment manual, which had been specifically developed for the IMPACT study (Cregeen et
al., 2017). Supervision was provided as part of routine practice at the CAMHS clinics where

treatment took place (Goodyer et al., 2017).

Treatment

STPP is a 28-session model consisting of once-weekly individual therapy sessions for
the adolescent and up to seven separate sessions for the parents/carers with a different
therapist. Sessions are approximately 50 minutes in length. STPP was designed for
adolescents with a complex clinical picture and whose depression is severe (Cregeen et al.,

2017).

Ethical considerations

As the data were sourced from the IMPACT study, ethical approval had been obtained
as part of the larger trial and participants, and their parents had given written consent for their
data to be used. All audio recordings of the sessions used in this study were stored on a

secure drive. Session transcripts were anonymised and password protected. Hard copies of
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transcripts were stored in a lockable cabinet. The data collection tool with the coded data did

not contain any identifying information and was password protected.

Measures

Pausing Inventory Categorization System 2nd Revision (PICS)

The PICS-R (Frankel et al., 2006; Levitt & Frankel, 2004) is a revised version of the
PICS developed by Levitt (1998, 2001b).° It is a therapy process measure with a conceptual
basis in qualitative research. It was developed through a grounded theory (Glaser & Strauss,
1967) analysis of interviews with patients about their experiences of specific silent moments

in their sessions.

The PICS was developed as an observer-based coding system and entails three higher-
order categories: “obstructive”, “productive”, and “neutral” pauses. Productive pauses occur
when the patient experiences profound emotions (e.g. “It’s so hard to talk about this [cries,
15s pause] I feel really lost.”), or expresses insight, awareness or curiosity about the self,
existential themes or more shallow topics (e.g. “I wonder why we keep arguing about this?”
[5s pause, sighs] or “The train got cancelled, [4s pause] I wonder what happened.”).
Productive pauses also occur when the patient pauses to seek the correct word (e.g. “He was

never particularly, um, [3s pause] sensible.”).

Obstructive pauses are composed of pauses during which a patient withdraws from an
emotion or cuts off the possibility to explore something further (e.g. [cries] “It was a difficult
time [9s pause, wipes tears away| but that’s all in the past.”), gives monosyllabic responses
(e.g. [10s pause] “I don’t know.”) or remains completely silent. Another indicator that an

obstructive pause has occurred is when the patient’s focus shifts to the therapist, especially

9 Please see Appendix B for all PICS categories and sub-types and an explanation of the original PICS and
PICS-R.
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when emotionally laden, “taboo” or complex topics come up or when the patient seeks

clarification from the therapist (e.g. “I don’t really know. [4s pause] What do you mean?”).

Neutral pauses are neutral in their affect. These pauses occur when the patient tries to
recall information (e.g. “It was blue, [3s pause] no turquoise.” Or “Hm, [4s pause] I can’t

remember.”) or when the patient moves on to a new topic after a pause.

For each pause coded, the dialogue before and after the pause and the context, length,
and speaker patterns are considered. All PICS categories have several subtypes. These were
coded, but given that the current study is exploratory, in the sense that it aims to examine the
emergence of silence in psychotherapy with adolescents only the higher-order categories
were analysed. This study thus focuses on different aspects of the emergence of silence, such
as silence lengths (brief, medium, long), and speaker patterns, with a particular focus on long
pauses and therapists’ responses to these. As originally suggested by Levitt (1998), in the
present study, speaker patterns for each pause were also coded. This provides information on
who “initiates” and who “breaks” a pause, based on who is the last person to speak before
and first to speak after a pause. The speaker patterns consist of four possible constellations:
Patient-Patient (P-P), Patient-Therapist (P-T), Therapist-Patient (T-P), and Therapist-

Therapist (T-T).

The PICS has been shown to have high interrater reliability (IRR) (Cohen’s k=0.82)
(Levitt, 2001b). In the present study, a consensus coding approach was used rather than
aiming to reach IRR. This approach was chosen to ensure high validity of the coded data
(Hill et al., 2005; Stringer et al., 2010) as the former involves reaching a consensus on all

ratings, whereas the latter leaves room for individual coder variability (e.g. Belur, 2021).
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The two coders self-trained for approximately 17.5 hours using the PICS-R manual
(Levitt & Frankel, 2004) and transcripts and audio recordings of a number of STPP

sessionst?.

Once training was completed, a data collection tool was developed to capture the
category, sub-type, speaker patterns, exact start and length of the pause, and stage in
therapy!!. Pauses were divided into three length categories: brief=3s.-10s., medium=11-60s.,

and long=>1min.

The coders consensus coded all sessions with the use of audio recordings. Sessions
were coded individually and in chunks to minimise the possibility of influencing one another.
The coders met at regular intervals to discuss disagreements and re-listen to all pauses they
had not agreed on to reach an agreement. The total time spent on the coding, including

reaching a consensus on the pauses coded differently, was approximately 35 hours*?.

Helping Skills System (HSS)!3

The HSS (Hill, 2009) was used to look at the second aim of this study, therapists’
responses to particularly long pauses. It is an adapted version of the Hill Counselor Verbal
Response Category System (Hill, 1986, 1992; Hill et al., 1981). It consists of 12 nominal,
mutually exclusive categories: approval, reassurance, closed questions, open questions,
restatements, reflections of feelings, challenges, interpretations, self-disclosure, immediacy,

information, direct guidance. When used for research, therapist verbal behaviour is

19 The training sessions were from three different STPP treatments and had been chosen because transcriptions
were available. None of these treatments were part of the current study. Please see Appendix C for full details of
the coding training.

11 Due to the lack of visual data a session was deemed to start at the first utterance and finish when the therapist
indicated that it was the end of the session. Any pauses before or after were not coded. Pauses that occurred
when the therapist was speaking (i.e., pausing mid-sentence to gather their thoughts) or when the patient or
therapist was involved in an activity that let them momentarily fall silent (i.e., taking out a diary to discuss
holiday dates) were not coded.

12 Please see Appendix C for full details of the coding process.

13 Please see Appendix D for a full list of Helping Skills.
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categorised into meaning units (grammatical sentences), and each unit is assigned one
helping skill. Therapists’ statements unrelated to the therapeutic process are grouped into
another category (other). The HSS has been shown to have high interrater reliability,
especially for the predominant units of a therapist’s speaking turn (Cohen’s k=0.98) (Goates-

Jones et al., 2009). In the present study, a consensus coding approach was used.

The coders self-trained using Helping Skills: Facilitating Exploration, Insight, and
Action (Third Edition) (Hill, 2009). The author then transcribed the dialogue before and
immediately after each long pause verbatim. Therapists’ responses were broken down into
meaning units in line with the coding guidelines outlined by Hill (2009), adapted from Auld
& White (1956). The coding system was then adapted to assign one overall HHS code per
therapist response’*. All therapist responses were consensus coded. Following this, the author
discussed the coding decisions with her research supervisor. The approximate length of the

HSS coding training and coding process was about 24 hours.

Mood and Feelings Questionnaire (MFQ)
The MFQ (Angold et al., 1995; E. Costello & Angold, 1988) is a screening tool to

assess depression in children and adolescents aged six to 19 years. It consists of descriptive
phrases about how the young person (YP) has felt or acted over the past fortnight. Scores of
27 or higher may indicate the presence of depression. Higher scores indicate increased
depression. The MFQ has been shown to have reliability (Wood et al., 1995). In the IMPACT
study, the MFQ was administered at baseline, during therapy (week 6 and 12) and after the

completion of treatment (week 36).

14 As some of the long pauses were broken by the patients, an additional code (code 0) was also introduced to
indicate when no Helping Skill response occurred.
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Procedure

Selection of Therapy Sessions

A total of 18 therapy sessions were selected. These included two sessions from the
beginning, middle and end stages of each of the three treatments to capture a possible change
over time®®. The first two and the final two sessions were excluded, as these are typically
different (Kuprian et al., 2017). The sessions selected were from the end of the beginning
stage (e.g., sessions 4-6), the exact middle point of treatment (e.g., sessions 13-15) and the
early sessions from the end-stage (e.g., sessions 23-25), depending on the availability of

audio recordings. Whenever possible, these were consecutive sessions.

Coders
Two female clinical doctoral students in psychoanalytic child and adolescent
psychotherapy coded the pauses, one being the author. All sessions used in this study were

consensus coded by the author and her research partner.

Data Analysis

The data were analysed using Microsoft Excel (Office 16). The statistical analyses

were conducted with Statistical Package for the Social Sciences 26 (SPSS 26).

Findings

A total number of 1,248 pauses of three seconds or longer were identified in the 18
therapy sessions. These were analysed to identify the frequency and duration of in-session

silences, speaker patterns, and the percentage of session time taken up by silence. The results

15 Due to the lack of the definition of clear treatment stages in the STPP manual, it was decided to define the
beginning stage as sessions 1-6, the middle stage of sessions 7-22, and the end stage of sessions 23-28 (based on
the assumption that treatment ended after 28 sessions). This was made with the idea that the middle stage roughly
takes up 60% of the whole treatment duration, whereas the beginning and end stages take up roughly 20% each.
This differed from the definition of treatment stages made by other researchers, such as Della Rosa & Midgley
(2017) and Trowell et al. (2007).
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from each therapy were collapsed together to produce combined findings for the beginning,
middle, and end stages of treatment. All long pauses were then looked at more in-depth, and

therapists’ responses were analysed.

Frequency and Duration of In-Session Silences

The vast majority (69.0%, n=861) of in-session pauses were coded as obstructive, the
most frequent silence category across all therapy stages and 29.2% (n=365) were productive.
Most productive pauses were brief and tended to occur in the middle stage of therapy. Neutral
pauses were rare and only made up 1.8% (n=22) of all pauses. Table 2 below depicts the
frequency of brief (3-10s), medium (11-60s) and long pauses (>1min) across therapy stages

and silence categories.

Table 2
Frequency of Brief, Medium and Long Pause Categories Across Therapy Stages
Categories and types per Briefa Mediump Longe Total
therapy stage (N=929) (N=277) (N=42) (N=1,248)
n (%) n (%) n (%) n (%)
Beginning 321 (34.6%) 95  (34.3%) 18 (42.9%) 434 (34.8%)
Obstructive 233 (72.6%) 82 (86.3%) 18  (100.0%) 333 (76.7%)
Productive 78 (24.3%) 10  (10.5%) 0 (0.0%) 88  (20.3%)
Neutral 10  (3.1%) 3 (32%) 0 (0.0%) 13 (3.0%)
Middle 304 (32.7%) 94 (33.9%) 11 (26.2%) 409 (32.8%)
Obstructive 180 (59.2%) 65 (69.1%) 9 (81.8%) 254 (62.1%)
Productive 120 (39.5%) 28 (29.8%) 2 (18.2%) 150 (36.7%)
Neutral 4 (1.3%) 1 (1.1%) 0 (0.0%) 5  (1.2%)
End 304 (32.7%) 88 (31.8%) 13 (31.0%) 405 (32.5%)
Obstructive 197 (64.8%) 64 (72.7%) 13 (100.0%) 274 (67.7%)
Productive 107 (35.2%) 20 (22.7%) 0 (0.0%) 127  (31.4%)
Neutral 0 (0.0%) 4 (4.5%) 0 (0.0%) 4 (1.0%)
Total 929 (74.4%) 277 (22.2%) 42 (3.4%) 1,248 (100.0%)
Notes.

a=Brief pauses (3-10 sec, M=5.19 sec, SD= 2.10 sec); P=Medium pauses (11-60 sec, M=20.07 sec,
SD=9.86 sec); c=L ong pauses (61 sec — 5 min 6 sec, Mdn= 139 sec, IQR= 83.25 sec)

Brief Pauses

Of the total pauses coded, 74.4% (N=929) were brief pauses, and these were evenly
distributed across the treatment stages. The mean length of brief pauses was 5.19 seconds.
The vast majority (65.7%, n=610) of brief pauses were obstructive. However, overall brief

pauses had the highest frequency of productive pauses among the three length categories. The
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therapy stage with the highest count of brief productive pauses was the middle stage making
up 39.5% (n=120) of all brief pauses in this therapy stage.
Medium Length Pauses

Medium length pauses made up 22.2% (N=277) of all pauses coded. These had a
mean duration of 21.0 seconds. The frequency of medium length pauses was distributed
evenly across the treatment stages. Most medium pauses (76.2%, n=211) were obstructive.
20.9% (n=58) were coded as productive, with most occurring in the middle phase of

treatment.

Long Pauses

Only 3.4% (N=42) of all pauses coded were long. Their duration ranged from 61s to
306s (5 min. 6 s.). Long pauses showed the most fluctuation across treatment stages. Notably,
only two long pauses (4.8%) were coded as productive. These occurred in the middle stage of
treatment, which was the treatment stage with the highest frequency of productive pauses

across all pause lengths.

A Chi-Square Test of Independence was performed to assess the relationship between
pause length (brief, medium, long) and pause category (obstructive, productive). There was a
significant relationship between the two variables (¥?(2,1226)=26.79, p=<.001) and the
pause length was associated with the obstructive pause category®®. Results indicate that the

longer a pause, the less likely it was to be productivel’.

Percentage of Session Time Spent in Silence
The duration of different silence lengths was calculated to determine the percentage of

session time spent in silence across the different therapy stages. The percentage of session

16 Due to the low frequency of neutral pauses these were excluded from this statistical analysis. A table which
displays the frequency of obstructive and productive pauses across the different pause lengths can be found in
Appendix E.

17 A precise breakdown of the duration of short and medium silences can be found in Appendix F.

75



SILENCE IN THE PSYCHOANALYTIC WORK WITH ADOLESCENTS

time taken up by silence was 36.5% in the beginning stage, 30.9% in the middle and 32.9% in
the end stage of treatment, so approximately a third per session stage. Table 3 below offers a
breakdown of the percentage of time spent in different silence lengths across the different
therapy stages. The biggest duration of time was taken up by long pauses, although these also
had the biggest fluctuation across the therapy stages. The middle stage had the lowest

percentage of session time taken up by all three length categories.

Table 3

Duration of Session Time Spent in Brief, Medium and Long Pauses Across Therapy Stages
Categories and types per Beginning Middle End Total
therapy stage

(%) (%) (%) (%)

Briefa 9.8% 9.6% 9.9% 9.8%
Mediumb 12.2% 10.6% 10.8% 11.2%
Longe 14.6% 10.6% 12.1% 12.4%
Total 36.5% 30.9% 32.9% 33.4%
Notes.

a=Brief pauses (3-10 sec, M=5.19 sec, SD= 2.10 sec); b=Medium pauses (11-60 sec, M=20.07 sec,
SD=9.86 sec); c=L ong pauses (61 sec — 5 min 6 sec, Mdn= 139 sec, IQR=83.25 sec)

Speaker Patterns

Table 4 below shows the frequency of the four different speaker patterns (P-P, P-T, T-
P, T-T) across the different pause lengths. The majority of brief pauses (31.3%, n=291) were
initiated and broken by the patients (P-P pauses), and a further 20.2% (n=188) of brief pauses
were initiated by the therapists but broken by the YPs. 17.0% (n=47) of medium length
silences were P-P pauses and 11.9% (n=33) T-P pauses. Medium silences were thus far less
likely to be broken by the YPs. Of the 42 long pauses, only 14.2% (n=6) were broken by the
YPs. However, it is of note that 40.8% (n=113) of medium and 50.0% (n=21) of long pauses
were P-T pauses, the most common speaker patterns in both categories. Overall, just over
60% of all pauses were initiated by the YPs. The above suggests that pauses longer than ten
seconds in this sample were more likely to be initiated by the YPs but broken by the

therapists.
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Table 4
Frequency of Speaker Patterns Across Brief, Medium and Long Pauses
Pause Length P-pa P-TP T-P¢ T-T¢ Total
Brief® Count 291 277 188 173 929
Expected Count 253.8  305.9 166.7 202.5 929.0
% within Pause Length  31.3%  29.8% 20.2% 18.6% 100.0%
Mediumf  Count 47 113 33 84 277
Expected Count 75.7 91.2 49.7 60.4 277.0
% within Pause Length  17.0%  40.8% 11.9% 30.3% 100.0%
Long9 Count 3 21 3 15 42
Expected Count 115 13.8 7.5 9.2 42.0
% within Pause Length  7.1% 50.0% 7.1% 35.7% 100.0%
Total Count 341 411 224 272 1248
Expected Count 341.0 411.0 224.0 272.0 1248
% within Pause Length  27.3%  32.9% 17.9% 21.8% 100.0%
Notes.

a=Patient-Patient pause; P=Patient-Therapist pause; °=Therapist-Patient pause; 9=Therapist-Therapist
pause; e=Brief pauses (3-10 sec, M=5.19 sec, SD= 2.10 sec); *= Medium pauses (11-60 sec, M=20.07
sec, SD=9.86 sec); 9=Long pauses (61 sec — 5 min 6 sec, Mdn= 139 sec, IQR= 83.25 sec)

A Chi-Square Test of Independence showed a statistically significant relationship
between pause length (brief, medium, long) and speaker pattern category (P-P, P-T, T-P, T-T)
x%(6, 1248)=62.56, p=.001). Results confirm that the longer a pause, the more likely it was to

be broken by the therapists rather than the patients.

Figure 1 below depicts the percentage of pauses broken by the therapists across the
silence length categories and treatment stages. In this sample, the therapists broke most
medium and long silences. Results also indicate a reduction in the number of silences broken

by the therapists throughout treatment.

94 4% BBrief aMedium mLong

77.9% 72.7%

71.3%

-. \
AN \

58.3%

s Broken by Therapists (%)

Fiéhre 1.-P-r0-portion (%) of pauses broken by therapists across all iherapy stages

Notes.
Brief pauses = 3-10 s, M=5.19 s, SD= 2.10 s; Medium pauses =11-60 s, M=20.07 s,
SD=9.86 s; Long pauses =61 s —5 min 6 s, Mdn= 139 s, IQR=83.25s
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An In-Depth Look at Long Pauses

As highlighted above, long pauses that occurred were far less common than brief or
medium length silences but took up most of the session time spent in silence. Long pauses in
this sample were also far more likely to be broken by the therapists than the patients. Some of
the long pauses that the therapists allowed to unfold went on for very long indeed, with the
longest one lasting just over five minutes. Long pauses pose a particular technical dilemma
for therapists. There was thus a scope to take a more in-depth look at the long pauses in each
of the three therapies, as well as the therapists’ responses.
Occurrence of Long Pauses in Each Therapy

Figure 2 below depicts a breakdown of the occurrence of pauses longer than 60
seconds and shows that there was much difference between the three treatments. Therapy A
and C had a very low percentage of session time taken up by long pauses in the beginning
stage, which rose throughout the treatment duration and peaked in the end stage. In Therapy
B, the opposite trend could be observed. Most of the session time is taken up by long pauses

in the beginning stage. The percentage saw a stark reduction throughout the treatment.

—a—Therapy A Therapy B === Therapy C
40.0% 36.5%
35.0%
30.0%
0,
25.0% 18.7%
< 20.0%

SESSION TIME SPENT IN SILENCE

BEGINNING MIDDLE END
THERAPY STAGES

Figure 2. Duration of session time spent in long pauses across all three therapies
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Across all therapies, long pauses most frequently occurred in the therapy stages with
the highest percentage of in-session silence, which was the beginning stage for Therapy B but
the final stage for Therapies A & C. Importantly, many of the long silences were followed by
a cluster of silences®®,

Therapists’ Responses

Frequency of Helping Skills System Interventions. Table 5 below depicts the
frequency of each helping skill used by the therapists after long pauses in this sample. Results
show that the most frequent helping skills coded were “interpretations”, “reflections of
feelings”, and “open questions”. A more detailed overview of the three most frequent

categories is presented below.

Table 5

Frequency Therapists’ Helping Skill Interventions After Long Pauses Across Therapy Stages
Helping Skill Categories Beginning Middle End Total

(N=18) (N=11) (N=13) (N=42)

Challenge 0 (0.0%) 1 (9.1%) 0 (0.0%) 1 (2.4%)
Closed Question 4 (22.2%) 0 (0.0%) 0 (0.0%) 4 (9.5%)
I nterpretation 4 (22.2%) 2 (18.2%) 8 (61.5%) 14 (33.3%)
Open Question 4 (22.2%) 3 (27.3%) 0 (0.0%) 7 (16.7%)
Othera 1 (5.6%) 1 (9.1%) 1 (7.7%) 3 (7.1%)
Reflection of Feelings 4 (22.2%) 1T (9.1%) 2 (15.4%) 7 (16.7%)
Pause Broken by Patient 1 (5.6%) 3 (27.3%) 2 (15.4%) 6 (14.3%)
Total 18 (42.9%) 11 (26.2%) 13 (31.0%) 42  (100.0%)
Notes.

a=Pause occurred at end of session.

Interpretations. Results show that therapists most often used interpretations as an
intervention after a long pause. This category made up 33.3% (n=14) of all interventions
coded. Most interpretations, 61.5% (n=8), occurred in the final stage of therapy. The majority
(57.1%, n=8) of interpretations consisted of three to four meaning units, the rest (42.9%, n=6)

were made up of one meaning unit. These were most often given with reflection of feelings

18 Please see Appendix G for further information on the most silent sessions of each treatment, including the
occurrence of cluster silences.
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or immediacy. Interpretations were by far the “wordiest” interventions. Half of all

interpretations were transference interpretations (50.0%, n=7).

Reflection of Feelings. Reflection of feelings interventions made up 16.7% (n=7) of
all HS responses coded. Most were given in the beginning stage, making up 22.2% (n=4) of
all interventions delivered in this stage. Of the seven reflection of feelings interventions,
57.1% (n=4) had one meaning unit. The remaining 42.9% (n=3) had two to three meaning

units. These were given together with immediacy, information and restatement interventions.

Open Questions. A total of seven open questions were recorded in this sample,
making up 16.7% of all interventions coded. Most took place in the beginning stage, making
up 22.2% (n=4) of interventions coded in this therapy stage. None occurred in the end stage
of therapy. Open questions consisted of one meaning unit only and were brief (e.g., “What
are you thinking?”, “I wonder what’s going on?”, “What do you think is going on?”’). Of
these, 42.9% (n=3) were about the patient’s thoughts, and 57.1% (n=4) were questions to
help the YP gain insight. It is of note that 85.7% (n=6) of the open questions were used as

interventions in Therapy B, which was the most silent therapy of the three treatments.

Pause Clusters. Many of the long pauses either clustered together or were followed
by clusters of brief or medium length pauses. Indeed, 59.5% (n=25) were either followed by
an obstructive pause cluster or a further long silence within two minutes of the end of the
long pause. A closer look at the three most frequent HSS responses showed that 71.4%
(n=10) of interpretations were followed by an obstructive pause cluster or a further long
silence. 71.4% (n=5) of open questions were also followed by obstructive pause clusters or a
further long pause. An obstructive pause cluster followed 42.9% (n=3) of reflection of feeling

interventions, but no further long pauses were recorded within the next two minutes.
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The below interpretation, which the therapist offered after a four-minute pause,
illustrates what the occurrence of further pauses can look like®®. This sequence ends with a

monosyllabic answer from the YP:

T: “It’s a bit like, this seems [to be] bringing a feeling of, feeling like people are
saying you 're doing the wrong thing in different places, /

and perhaps, a worry that I might be saying something like that too, or thinking
that too, /

but I wonder if it’s that you feel that’s what happened or if there’s a part of you
that sort of wants to, you know, sort of talk at school and doesn 't want to really
be doing the work. "/

(29s)
T: “l suppose I’'m wondering if i¢’s a bit of a protest in some ways. ”

(7s)

P: “I suppose. ”

Nevertheless, it is of note that productive pause followed 7.2% (n=3) of long pauses;
these occurred after an interpretation and a reflection of feelings intervention and when one
of the YPs broke a pause. One of the two productive long pauses was followed by a cluster of

productive pauses.

Discussion

This is a quantitative exploratory therapy process study on silence in the
psychoanalytic work with depressed adolescents. The study focused on two key issues: 1)
characteristics of pauses (type, frequency, duration, session time taken up by silence, speaker
pattern) and their change over time, and 2) the manifestation of long pauses and the

therapists’ responses.

19 Further examples for each HHS category coded can be found in Appendix H.
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Frequency and Duration of In-Session Silences

In the present study, silence was a common feature in all sessions coded, of which the
vast majority were coded as “obstructive”. Pauses coded as “productive” were less common,
and those coded as “neutral” were rare. These findings differed from previous PICS studies
that showed a higher frequency of productive pauses (e.g. Daniel et al., 2016; Hill et al.,
2019; Levitt, 1998) or a similar frequency of pauses coded as productive and obstructive

(Cuttler et al., 2019).

The mean frequency of pauses per session in this sample was 69.3. Zimmermann et
al.’s (2020) study with adolescents reported a similar average count of 70 pauses per therapy
session. As reported by Acheson et al. (2020), the frequency of pauses in this current sample
was much higher than in previous studies conducted with adults. In the present study, the
overall frequency of pauses was spread out fairly evenly across the treatment stages. This
finding differed from previous studies, such as Daniel et al.’s (2016), which showed that the

beginning stage had fewer pauses than the other stages in the PPT and CBT treatment.

In the present study, the pause duration ranged from 3s to 5min 6s. Three duration
categories were introduced; brief pauses, medium pauses, and long pauses. The pause
duration was much longer than in previous studies. In Zimmermann et al.’s (2020) adolescent
sample, pauses had a mean duration of 5's (SD 2.7). In adult studies, the duration ranged
from a mean of 6.6 s (SD 9.8) (Daniel et al., 2016) and 6.7 s (SD 2.39) (Hill et al., 2019) to
9.4 5 (SD 4.84) (Cuttler et al., 2019). In Levitt’s (1998) original study, only 0.95% of all

silences were longer than 26 s.

The frequency of brief and medium-length pauses in this study remained stable across
treatment stages. Long pauses, however, saw more fluctuation. An important finding was the

statistically significant relationship between pause duration and pause category. The longer a
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pause, the less likely it was to be productive. Along similar lines, Levitt’s (1998) original
study found that obstructive pauses were considerably longer than neutral or productive
pauses. In Daniel et al.’s (2016) sample, the mean duration of obstructive pauses (14.8 s, SD
32.2) was more than twice as long as that of productive pauses (6.8 s, SD 7.6). This finding is

important due to this sample’s comparatively high frequency of obstructive pauses.

Percentage of Session Time Spent in Silence

The overall mean session time spent in silence was 33.4% per stage. In previous
studies with adults, the percentage of session time taken up by silence was far less. Hill et al.
(2019) reported 4.59% (SD 1.85, range 2%-8%). Zimmermann et al. I. (2020) reported an

average of 10% per session in their study with adolescent patients.

Speaker Patterns

The speaker patterns varied in this sample across silence duration and therapy stage.
The statistically significant relationship between pause length and speaker patterns was a key
finding. Thus, the longer a pause, the more likely it was to be broken by the therapist in this
sample. Overall, there was a reduction of silences broken by the therapists throughout
treatment. Importantly, in previous adult studies, the speaker patterns differed. In some cases,
therapists and patients broke the pauses about the same amount of time (52% vs. 48%).
(Cuttler et al., 2019, p. 573). Hill et al.’s (2019) case study, which had a particularly high
frequency of productive pauses, saw the patient breaking the pauses 69% of the time. The
fact that in this sample, as treatment progressed, more silences were broken by the YPs may
suggest that the therapists may have allowed more silences to unfold. It could also be a sign

that the YPs became more able to work with them.

Overall, the present findings regarding pause characteristics may indicate that analytic

treatments with adolescents such as STPP may leave more room for silences to unfold. This
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finding is supported by previous research showing that more silences occur in psychoanalytic
psychotherapy and psychoanalysis than in other forms of therapy (Daniel et al., 2016; Huber
et al., 2012). Moreover, many pauses coded as “obstructive” appeared to represent the YPs’
adolescent struggle. Based on the dialogue and particular “quality” of the pauses, the YPs
seemed to be withdrawing and seeking contact with the therapists in equal measures. It was
felt that these particular pauses were of intrapsychic nature and related to the developmental
stage of adolescence and the transference relationship in the therapy. These pauses seemed
more in line with the phenomenon Gensler (2015) described. It may therefore be that some
obstructive silences are part of the YP’s individuation process (Blos, 1967). Furthermore, it is
of note that the YPs’ depression in this sample seemed ever-present, especially during the
long silences. Indeed, some depressed adolescents may experience profound anxiety of
annihilation, such as the fear of being swallowed up by a “black hole” (Cregeen et al., 2017).
Considering the known link between depression and reduced speech rate, some silences in
this sample may have reflected the YPs depressive state, and indeed, a possible sign of

dissociation.

An In-Depth Look at Long Pauses

In this study, only a small percentage of pauses were coded as “long”’; however, these
took up a considerable amount of session time. There were apparent individual differences
for these in each therapy. This finding might suggest that long pauses serve different
functions at different treatment stages, unique for each patient-therapist dyad. For instance, in
Therapies A and C, the highest frequency of long pauses occurred in the final stage of
therapy. This finding seems to be is in line with existing research, which has shown that
silence frequency increased as therapy progressed (Daniel et al., 2016; Gindi, 2002). Due to
the time-limited nature of STPP, the end-stage can bring to the forefront the negative

transference and issues around separation and loss, which can be understood in the context of
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the YPs’ diagnosis of depression (Cregeen et al., 2017). The increase of long pauses in the
final stage of therapy in Therapies A and C may therefore have been linked to the YPs

feelings about the ending process.

The high percentage of session time taken up by long pauses in the early phase of
Therapy B indicates that the occurrence of these pauses may have had a different function. As
mentioned above, the YP’s hopelessness and despair felt palpable during long pauses, and the
YP appeared to struggle at times with “deadly” feelings. It may therefore be that the high
frequency of long silences at the beginning of treatment may have been connected to the
patient’s depressed state. This seems to be supported by the YPs’ MFQ scores, which scored

51 in week 0, which was much higher than those of the other two patients.

Whilst most long pauses were coded as “obstructive”, it is of note that one of the long
productive pauses was a P-P pause that was followed by three further productive pauses. This
finding might indicate that there can be exceptions. This ties in with the findings of Cuttler et
al. (2019), who showed that productive therapist and patient silences are linked to greater
subsequent patient collaboration. Considering the “healing” aspects of silence highlighted in
the adolescent literature (e.g. Cristy, 1993; Khan, 1963; Maclntosh, 2017; Malberg, 2012), it
may be that long pauses can both be a sign of shutting off feelings and dissociating, as well as
a process that could potentially lead to more insight if it is used to allow to be in touch with
affect. This could point towards the fact that obstructive pauses may not necessarily be an
indicator of the patient being in a defended state of mind but that they are not yet ready to

verbalise their feelings and are working something out internally.

Therapists’ Responses

In this sample, interpretations were the most frequent intervention coded. Put simply;

interpretations are interventions that put into words unconscious processes that have a current
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impact on patients’ ways of functioning and behaviour. Working in the transference and
making unconscious processes conscious are the key principles of STPP (Cregeen et al.,
2017). Most interpretations were given in the end-stage, indicating that the therapists
deliberately used this intervention only after enough time had passed to have formed a strong
therapeutic alliance with their patients. Indeed, in the psychoanalytic adult literature on
silence, some authors warn against using premature interpretations (e.g. Knutson &
Kristiansen, 2015; Ronningstam, 2006). The adolescent psychoanalytic literature has also
noted the difficulty of using interpretations with silent patients (Leira, 1995). It is of note that
the majority of interpretations were followed by an obstructive pause cluster or a further long
silence. Among other possibilities, this could be a reflection of the YPs difficulty to get
meaning out of the interpretations, or it may be a potential indication that these were

experienced as unhelpful or intrusive.

Reflection of feeling interventions were another common response. These were followed
by fewer obstructive pause clusters than interpretations or open questions. In the HSS (Hill,
2009) reflection of feeling interventions are described as statements by therapists which
explicitly describe a person’s feelings. This can either be done by rephrasing or restating
what a person has said or inferring feelings through body language. This seems to closely
resemble the therapeutic technique referred to as “mirroring” in the STPP manual. The
“mirroring” element seems important and is reminiscent of Winnicott’s (1967) concept of the
mirror role of the mother. Indeed, a number of psychoanalytic case studies highlight the
mirroring of a silent patient’s body language as an important technical tool in both the work
with adults (e.g. Blumenson, 1993; Vaccaro, 2008) and adolescents (e.g. Cristy, 1993).
Whilst the small sample size does not allow to generalise these findings; it may be that the
YPs in this study experienced this type of intervention as helpful as it responded to their

developmental needs. The fact that most reflection of feeling interventions were given in the

86



SILENCE IN THE PSYCHOANALYTIC WORK WITH ADOLESCENTS

beginning stage of treatment may also have been an attempt of the therapists to build and

strengthen the therapeutic alliance.

Open questions were another frequent intervention. In this sample, most open
questions took place in the beginning stage of therapy. Within the HHS framework, open
questions are regarded as useful for patients who find it difficult to talk (Hill, 2009). This is
in line with guidelines for STPP (Cregeen et al., 2017), as although it is a non-directive,
patient-led talking therapy, therapists do ask questions to encourage the YPs to facilitate a
dialogue. In the work with some adolescents who present as silent in treatment, asking
questions and showing curiosity can aid in helping the YP to feel safe and engaged enough to
talk (Gensler, 2015). However, some psychoanalytic case studies have also shown that very
withdrawn, and silent YPs may experience questions, and indeed all words, as intrusive (e.g.
Anagnostaki, 2013; Bakalar, 2012; Cristy, 1993; Khan, 1963; MaclIntosh, 2017; Wilson,
1997). Most open questions occurred in Therapy B, who was the most silent YPs in this
sample. Considering that the YP was particularly silent in the beginning stage of therapy,
taking a more concrete approach might have been the therapist’s attempt to “reach” the YP

and help them gain some insight into their silence.

Long periods of silence, especially those exceeding several minutes, can be
technically challenging for therapists and produce powerful countertransference reactions. In
a wider sense, it highlights the importance of working with the negative transference,
especially in time-limited treatments such as STPP. All three therapists in this sample seemed
to work hard to stay connected to the YPs. During some of their HSS interventions, the
therapists displayed a rhythmic, calm, and melodic tone of voice, resembling a mother
soothing her baby. Many of the interventions pointed towards the fact that the therapists held

their patients in mind and continued to think about the dialogue that had taken place before
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the pause, potentially allowing the YPs to have the experience of being alone in the presence

of another (Winnicott, 1958).

Limitations of the Study

This study has a number of limitations. Importantly, the nature of the sample could be
perceived as a drawback. Firstly, the small sample used in this study means that the findings
are not generalisable to the psychoanalytic work with depressed adolescents. There would
therefore be scope to repeat the study with a larger sample. However, it is worth noting that
the findings, i.e. detailed description of the emergence and clinical management of silence in
psychotherapy with adolescents, provide initial descriptions of a clinically important
phenomenon. Secondly, due to the inclusion criteria regarding the availability of beginning,
middle and end sessions, the sample only consisted of YPs who engaged well and had good
therapy outcomes. Sampling a mix of YPs who dropped out and those who engaged well may
have produced very different findings. Thirdly, there were stark differences between
Therapies A & C and Therapy B in terms of the patterns of silence. The fact that the data
from the three treatments were collapsed and analysed together may have led to the
differences being “cancelled out”. Fourth, it is known that gender differences in depression
usually emerge in mid-adolescence (Gomez-Baya et al., 2017). It may therefore have been

beneficial to only select patients of the same sex to increase the homogeneity of the sample.

Further, neither of the coding systems used in this study was developed for adolescent
patients nor for the specific use for psychoanalytic psychotherapy sessions. Indeed, using the
HSS from a psychoanalytic perspective made it difficult to code transference related
responses and may have led to an overuse of the “interpretation” category. Additionally, the
surprisingly high frequency of brief silences may indicate that when using PICS to code

therapeutic sessions with depressed adolescents, only pauses of 10 seconds or longer should

88



SILENCE IN THE PSYCHOANALYTIC WORK WITH ADOLESCENTS

be coded. Finally, the use of audio recordings was perceived as a major drawback.
Considering the tendency of adolescents to suppress emotions, it would have been desirable
to have access to video footage to observe the non-verbal communication between the
therapist-patient dyads to enable a better understanding of what was happening. The lack of
such information may have led to an overuse of the “obstructive” category during the PICS

coding.

Conclusion and Suggestion for Further Research

This quantitative therapy process study explored the occurrence of silence and
therapists’ responses to long silences in STPP with depressed adolescents. The findings
indicate that in this sample, in-session silences are a frequent, multi-faceted phenomenon that
is individual to each therapeutic dyad. The vast majority of pauses were obstructive, and the
longer the pause, the less likely it was to be productive and the more likely it was to be
broken by the therapist. The overall frequency of pauses, especially obstructive pauses, was
much higher than in previous PICS studies conducted with adults. Pause duration was also
much longer than in previous studies conducted with adults. The particularly high frequency
of obstructive pauses in this sample may be linked to 1) the type of therapy the YPs received,
with both the non-directive nature of the therapy and the time-limited element likely to have

had an impact; 2) the adolescents’ developmental stage, and 3) the YPs’ diagnosis of MDD.

Therapists’ interventions to long silences mainly included interpretations, reflection
of feelings and open questions. Reflection of feeling interventions were followed by fewer
obstructive pause-clusters, potentially indicating these were most suited to the YPs
developmental needs and presenting symptoms. The therapists’ interventions in this sample
emphasised that they kept their patients in mind during the most prolonged silences and

continued to think about them. Nevertheless, as demonstrated by Acheson et al. (2020), the
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YPs in this sample expressed negative feelings about the silent moments in their respective
therapies. Whilst this is just a hypothesis, the apparent withdrawn state of the adolescents
during some of the long silences may have been a sign of the YPs having entered a
dissociative state. This highlights the potential need to adapt therapeutic technique and

develop a therapeutic framework around long silences.

The findings also draw attention to the need for further empirical studies exploring
silence in the therapeutic work with adolescents presenting with a range of diagnoses and
receiving a range of psychological therapies. One suggestion would be for this research to be
repeated with a larger sample and for more sessions to be coded to give a more accurate
picture of the therapy process. A final suggestion would be for future studies to include a
qualitative part that includes potential reflections on the occurrence of silence by the YPs and

their therapists to triangulate the data in a meaningful way.
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Still-born silence, thou that art
Floodgate of the deeper heart
Richard Flecknoe, Love’s Kingdom

Introduction

The following is a reflection on completing a clinical doctorate while training as a
Child and Adolescent Psychotherapist (CAP). The overall process of this training was
rigorous, demanding, and challenging, but also incredibly enriching, enlightening, inspiring,
stimulating, and indeed, life-changing. Just as the clinical part of the training, the research
considerably impacted my development and identity as a CAP. Thoughts on the peaks and
troughs of this journey, as well as my interest in silence and the implications of this research

on my clinical practice, are offered below.

Tentative Beginnings

When | embarked on the journey of becoming a child psychotherapist, | was in only
the second cohort of trainees who had been accepted onto the newly established professional
doctorate in Child and Adolescent Psychoanalytic Psychotherapy which consists of the
clinical training component, the NHS placement, and the integrated clinical doctorate. The
weekly training day had the mornings reserved for the research component at the Anna Freud
National Centre for Children and Families (AFNCCF) and the afternoons and evenings for
the clinical part of the training at the British Psychotherapy Foundation (BPF). The research
components in the first year of training included several elements, ranging from seminars, a
journal club, a service-related project, and a critical reading exam to completing a fictitious
research proposal. There were many requirements and tasks to be completed, and at the time,
it felt hard to believe that it would be possible to fit in the clinical, academic and research
elements on top of a long commute, my training analysis, and finding my feet in my NHS

placement.
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As the first term progressed, there were moments when | felt somewhat disengaged
from the research aspect of the training. My clinical work with patients had started to fill my
days at the clinic, and this experience and the discussion of the clinical cases in supervision
and seminars made the material feel very “real”. On the other hand, the research felt at the
time abstract and even ‘dull’ in comparison. I vividly remember sitting in one of the research
seminars, which took place first thing in the morning on my training day. | sat at the back of
the room, clinging to my cup of coffee and trying very hard not to give in to closing my
heavy eyes. Looking back now, I feel curious about my sense of disengagement, considering
that I had felt so very privileged to have been accepted onto the training. On reflection, the
act of splitting the training into “exciting” and “boring” (or “good” and “bad”) (Klein, 1932)
may have been my way of coping with my own more primitive anxieties about starting the
training and may have acted as a defence to me feeling overwhelmed. Nevertheless, at the
same time, it may have been a reflection of a broader sentiment within the profession and the
question of where we, as CAPs, sit on the “[research] fence” (Henton & Midgley, 2012) and,

at the time, my very limited understanding of this issue.

My experience began to change when I started conducting my service-related project,
a clinical audit on the origin and appropriateness of referrals to the clinic where | was based.
The process was much more enjoyable than | had anticipated. Not having had any previous
experience with quantitative research, and having had what can only be described as an
aversion to maths whilst at school, I noticed with surprise how much I enjoyed the weekly
input of the data and the achievement | felt when I learnt how to create figures and charts at
the click of a button. I felt that there was purpose in what | was doing. These numbers were
not abstract but related to young people (YPs) and their presenting difficulties, and on a wider

level, the overwhelming number of referrals my service received every week.
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On reflection, there was a certain comfort that | found in the concreteness of the data
when so much of the other parts of the training, and in particular, the clinical work with YPs,
were much concerned with the “not knowing” (Lanyado & Horne, 2009; Wilson, 2001). It is
important to state that the project turned into a much bigger piece of work than planned,
which felt challenging to manage on top of the other training demands. My allowing the
project grow bigger than anticipated may have been related to me turning to the data in an
attempt to avoid the “not knowing” but is also likely to have been connected to my wish to be

perceived as a “good, capable trainee”.

After completing the audit, I presented the findings to my team at my NHS placement
which felt like a rewarding conclusion to the first year of the research component. It also left

me feeling hopeful and excited about starting the research in the next year of training.

Silence in a World of Noise

Before the beginning of the second year of training, we were given the choice of four
broad research topics. One of these entailed researching silence in sessions with depressed
adolescents using data from the “Improving Mood with Psychoanalytic and Cognitive
Therapies” (IMPACT) study. | felt very drawn to the topic of silence as it seemed to have a
strong resonance for me on a professional and personal level. In my clinical placement, | had,
for instance, come across some YPs who found it difficult to talk. Some of these encounters
had left me feeling deskilled and not knowing how to respond appropriately, but also curious
about the “issue” of silence. At the same time, there had also been many silent moments in
my own analysis, some of which had felt very meaningful and comforting and others rather
challenging. Further, | had also come to enjoy the silent moments | had to myself while doing
the training, which at times felt so very busy rushing from A to B amongst the background of

the noisy public transport and my own “unquiet” mind. Finally, my interest is also likely to
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have been motivated by my oftentimes quiet, sometimes silent, demeanour in seminars and

my struggle to confidently find my voice as a trainee CAP.

Feeling Silently Stuck

At the beginning of the second year, the research seminars took on a different form.
Our cohort was divided into two smaller groups. There was the sentiment that we were now
allowed to enter the “real” world of research. While we started to familiarise ourselves with
our research topics, the focus was on the literature review, which was to be handed in by the

end of the year.

Being in a small supervision group felt helpful and new, as there was time to get to
know each other’s topics and discuss our literature searches and ideas. At the same time,
there seemed to have been dynamics that were reminiscent of sibling rivalry. | found myself
competing with my group members as to who would get the most attention of our
supervisor/mother, and there was also curiosity about the other group of trainees and their
experience with their supervisor/father. Alongside this came the realisation that the
expectation was for us to be much more independent in our endeavour to complete the
literature review than | had anticipated. | felt some disappointment about this and looking
back; | wonder whether | wished for a supervisor/mother figure who would make decisions

on my behalf rather than allow me to find my way.

Nevertheless, the more | absorbed myself in the topic, the more interesting I found it.
As thoughts and ideas about the empirical project slowly started to take shape, the literature
review seemed less straightforward. Sourcing and identifying the literature had seemed like
an uncomplicated, albeit labour-intensive task. Considering the limited availability of

adolescent literature, | decided to include the adult literature too. However, reading it all and
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making sense of it felt challenging. | especially seemed to struggle with finding the right

structure for the review.

We had been encouraged to keep a reflective journal to record thoughts, choices,
ideas, and feeling throughout our research experience.?® An entry in my journal from that
time states: “I feel overwhelmed and downhearted by the wealth of information. Where to
start? How will I be able to work my way through all of these articles? How can one use
words to describe a process which takes place without words?” Much of my time was spent
trying to map the types of silences described in the adult clinical case studies and theory
papers onto the Pausing Inventory Categorization System Second Revision (PICS-R)
(Frankel et al., 2006; Levitt & Frankel, 2004) categories. Nevertheless, as | was to discover,
the various silences seemed so multi-faceted and dynamic that it made it impossible for me to
disentangle them to an extent that would have allowed for them to be divided into the PICS
categories and sub-types. In hindsight, it seems that the attempts to categorise and map the
silences that | read about was an intellectual exercise and thus a defence mechanism to fend

off anxiety about my progress.

Moreover, reading the early analytic publications on silence felt dry, and some of the
ideas presented felt outdated, and may I say, harsh by today’s standards. In these moments, I
often felt stuck and disenchanted with psychoanalysis. During my readings, | eventually came
across a comment by Bakalar (2012), who stated that much of the language of early papers on
silence “gives the impression that analysts felt under attack when patients fell silent, and that
they felt they had to ‘confront’ the resistance” (p. 222). Bakalar elaborated on this by
highlighting that especially accusing a patient of having sexual or other motives and

subsequently forcing them to bear “the external attack coupled with [their] own attacking

20 See for example Ortlipp (2015) for more information on research journals.
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internal object relations™ historically often led to a termination of treatment (p. 222). This
comment resonated with me, especially with the more adolescent part of myself that would
have quite liked to “terminate” the need to write the literature review! Looking back at that
period, it seems that having been a relatively junior trainee at the time who was juggling the
various aspects of the training, [ may have felt embittered by the “demanding” attitude of
these early psychoanalysts because a part of me may have been in identification with their
patients. More precisely, | may have felt that just as these early patients, | too had entered
into a relationship which was unequal in the sense that there was the expectation to adhere to
the fundamental rule (in my case meeting the training requirements) which felt at times very

hard to do.

Nevertheless, reading other parts of the literature left me feeling inspired and motivated.
| found it particularly rewarding to read the very moving adolescent case studies on silence
which reminded me of the importance of the work of CAPs. Similarly, | felt very interested in
the finding that silence in psychotherapy could have a healing function. It felt like a revelation
that some authors had linked their state of mind during silences that occurred in their work with
YPs to a state of (therapeutic) reverie (Lanyado, 2004; Leira, 1995). | felt equally curious that
quiet moments in clinical work had been linked to the quietness and stillness of meditative
practice (Lanyado, 2004). One paper from the adult literature, which had a particular impact

on me was that of Shafii (1973), who stated the following:

In meditation, the controlled but deep regression returns the individual to his earliest
fixation points and to the re-experience of minute and silent traumas of the separation
and individuation phase on a silent and non-verbal level. This revisit and re-experience
frees the psychic energies which are bound and over-cathected in all of these minute,

numerous silent traumas and makes it available as a form of neutralised and free
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psychic energy in the service of the ego. Thus, cumulative trauma which is experienced

in silence is re-experienced and mastered again in silence (p. 442).

Through my interest in meditation, | was led on a path to read more about the link
between the practice of meditation and psychotherapy. Amongst others, |1 came across the
writings of Coltart (1987), Lanyado (2012), Molino (1999) and Pozzi Monzo (2014). I also
reread Thich Nhat Nanh’s book Silence (2015). Whilst not directly connected to my research
topic, this literature caused me to think about the many aspects of silence and how meditation
can enhance a therapist’s ability to listen and practise empathy. In a broader sense, it had a

profound impact on me and my developing identity as a CAP in training.

The above journey through the literature also helped me redefine the focus of my
literature review and become interested in long silences and therapeutic technique. This, in

turn, facilitated the process of deciding on the focus of the empirical study.

Listening to Silence

At the beginning of the third year of training, the empirical projects were started. With
the help of my research supervisor, | was able to create a research design for my study. It was
to be an explorative project with a quantitative part to look at the silences and a second part to
explore therapists’ responses which could either be quantitative or qualitative. My research
partner and | had chosen the PICS as the coding system we wanted to use. In my supervision
group, we had discussions about whether it would be beneficial to use a coding system that
had been developed by using patients’ conscious memories of their pauses to capture
unconscious processes. There were also conversations about the inclusion criteria, data
selection and the sampling strategy, which my research partner and | had to decide on
together as we were to share the data. This was followed by the PICS coding training. The

training sparked further conversations, this time about the adolescent process, as we felt that
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some silences seemed to be a mixture of the “obstructive” PICS subtypes “disengaged” and
“interactional”, which ultimately led to the introduction of a new subtype?. Through my
newly acquired “Excel expertise”, I created a data collection tool that allowed us to capture
all the data in one spreadsheet. During the coding training, we had come across some very
long pauses, and as | was keen to explore these, | added three duration categories to capture

the different pause durations that might occur.

Embarking on the empirical side of the research was rewarding in unexpected ways.
Listening to audio recordings of actual STPP sessions was a real privilege. It was a very rare
opportunity to not just hear an account of another clinician’s work but to listen to their work
in action. Although we only had audio recordings, which were not always the best quality, the
sessions felt so alive. | felt that just through listening, | learnt a great deal about clinical
approaches in STPP, which was very valuable as | was in the process of preparing my own

first STPP case.

From a research perspective, listening to whole sessions and coding sessions in
chronological order felt very helpful to get a better understanding of the patient-therapist
dyads and the YPs’ internal worlds, which helped to consider the data we collected from a
psychoanalytic stance. This highlights that whilst much more labour intensive and time-
consuming, the manual detection of in-session pauses can help the researcher to familiarise
themselves with the data in a way which the process of using automatic silence detection

software as done in some other studies on silence (Zimmermann et al., 2020) cannot.

After having undergone the thorough PICS training with my research partner, the
coding of the sessions used in our respective empirical studies were done without transcripts

and by listening to the audio material only. This worked well, although the poor quality of

2L More information on the coding process and the introduction of the new subtype can be found in Appendix D.
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some recordings was a major drawback. During the coding of the data, the depression of the
YPs was often very tangible, despite the lack of visual material. Especially some of the
surprisingly long silences felt hard to listen to. One aspect that particularly stood out for me
was the level of empathy the therapists conveyed and how in tune the therapists seemed with
the depressed YPs they worked with. This caused me to read more on adolescent depression,

which was beneficial for my research and my clinical work.

Having chosen a consensus coding approach, my research partner and | had regular
meetings to discuss our results and re-code pauses, which we had coded differently. Doing
the data collection together felt helpful on many levels. | felt that we were complimenting
each other well in terms of our strengths and weaknesses, and the process created a sense of

comradery and purpose.

But where is the Reverie?

The data analysis followed the completion of the data collection period. Having
enjoyed this part during the serviced-based research project, I had been looking forward to it;

however, this stage of my project turned out to be much harder than anticipated.

During the data-analysis period, one aspect that stood out was my genuine surprise about
the high frequency of “obstructive” silences. During the coding process, I had, of course,
noticed that a large part of the pauses was coded as “obstructive”, but it was only when we
started analysing the data that | became aware that the majority of pauses were coded as
“obstructive”. Due to the small sample size, I had taken the data-led approach and had not
had any specific hypotheses. Nevertheless, one could say that | had hoped to my “private
self” that the data collection would capture some of the healing aspects of silence described
in the adolescent case studies that | had read. By then, | had had additional clinical

experiences of silence with some of my patients. My most vivid memory was that of my
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under-fives intensive case, who on one occasion entered the therapy room screaming out with
fury and raged for several minutes and then curled up and fell asleep. While he was sleeping,
| had a powerful countertransference experience. | had associations about quiet moments in
my own childhood as well as my training analysis, and it almost felt like I was watching over
[the YP] whilst also being in a meditative state, something which Lanyado (2004, p. 80)
referred to as an “oceanic experience”. I, therefore, noticed that | experienced some
disappointment about the “fantasy” | had had about my possible findings versus the reality of
it. This was a critical moment of realisation for me as a “researcher in training” and

highlighted the need to be led by the data and keep an open mind.

Due to the large amount of data we had collected, it soon dawned on me that these could
be analysed and displayed in many different ways. What followed was a period of trial and
error in finding the most effective ways to display the data (i.e., table vs figure) and making
decisions about what information to include. Everything felt interesting, and | ran many a
data analysis to look at the data from different angles. Therefore, | had again encountered the
threat of getting lost in the wealth of information I had “accumulated”, just as I had
experienced during the literature review stage. Looking back, I think this is partly a reflection
of the genuine passion that | had by then developed for my research topic. However, it is also
likely to have been an avoidance of moving on to the write-up stage, which | knew | would

find much harder.

In addition to this, | had also begun to consider the potential overlap of results of my
research partner and I, which highlighted the possible need to make our projects more
distinct. Conversations with my research supervisor helped me regain focus, including the
decision to exclude the PICS sub-types from my analysis, to look at the various other
elements that | wanted to analyse (e.g. pause duration, speaker patterns, etc.). Due to my

particular interest in the long silences, | decided to focus on these for the second part of my
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project and to code therapists’ responses. My supervisor helped identify a suitable coding
system for this task (Helping Skills System, HSS) (Hill, 2009). Undertaking this second part,
including the training, data collection and subsequent analysis, felt very rewarding, and

helped to allow the data from the first part of the result section to become “more alive”.

During this part of my research journey, | felt very engaged in my project and quite
protective of it. Nevertheless, there were also some doubts about the idea that my small-scale
project could possibly contribute anything to the CAP community or, indeed, the
psychotherapy evidence base. When my supervisor mentioned to my research partner and |
that we might want to consider publishing our research results, it came as a surprise, but |
also felt excited about this possibility. It felt important to hear that my small project could be
of interest to others, and it gave me the confidence to agree wholeheartedly when my research
partner suggested submitting our abstracts to apply to speak at a conference to present our

findings.

Talking about Silence

After the completion of the clinical part of the training and at the beginning of the
“writing up” year, myself, my research partner, and another recent IPCAPA graduate
travelled to Krakow in Poland to attend the 5" annual UK and European conference for the
Society of Psychotherapy Research (SPR) to present our research findings. Prior to the
conference 1 felt very nervous. The collegiate and collaborative atmosphere at the conference
helped somewnhat alleviate this anxiety, but | had doubts again on the day. On my insistence,
my research partner and | had agreed to start the presentation with a full minute of silence to
give the audience an authentic experience of how powerful an unexpected silence can be.
However, not having had any prior experience of presenting at a conference, | suddenly felt

that it might be too bold a move, and my heart sank at the thought of how the audience might
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react. Nevertheless, the presentation went well, and the feedback and questions from the

audience were thought-provoking and helpful.

Overall, | found the conference an enriching environment to be in. What | found
particularly interesting was that the conference was a place for both experienced and student
researchers to present side by side. I also felt humbled and grateful that my research partner
and | were awarded travel awards from the UK Chapter of SPR for our research projects,

which provided financial support to attend the conference.

The process of preparing the presentation, as well as the feedback, helped me to
consolidate my research findings further. It also got me thinking about the scope for
clinicians who directly work with patients to engage in research and whether this might be
something | would like to do in the future. The whole conference experience was thus

genuinely inspiring.

Final Stages or One Step Forward, two Steps Back

Due to my life circumstances and the ongoing global Covid-19 pandemic, the write-
up period of this thesis was bumpier than anticipated. After being unable to continue with the
write-up for some time, it felt challenging to re-engage with the process. Nevertheless, once |
had re-familiarised myself with the literature and data, | felt able to look at my project with

“fresh eyes” and reignite my passion for the topic.

Reflecting on the whole process now, it feels like a gestation period full of
development and growth and a lengthy, at times painful birth and maturational process. The
following analogy by Maclintosh (2017, p. 451) thus much resonated with me: “Like birthing

a baby, each push brings the head out a little [further] only to slide back into the birth canal at
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the end of the contraction, but ultimately the baby never returns to the womb; each

contraction is accompanied by a push in the direction for life”.

Conclusion

There is an assumption that if psychotherapy research is conducted by those who also
work as clinicians and thus bring with them their own thirst for knowledge and clinical
experience, the research activity will not only have a positive impact on their clinical work
but can also contribute to an increase in the understanding of psychotherapy on a broader
level (Boalt Boéthius, 2010). For me, this has undoubtedly been the case. By allowing myself
to get immersed in my topic of research, exploring my feelings and thoughts towards the
literature, becoming stuck and unstuck, by allowing myself to feel disappointment about
certain findings whilst continuing to be led by the data, | was able to engage in a research
experience which felt very authentic and real. Reading the clinical case studies on silence
with adolescents and listening to the session recordings made the powerful aspects of in-
session silence come alive. This process highlighted the value of conducting research as part
of CAP training and emphasised the importance of the learning experience element of this.
This piece of research, therefore, not only had a direct impact on my theoretical thinking and
clinical work but also on my identity as a CAP as a whole. The knowledge and experience |
gained is something that I will be able to hold on to in the years to come. Moreover, | now

feel that I firmly sit on the research side of the fence.
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Appendix B: PICS Categories and Subtypes
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Figure B1. PICS categories and Sub-typmes. From: “Sounds of Silence in Psychotherapy: The

Categorization of Clients’ Pauses”, by H. M. Levitt, 2001, Psychotherapy Research, 11(3), p.

300 (https://doi10.1080/713663985). Copyright 2001 by the Society for Psychotherapy

Research.

N.B. The coding system used in the present study was the PICS-R (Frankel et al., 2006;

Levitt & Frankel, 2004) which divides the subcategory “reflective” into “high-reflective” and

“low-reflective”.
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Appendix C: PICS Coding Information

Coding Training

During the PICS coding training the researchers felt that some silences did not fit the
existing PICS-R system as they appeared to be of a particular nature that differed to the other
pauses that occurred. In particular, there were a surprising number of pauses which felt
distinctly different from purely obstructive and interactional pauses. Whilst listening to these
pauses the researchers pictured the patients oscillating between leaning back and
withdrawing, and leaning forward and wanting to be helped by the therapists in equal
measures; creating a palpable tension. It was felt that these particular pauses were of
intrapsychic nature, and related to the specific developmental stage of adolescence as well as
the transference relationship in the therapy. It seemed to capture the push and pull between
wanting to be cared for and looked after and wanting to be independent and self-sufficient.
Due to this the coders decided to introduce an additional sub-type to the PICS-R which they
called ‘disengaged-interactional’. Whilst the decision was made not to include an analysis of
the frequency of subtypes in this paper it nevertheless felt important to mention the

development of this new sub-type.

PICS Coding Process

Apart from capturing the PICS pause category, PICS sub-type, speaker patterns, exact
start and length of pause, and stage in therapy, the data collection tool also captured the
therapy section in which each pause occurred. Therapy sections were divided in a similar way
as the therapy stages (i.e., beginning: 20%, middle: 60%, and end: 20%). However, the

decision was made not to include an analysis of the session stages in this piece of research.
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All pauses were coded from a psychoanalytic perspective. The coders therefore felt it
was beneficial to code sessions in order of appearance to become more familiar with the
dynamics of each individual patient-therapist dyad. The coders felt it was important for them
to immerse themselves in the data and for the coding to reflect what they felt was happening
in the room. This was at times problematic as PICS had derived from an empirical study
which was based on the patients’ understanding of their silences. PICS is therefore based on
patients’ conscious thoughts about their understanding of what was happening at the time of
the silence, rather than a psychoanalytic approach and it therefore does not reflect
unconscious processes or motivations which may have contributed to the pause.
Consequently, the decision was made that when in doubt to code ‘up’ rather than ‘down’ and
then to discuss this further at the consensus coding meetings in order to make appropriate

changes together.
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Appendix D: Helping Skills Categories and Subtypes

1 = approval and reassurance

2 = closed questions

3a = open questions about thoughts; 3b = open questions about feelings; 3¢ = open questions
for insight; 3d = open questions about action

4 = restatement

5 = reflection of feelings

6 = challenge

7 = interpretation

8 = self-disclosure

9 = immediacy

10a = information about the process of helping; 10b = data, facts, or opinions; 10c =
feedback about client

11a = process advisement; 11b = directives

12 = other

Source:

Web Form F — Using the Helping Skills System for Research

From: “Helping Skills: Facilitating Exploration, Insight, and Action”, by C. E. Hill, 2009,
American Psychological Association: Washington, DC. Copyright 2009 by the American
Psychological Association.
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Appendix E: Frequency of Pause Categories Without Neutral Pauses

Table E1
Frequency of Pause Categories® across Brief, Medium and Long Pauses
Pause Length ObP Prodc Total
Briefd Count 610 305 915
Expected Count 642.6  272.4% 915.0
% within Pause Length  66.7%  33.3% 100.0%
% within Pause Cat® 70.8% 83.6% 74.6%
Mediumf  Count 211 58 269
Expected Count 188.9 80.1 269.0
% within Pause Length  78.4%  21.6% 100.0%
% within Pause Cat® 245%  15.9% 21.9%
Long? Count 40 2 42
Expected Count 295 12.5 42.0
% within Pause Length  95.2%  4.8% 100.0%
% within Pause Cat® 4.6% 0.5% 3.4%
Total Count 861 365 1226
Expected Count 861.0 365.0 1226.0
% within Pause Length  70.2%  29.8% 100.0%
% within Pause Cat® 100.0% 100.0%  100.0%
Notes.

2= Due to the low frequency of neutral pauses these were excluded from this

table; P=Obstructive pauses; “=Productive pauses; Y=Brief pauses (3-10 sec,

M=5.19 sec, SD= 2.10 sec); e=Pause category (e.g., obstructive, productive);
f=Medium pauses (11-60 sec, M=20.07 sec, SD=9.86 sec); 9=Long pauses (61

sec — 5 min 6 sec, Mdn= 139 sec, IQR= 83.25 sec)

Results are shown without neutral silences as due to the low frequency these were excluded

from this table and the Chi-Square test analysis.
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Table F1

Appendix F: Duration of Brief and Medium Pauses

Break-Down of Duration of Brief Pauses® for all Silence

Categories

Frequency of silences
Duration Obstructive  Productive Neutral Total

(n=610) (n=305) (n=14) (n=929)
3sec 139 107 6 252
4sec 139 55 4 198
5sec 86 40 2 128
6sec 86 31 1 118
7sec 61 19 1 81
8sec 34 22 56
9sec 36 16 52
10sec 29 15 44
Notes.

a=Brief pauses (3-10 sec, M=5.19 sec, SD= 2.10 sec)

Table F2
Break-Down of Duration of Medium Pauses® for all Silence
Categories
Frequency of pauses
Duration Obstructive  Productive  Neutral Total
(n=211) (n=58) (n=8) (n=277)
11-20sec 129 41 6 176
21-30sec 50 11 61
31-40sec 21 5 1 27
41-50sec 10 1 1 12
51-60sec 1 1
Notes.

a&=Medium pauses (11-60 sec, M=20.07 sec, SD=9.86 sec)
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Appendix G: The Most Silent Session of Each Therapy

Figures F1-3 below offer a closer look at the timelines of the most silent session of
each treatment. It is shown that long pauses often seemed to appear in clusters; either with

further long pauses or brief or medium length pauses.

Therapy A

Session 23 in Therapy A was the most silent session in this therapy with a third
(34.1%) of the session time being taken up by silence. Three long pauses occurred in this
session. Of the three sessions coded for clusters it had the lowest percentage of session time
spent in silence. This therapy was also the least silent overall. A look at the speaker patterns
shows that in Session 23 of Therapy A all long pauses were broken by the therapist, but only
30.3% (n=20) of the overall pauses in that session. Importantly, out of the three sessions, this
session had the highest percentage of productive pauses (25.8%, n=17). Indeed, Therapy A
was also the therapy with the highest percentage of productive pauses overall (37.6%, n=172)

and with the fewest number of long pauses (n=6).
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Therapy A - Timeline Session 23
Figure G1. Timeline of most silent session in Therapy A (Length categories: 1= brief, 2=medium, 3=long)

Therapy B
The build-up of cluster silences was especially apparent in Therapy B; Session 6
having been the session with the highest percentage of session time taken up by silence

(71.9%) out of all eighteen sessions coded across the three therapies. It also contained the
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longest pause recorded across all therapies (306 s/five min and one s) and the highest

frequency of long pauses recorded in one session (n=8). The speaker patterns in Therapy B’s

Session 6 show that all long pauses were broken by the therapist. Importantly, all pauses of

all lengths which occurred in this session were coded as obstructive (n=86).
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Therapy B - Timeline of Session 6
Figure G2. Timeline of most silent session in Therapy B (Length categories: 1= brief, 2=medium, 3=long)

Therapy C
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Session 24 in Therapy C had a much lower percentage of in-session silence (43.2%), but had

a cluster a three long pauses in the middle section of the session and a particularly long pause

at the end (275 s). In session 24 of Therapy C, 80.0% (n=4) of the long pauses and 66.7%

(n=32) of all pauses occurring in this session were broken by the therapist. In this session

81.3% (n=39) of pauses were coded as obstructive.
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Figure G3. Timeline of most silent session in Therapy C (Length categories: 1=brief, 2=medium, 3=long)
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Appendix H: Transcriptions of Long Pauses and Helping Skills System Coding

Below can be found a selection of therapists’ responses to long pauses, including information
on the dialogue before the long pause, pause length and HSS coding.

Interpretation

Therapy B, Beginning Stage, P-T pause which therapist broke after four minutes and one second:

Before pause The therapist points out that it is interesting that when the YP is at school and
is supposed to focus on their school work, they feel the need to talk and when
they are at their therapy and might feel that they are supposed to say particular
things they seem to keep things to themselves. The YP responds by saying
‘yeah’.

Meaning Unit 1 T: “It’s a bit like, this seems bringing a feeling of, feeling like people are

(Interpretation)  saying you’re doing the wrong thing in different places, /

Meaning Unit 2  and perhaps, a worry that | might be saying something like that too, or
(Interpretation)  thinking that too, /

Meaning Unit 3  but I wonder if it’s that you feel that’s what happened or if there’s a part
(Challenge) of you that sort of wants to, you know, sort of talk at school, and doesn’t
want to really be doing the work.’
(29 5)
T: ‘I suppose I’'m wondering if it’s a bit of a protest in some ways.’
(7s)
P: ‘I suppose.’

Open Question

Therapy B, Middle Stage, T-T pause which therapist broke after two minutes and thirty-seven

seconds:

Before pause The therapist addresses the YP’s tendency to think of things as either being
really important or not really worth it and acknowledges that the YP seems to
have started to allow themselves ‘to do little steps without feeling that they are
worthless’.

Meaning Unit1  T: ‘T wonder what’s going on.’

(Open question  P: “Just thinking about what you said.’

for insight) T: ‘Uhum. (15 s) Did it sound right to you or not right..or?’

P: ‘A bit right?’

Reflection of Feelings

Therapy C, Middle Stage, P-T pause which therapist broke after three minutes and seventeen

seconds:

Before pause Conversation about two of the YP’s friends and the fact that the YP is currently
having difficulties with one of them.

Meaning Unit1  T: ‘So we’ve kind of stopped, haven’t we?/

(Immediacy)

Meaning Unit2  And you’ve actually been telling me quite a lot about yourself./
Information

(Feedback about

the client)
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Meaning Unit 3 In a way and that [the YP’s two friends] and your friendship (inaudible) is
Reflection of made up of loyalty but also some dislike and discontent.’/
feelings

Closed Question

Therapy B, Beginning Stage, T-T pause which therapist broke after one minute four seconds:

Before pause Directly before the long pause the dialogue is about the YP getting into trouble
at school for talking during lesson time.

Meaning Unit1  T: ‘And when you talk to other people, is it about particular things?’

(Closed (10s)
guestion) P: ‘No. I don’t think so.’
(20s)

T: ‘But it sounds like you’re saying you feel a part of you comes in and makes
it very difficult for you to resist talking. (4s) I don’t know if you feel you
would rather not be talking and getting on with your work.’

P: ‘Not really, no.’

T: ‘No.’
Challenge
Therapy C, Beginning Stage, P-T pause which therapist broke after one minute four seconds:
Before pause Directly before the long pause a conversation takes place about how difficult

the YP finds it to show themselves and open up to people as well as their
therapist and how difficult they find it to talk. The YP acknowledges that this is
connected to a worry about how other people might perceive them and as a
consequence often doesn’t get invited to social events.
Meaning Unit 1 T: ‘But then | wonder if that can leave you feeling quite (..) annoyed and
(Challenge) resentful with others for not showing interest in you and asking things?’
P: ‘Um, I probably don’t. (laughs) yeah. Like, I don’t want to be spoken to,
really, by people I don’t know. But then if I like someone, I talk to them, but
it’s quite hard.’

Other

Therapy B, End Stage, P-T pause which therapist broke after one minute forty-nine seconds:

Before pause Directly before the long pause the YP describes that they feel judged by others
and feel that others are not able to recognise how hard they are trying and that
the YP feels they are holding their feelings in rather than letting them out.
Therapist explores with them whether the YP may be able to ‘let them out’ in
the final few sessions of their therapy.

Meaning Unit0  T: ‘Okay, it’s time.’

(Other) (End of session)

Silence Broken by Patient

Therapy A, Middle Stage, T-P pause which therapist broke after two minutes fifty-two seconds:

Before pause T: ‘So you may feel something like, “Where were you? Why weren’t you
there?”’

Meaning Unit1  YP: ‘T don't know’ (YP is crying and most of it is inaudible)

(n/a patient

broke silence)
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