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Abstract

This paper explored the subject of the inner experiences of child and adolescent psychotherapists
when physical touch occurs in the playroom. The study was borne out of real- life occurrences, where
the researcher was left wondering “What just happened?” when touch arose during play therapy

sessions with vulnerable and traumatised children.

Research proved that both internationally and nationally, it appeared obvious that touch occupied an
ambiguous area for practitioners working in the field of child and adolescent psychotherapy. It also
came to light that it was an area that tended to be “swept under the carpet” because of fears of
judgement, litigation and general unease. The researcher speculated about what other therapists did
when children sought physical contact, whether consciously or unconsciously? The empirical
component was based on interviews with international experts in the field of child and adolescent
psychotherapy. To glean evidence from an Irish context the researcher used autoethnographic
methodologies, a narrative ethnography and a reflexive, dyadic interview and creative piece with a
respected practitioner in the field. Both these elements of the research included creative means such
as drawings, journal entries, sand-tray to extrapolate meaning from the realm of therapists’ inner

experience.

The research showed three main concepts which permeated all areas of the study, and these were
safety, danger and vulnerability of both therapist and child. These concerns struck an uneasy balance
with current research, and the belief of most practitioners that touch is beneficial. Despite controversy
through the years, it cannot be denied that touch has great healing potential when used with care and
introspection, especially when working with attachment disruption and early developmental trauma.
The research revealed that there is denial that touch happens in the playroom, however, thankfully
there appears to be growing commitment and determination to shine a light on it and bring touch out
of the shadows. This is a necessary unveiling and is in aid of safe practice for our most vulnerable

clients. Itis also in aid of safe practice for the therapists who walk the road with them towards healing.
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Chapter 1

Introduction

1.1 Prelude

“What did I do?” the little girl said after she kissed me on the cheek. “You kissed me on the cheek,”
I said. What more could I say, I had to state the obvious, although we both knew there were layers of

meaning beneath it. Why else would a four-year-old girl ask, “What did I do?”.

It was session 25, just before a Christmas break, mid-session. She had been engaged in messy play
and I had rolled up her sleeves for her, tentatively and carefully and spelling out my movements at
each step. Noticing and observing her reactions. A sadness filled me about why it had to be like this-
so pronounced, so deliberate, why in my experience of her was I teetering on the brink of overstepping

my mark?

She was not used to care. She was not used to nurturing touch. She came from a place of confused
boundaries, of mothering gone awry and of hurt, deep, deep hurt. I cared deeply for her, hence my
sadness. | wanted to scoop her up. The mother in me reached out to her, but I curtailed it. This was
not a home space, and the beautiful girl was not my child. Two worlds collided in the potential space

of the therapy room. Something big had happened.

I brought this to supervision and was met with a room of mixed opinions. “Yes... it was nurturing”,

13 2 G

no... it overstepped boundaries”, “trust yourself in it.” I did trust myself; I knew it was okay, but it
stirred up something in me that brought deep feelings, and a need to explore the topic of touch further.

And more than that, it called me to study me. It also made me wonder about my colleagues and experts
1



in the field of child and adolescent psychotherapy: what were their inner experiences of emotive

phenomena of touch when it entered the playroom?

1.1.2 Theoretical Background to the Research

The aim of this study is to explore, through qualitative methods, the inner experiences of child and
adolescent psychotherapists when touch arises in play therapy sessions. I wish to bring into the open

this topic as it is often taboo amongst practitioners.

1.1.3 Unexpected Cultural Context Influencing this Study

During the researching and writing of this study Covid 19 pandemic has erupted throughout our
world. On a global level, the disease itself, and the effect it has had on our day to day lives, has
wreaked havoc, and left a trail of disaster. Strict rules around social distancing announced by our
government on 12 March 2020, have increased to a virtual “lockdown” of all citizens and orders to
“cocoon” our elderly and vulnerable population to keep them from harm.

Obviously, this cultural context has heightened my awareness around human contact and our need for
touch. The Coronavirus has deprived us of the resource of physical contact, and instead of comfort,
touch has the potential to bring us, or our loved ones, close to illness, or even death. Therapy sessions
have ended for now in the interests of safety, and a grappling with teletherapy and online resources

provide remote contact. How ironic to be writing of touch at this time of social isolation!



1.1.4 A Dearth in the Literature

Touch is a “touchy subject”. Eliana Gill describes a dilemma, perhaps familiar to many play
therapists, when the child “started climbing on to my lap for a few moments, seemingly to check out
if proximity was safe” (Gill, E. in Courtney and Nolan, 2017, p.xxii). Gill, however, tentatively admits
that she did not put it in her process notes. Courtney (2017) surmises that there is a dearth of literature,
and states that research rarely examines the perspectives of practitioners regarding their experiences
of touch in play therapy (Courtney & Siu, 2018). In my own experience touch can leave the therapist,
as well as the child, wondering “What did I do?”, and fearing they have overstepped boundaries, or
feeling fearful about issues of professional liability. Herein lies the crux of the matter: many therapists
are unsure about touch. It is true there are many ethical concerns, but there is also a great need for
touch in the playroom according to growing research in the area of neuroscience, trauma and
attachment (Berendsen, 2017; Courtney and Nolan, 2017; Gaskill, and Perry, 2012; Totton, 2011;

Perry and Szalavitz, 2008).

1.2 Focus of Research

The aim of this small-scale study is to explore the inner experiences of child and adolescent
psychotherapists when touch arises in the playroom. The following embedded questions will also be

addressed in the study:

* How do child and adolescent psychotherapists conceptualise touch in terms of attachment

theory?
* How does lack of touch and unsafe touch affect the developing child?

* Why is examination of inner experiences vital for child and adolescent psychotherapists when

working with the phenomena of touch in the playroom?



*  What are the different models in psychotherapy and play therapy which incorporate touch to

work with developmental trauma and attachment difficulties?

1.3 Site, Setting and Participants

In seeking to explore the inner experiences of child and adolescent psychotherapists when touch arose
in a play therapy setting, firstly the researcher sought to find participants who would offer insights
into both the areas of “inner experience” and also the area of touch as a therapeutic tool. Therefore,
the study involved “purposeful sampling” to obtain participants who were especially knowledgeable
about the area under investigation. The researcher specifically selected information-rich interviewees
for the most effective use of limited resources (Patton, 2002). Zoom was used for the two expert
interviewees, as both Lisa Dion and Janet Courtney are based in the USA. The interviews were
recorded with consent and transcribed by the researcher. The third piece of research was a “reflexive

dyadic interview” (Ellis ef a/, 2011) with Irish child and adolescent psychotherapist, Majella Ryan.

The researcher has a strong personal interest in the topic area, and it was through personal experience
as a practitioner that she was inspired to investigate the area of touch in the playroom. Therefore, the
research includes a narrative autoethnographic (Ellis et a/, 2011) element. As part of the researcher’s
tracking process for this aspect of the research, a journal was kept, and from these notes, the excerpts
presented in the autoethnographical piece were collated. A separate notebook containing drawings
and written content around the researcher’s personal process in relation to touch is also relevant

research material.

1.4 Outline of Research Report

Chapter Two presents a review of the literature under main headings. The first section is about how



child and adolescent psychotherapists conceptualise the role of touch in the forming of healthy
attachments, especially in infancy, and how these early interactions form a prototype for future

relationships.

The second body of the literature review examines the effects of lack of touch (neglect) and harmful
and unsafe touch, especially sexual abuse, on the developing child. Again it focuses on understanding
developmental trauma and attachment disruption in relation to influential current theorists (Porges,
2011; Perry, 2008, 2009; Schore, 2003; Seigal, 2011, 2014; Van der Kolk, 2014). For children whose
experiences of touch are inadequate, absent or abusive, the researcher explores whether new
experiences from an attuned therapist provide corrective foundations on which opportunities for

growth and healing can be built.

The study of the literature procures viewpoints of experts in the field about how this opportunity for
healing in the “potential space” (Winnicott, 1991) of the therapy room can impact the child and
adolescent psychotherapist. The research shows that close attention needs to be paid to the dynamics

of the therapeutic process especially transference and countertransference.

Finally, the last section of the literature focuses on theoretical models of Child and Adolescent
Psychotherapy that use touch in a purposeful way to aid healing and connection, especially between
children and their caregivers. The researcher examines the influential model of Developmental Play

Therapy (Brody, 2006), Theraplay (Booth and Jernberg, 2010) and FirstPlay (Courtney, 2017).

Chapter Three of the dissertation provides an overview of the specific methodologies employed in
this study, as well as a rationale for their selection. Details of sampling methods, participants, ethical
dimensions and limitations of the study are also provided. This section also outlines the approaches

employed in the data collection and the methods utilised in its analysis.



In Chapter Four the findings of the study are presented and discussed under the following theme
headings:

» Lack of Transparency Regarding Touch in the Playroom.

* The Need for Safety — How Neuroception Affects the Therapeutic Relationship.

* The “Vulnerable” Therapist.

*  Why Introspection is Vital in Child and Adolescent Psychotherapy When Working with Touch

in the Playroom.

Throughout this discussion the findings are related to supporting data, evaluated and linked to relevant

literature, previous research in the area and the current research aim.

Chapter Five presents the conclusion and the recommendations arising from this study.

1.5 Conclusion

In conclusion, this introductory chapter has outlined the researcher’s reason for carrying out this
dissertation and detailed the structure of the study. The research question, and aims and objectives

have been set out, as have the research population, and sampling methods.



Chapter 2

Literature Review

2.1 Introduction to the Literature Review

The literature review sets out to identify crucial areas of interest in this study, focusing on the key
theories and theorists, and most relevant and current literature and research. The researcher identifies

and summarises the key debates in relation to the topic.

2.2 How do Child and Adolescent Psychotherapists conceptualise touch in terms of
attachment theory?

Child and Adolescent psychotherapists conceptualise touch as the primary means of contact at the
foundation of life. “In the beginning is touch, and touch is the foundation of the real” (Wright, 1991,
p.61). Touch is recognised as a key component for healthy attachment (Brody, 2006; Courtney and
Nolan, 2017; Booth and Jernberg, 2010). Early players in the evolution of attachment theory paved
the way for recognising the importance of touch in early relationships. In the 1950°s British child
psychiatrist John Bowlby (1907-1990) and American animal psychologist Harry Harlow (1905-1981)
separately conducted research that was instrumental in the formulation of new ideas on the nature of

bonding between infants and their caregivers.

Harry Harlow’s early studies looked at the role of touch using new-born rhesus monkeys. This
research conducted in 1958 produced ground-breaking empirical evidence for the primacy of the
parent-child attachment relationship, and the importance of maternal touch in infant development.
Harlow took infant monkeys from their biological mothers and gave them two inanimate surrogate
mothers. The outcome was that in both conditions the infant monkeys spent significantly more time

with the cloth mother, and even when they went to feed from the wire mother, they returned



immediately to the cloth surrogate to cling to it. Harlow surmised that the soft material simulated the
mothers’ touch and provided comfort, thereby highlighting that the role of interpersonal touch is just

as vital for social and emotional development as the need for food (See Figure 1).

Figure 1 - Harlows Monkeys

John Bowlby’s research (1969) also consolidated the finding, that all human beings were naturally
pulled towards intimate contact with other human beings. This was contrary to much psychoanalytic
thinking at the time. Influential child psychoanalyst Melanie Klein (1882-1960) upheld the common
belief that all behaviour was motivated by inner feelings. However, Bowlby through his research
postulated that external relationships are vital to consider in understanding a child’s behaviour.
Bowlby undermined the psychoanalytic idea that all attachment develops through oral gratification,
as popularised by Freud (Brown, 1987, p.21). Harlow’s experiments specifically investigated the
importance of clinging, and Bowlby cited Harlow’s works saying: “Clinging appears to be a universal
characteristic of primate infants and is found from the lemurs up to anthropoid apes and human
babies...We may conclude therefore that ...clinging is a primary response, first exhibited

independently of food” (Bowlby, 1958, p. 366 cited in van der Horst et al, 2008).

Ainsworth (1989) consolidated this finding and was able to demonstrate through her “Strange
Situation” experiments that physical contact, particularly between mother and child, was essential for

the child’s attachment and emotional connection. She was also able to link the child’s early attachment



patterns to ability to form meaningful relationships in later life. Ed Tronick’s “Still Face” experiment
has also become a valid and reliable measurement of infant cognition and behaviour which highlights
the role of touch and maternal attunement (Fulwiler, 2013). Interestingly, in recent weeks questions
have been raised about mothers of infants wearing face masks because of the Covid 19 pandemic. A
mother who was advised to wear a mask noticed a regression in her baby’s responses, it was described
as an “eternal still face”. However, the alternative is separation from the baby if the mother is infected

with the coronavirus (Baeza, 2020).

2.2.1 Attachment — A Physiological Perspective

The expectancy of social engagement and relationship in humans is biologically embedded. For
babies this engagement typically begins when she is placed upon her mother’s chest and finds the
way to her mother’s breast. Van der Kolk (2014) surmises that as the baby enters the world “someone
immediately engages with us, bathes us, swaddles us, and fills our stomachs, and, best of all, our
mother may put us on her belly or breast for delicious skin-to-skin contact” (Van der Kolk, 2014,
p.110). Both the body and mind are intertwined in the mother-baby relationship, and the physiology
strengthens the bond between mother and infant. In a healthy attuned attachment, when the baby
latches on to the breast for feeding the he/she receives warm sweet breast milk, the result for the
mother is that her central nervous system releases oxytocin. This love hormone is enveloped in
reassuring touch, and it brings mother and baby into loving synchronicity. Oxytocin is a powerful
hormone and not only does it ensure survival for the pair, but in physiological terms it creates perfect
harmony between mother and infant because it clamps down the uterus, thus preventing the mother
from haemorrhaging, while simultaneously letting down milk for the newborn (Sanders in Porges &

Dana, 2018, p.361). Teamwork at its best!



2.2.2 Attachment — A Psychological Perspective

Bodily contact such as holding, rocking, touching and cuddling between mother and child are a vital
part of attachment and help the infant form a secure sense of self. Safe and attuned touch, along with
the mother’s gaze, form the primary means of communication at this formative time. Indeed, it is
through being held and touched that the baby comes to know they exist. “When I look, I am seen, so

I exist, I can now afford to look and see” (Winnicott, 1991, p.114).

As mother and baby engage in their “dance of attunement”(Van der Kolk, p.111) through feeding,
rocking, gazing and touching, their bond develops and becomes predictable and safe. The duo enjoy
secure attachment to each other and are critical co-regulators of the integrity of each other’s
autonomic nervous system (Sanders, 2018, p.361). Loving gaze, touch of skin and voice prosody
accumulate to form the “earliest burst of attachment” (Badenoch, 2008, p.106). The work of Tiffany
Field of the Touch Research Institute in Miami has shown that regular use of touch can also lower the
levels of the stress hormone cortisol, and that massage can be effective treatment modality for

premature babies through to children displaying aggression (Field, 2006. 2014).

However, it is of note that even the best of relationships can be prone to disruptions. Research
undertaken by Tronick & Cohn in 1989 through video microanalysis reveals that typical mother-baby
relationships are in sync for affective states only one third of the time (Sanders, 2018). The cycle of
rupture and repair is as relevant here as in any other dyad. In-fact Winnicott (1991) hypothesized that
children need their primary caregivers to fail them in tolerable ways on a regular basis so that they
can learn to live in an imperfect world. However, the quicker the caregiver can notice the rupture and
skilfully repair it, the better the child will learn to self-regulate. Schore (2003) maintains that

resilience is built on tolerance of negative experiences.

10



2.2.3 Attachment and the Nervous System through a Polyvagal Lens

This need to relate according to Panskepp & Biven (2012) is borne in utero and is ready to be activated
in relationship. It is like a match waiting to be struck. So too is the autonomic nervous system waiting
to spring into action. It is this system (the autonomic N.S) that controls most of the involuntary
visceral activities of the body, such as the infant’s first vocal expression and movements involved in
feeding, such as oral reach, grasping, releasing, sucking and swallowing (Fearne and Troccoli in
Prendiville, 2017, p.102). The autonomic nervous system includes both the parasympathetic and

sympathetic divisions, and also the enteric nervous system (See Figure 2).

The Nervous System

|
1 1
Central NS Peripheral NS
(The body’s master control unit) (The body’s link to the outside world)

. . Brain The Autonomic NS The Somatic NS
Spinal Brain Divided into Regulates involuntary Carties senso ry
Cord stem three major bodily processes, information from

A column of Connects parts; including heart rate, sensory organs to the
nerves the brain « the hindbrain respiration, digestion CNS and relays motor
between the to the (lower part) and pupil contraction; (movement) commands
bl'a?-ﬂ and spinal cord ¢ the midbrain operates automatically to muscles; controls
peripheral « the forebrain “’ithoflt co.nsu'ous voluntary movements
nervous direction
system
praiiIESHE NS_ Parasympathetic NS
Prepares the body for action and the body and helps the
stress. This is called “fight or Sl ps
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Figure 2 - The Nervous System
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The enteric nervous system contains the vagus nerves, and it is through these that the brainstem is
informed about the infant’s visceral state. Visceral states such as tiredness, hunger, thirst, temperature,
and the need for defecation cause anguish for the infant, and they require attuned co-operation from
a caregiver to recognise and help ease these deregulated states. Only with the help of a caregiver can
the infant establish and maintain homeostasis, and gradually through co-regulation they can begin to
integrate the ability to self-regulate. Like the match, it needs someone to strike it! This collaboration
is a vital skill for well-being, because we humans need homeostasis in order to feel safe, and to

function well in relationship with others.

23 How Does Lack of Touch and Unsafe Touch (Child Sexual Abuse) Affect the
Developing Child?

As we come to understand attachment through a polyvagal lens, we see clearly the need for the
primary care-giver to act as a co-regulator, so that the infant can learn to self-regulate, and so maintain

homeostasis, feel safe and function well in relationships.

Polyvagal theory can also help us understand the other side of the coin, where early trauma, neglect
or stress has disturbed the maturation of self-regulating processes. In stark contrast to the previous
subchapter describing secure attachment, here we see how unsafe touch and lack of touch can affect
the developing child. A baby who has not been held, not been rocked, not been cuddled, or worse still
has been hurt, suffers long lasting detrimental effects. These hurts can stretch far into adulthood,
weaving maladaptive threads into relationship, self-worth and often further into self-harm, addiction

and into a myriad of dysfunctional coping mechanisms.

Polyvagal Theory (Porges, 2011) describes how trauma changes a person's physiological response to

the world. Traumatised children expend huge amount of energy due to living day to day in a hyper-
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aroused state (Panskepp, 2004). They have a highly activated fear system and can be preoccupied
with non-verbal cues. Porges defines how vocalisations and facial expressions are entangled with the
ventral vagal parasympathetic system, and so adults living and working with traumatised children
must take care to maintain a neutral tone of voice and facial expression, so the child can experience
a safe physiological state, and be able to have maximum access to cognitive resources (Kestly, 2014,
p.14). A subconscious system, coined “neuroception” by Stephen Porges, describes how neural
circuits in infants (and even in the womb) distinguish whether situations or people are safe or

dangerous.

Just as debilitating as hyper-arousal is hypo-arousal. In terms of polyvagal theory, hypo-arousal
signals a state of collapse in the individual. Babies who have experienced neglect and lack of loving
touch, may sink into this immobilized, collapsed, life threat state. The effect is that the baby loses
tone and appears passive and apathetic. They have learned early on that expanding energy for safety
brings a poor return on investment, so they give up. This can be seen in Tronick’s Still Face

Experiments, where the baby gives up reacting to unresponsive caregivers (Weinberg et al, 2008).

Abuse and neglect are so much more complicated when the hurt happens at the hands of primary
caregivers. Friedrich (1994) in Kelly & Odenwalt (2008, p.190) note that the “internal working
model” (Bowlby, 1969) of a sexually abused child is often shaped by inconsistency and fear,
especially if an attachment figure has been the abuser. Research by Devnov (2004) on the long-term
effects of child sexual abuse by female perpetrators, high-lighted ongoing difficulties for victims with
substance abuse, self-injury, suicide, depression, rage, strained relationships with women and self-
concept and identity issues. A female participant from Devnov’s research (2004, p.1144) states:
“There is a deeper sense of betrayal [with a female perpetrator]. It’s like there’s no safe place.” Sexual
abuse also compromises the child’s ability to self-regulate because she has no consistent, dependable

way of thinking about connections between experiences, thoughts and feelings. Things often seem
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jumbled and confusing, and help is needed in the form of psychoeducational interventions to reduce

dysregulation and build coping strategies, as well as client-led psychotherapeutic intervention.

2.3.1 Touch and Sensory Processing Difficulties

Children who have been traumatised often have an increased sensitivity to touch (Goodyear-Brown,
2010, p. 32). The sensitivity may cause the child to flinch often or experience light touches as painful.
Sensory integration can seem confused. Children who have been repeatedly hurt by touch can become
desensitized to pain, because unconsciously they have found a way to disconnect their minds from
their bodies in order to cope. Sometimes a differential diagnosis can be made between sensory
processing difficulties and physical reactivity associated with trauma (Goodyear-Brown, 2010, p.33).
Sensory processing disorder has strong links to exposure to early childhood trauma and neglect
because of the intertwined relationship between integration of the senses and attachment (Perry, 2009;
der Kolk, 2014; Fearne & Prendiville, 2017). To explain further, this means the sensory memories of
unsafe touch will stay lodged in the body. The trauma is coded in implicit images and are both
“unrememberable and unforgettable” (Gerhardt, 2004, p.15). We carry our infantile experiences
inside, woven into our body and brains, and these imprinted memories inform our expectations and
behaviours throughout our lives. “While the mind may not remember as the child grows up, the body

remembers” (Stephens, 2018, p.13).

2.3.2 Early Developmental Trauma, and Its Indelible Print.

For traumatised children the lack of touch (neglect) and unsafe touch (abuse) have an indelible effect
on their expectations for future interactions. The emotions and physical sensations that were
imprinted during the trauma are experienced, not as memories but as disruptive physical reactions in

the present. The trauma can manifest itself in physical reactions: gut-wrenching sensations, pounding
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heart, breathing becoming fast and shallow, feelings of heartbreak, speaking with an uptight voice
and characteristic body movements that signify collapse, rigidity, rage or defensiveness (Van der
Kolk, 2014, p.205). The expression “Neurons that fire together wire together” (Siegel & Bryson,
2015, p.42) explains the phenomena where a child who has experienced unsafe touch during early
development will cultivate neural pathways that are predisposed to encoding this information in the
future. Neurobiological research (Perry, 2008, 2009; Van der Kolk, 2014) has helped us understand,
how repeated experiences of painful touch shape the brain to expect touch to be painful. This
hardwired pattern is reinforced by any further harsh experiences of touch, and it takes a lot of

reworking for the child to counter-act this stubborn cognitive schema (Goodyear-Brown, 2010).

Research supports interventions that are neurobiologically informed such as Perry’s Neurosequential
model (Perry, 2008, 2009). Perry draws a comparison about the need for touch, by saying how it
would never occur to us to stop touching our dog because it outgrew puppyhood. In his inspiring book
“The Boy who was Raised as a Dog”, Perry asks foster mother “Mamma P” what she does when her
seven year old traumatised son “Robert” rages, and rampages around the house. “I just hold him and
rock him. I just love him” is her calm response. When asked about Robert’s neediness and clinginess,
and whether she gets frustrated or angry, she states: “Do you get angry with a baby when a baby
fusses?... No. This is what babies do. Babies do the best they can, and we always forgive them if they
mess, if they cry, if they spit up on us.” (Perry & Szalavitz,2008, p.95). Mamma P recognised that
you don’t always interact with children according to their age, but instead respond to them based on
what they need. Children like “Robert” had never received the repeated, patterned physical nurturing
needed to develop a well-regulated stress response system. Mamma P states of her foster child: “It’s
just that Robert has been a baby for seven years” (p.95), noticing that he has missed a sensitive stage

of development, and had a huge need to be held and touched.
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Concurrent with Devnov’s research (2004), Peter, (2009) has shown that female perpetrated child
sexual abuse leaves an extra deeply etched stamp of betrayal and confusion on the victim. Van der
Kolk (2014) also states that incest victims have a profound level of difficulty distinguishing between
danger and safety. The imprint of trauma causes them not only to have distorted perceptions of
information coming from the outside, but also the organism itself has a problem knowing how to feel
safe. A common response to this is that the powerless child often learns to shut down and comply
with whatever was asked of them. The experience of dissociation (Figure 3) is common amongst
incest victims and in his book Van der Kolk (2014, p.132) describes how his client “put her head in

the clouds” when she heard her father’s footsteps in the corridor outside her bedroom.
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Figure 3 - Dissociation diagram

Terror increases the need for attachment, even if the source of comfort is also the source of terror.
Children need to form attachments in order to survive, and they need to see those to whom they are
attached in a positive light. Provision of food, clothing, gifts or displays of affection can be seen by
the child as proof of the abuser’s kindness and concerns for his/her welfare. Abused children can
cling to the abuser because they are dependent on them to provide life’s necessities (Prendiville,
2016). The Stockholm Syndrome (Julich, 2005) is relevant when looking at the dynamics of sexual
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abuse, as it is a condition in which hostages develop a psychological alliance with their captors during

captivity.

2.3.3 Touch as a Trigger for Sexualised Behaviour.

Triggers in the environment can cause intolerable thoughts and feelings that provoke a sexualised
reaction in children. These reactions are often limited to their own bodies, for example masturbating,
exposing or inserting objects into themselves (Gill, 2014). Research by Friedrich (2007) indicates
that children who have been sexually abused tend to insert objects into their vaginal or anal openings
more than non-abused children (Gill, 2014, p.21). Gill hypothesises on this phenomenon saying:
Many children who have been overstimulated sexually cannot integrate these
experiences in a meaningful way. This can result in children acting out the confusion in the
form of more advanced or frequent sexual behaviors, heightened interest and/or knowledge
beyond what would be expected of that age (Gill, 2014, p.21).
Gill mentions research by Kendall-Tackett, Wiliams & Finkelhor (1993) that states that pre-school
children who have been sexually abused are at particular risk of displaying sexual behaviour problems
(Gill, 2014, p.22). At this young age it is likely that often this behaviour occurs outside of conscious

awareness, and it can be that they are somatically working out their experiences of sexual abuse.

The sensory element of these sexualised activities can provide comfort on an unconscious level;
however, these behaviours can be baffling and unpalatable to the outside world. Lisa Dion speaks of
the issue of the sensory experience of soiling for a child who had experienced neglect in her podcast
on “Hygiene Issues in the Playroom” (Oct, 2019). Soiling and hygiene issues can be seen in the
playroom and are often linked to emotional regression and trauma work. The child to whom Dion
refers in the podcast was adopted from a Russian orphanage at age four, and was often left alone, in

the crib wearing a soiled nappy for hours on end. The excrement in the nappy, as desperate as it
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seems, offered something which became comforting to the child and regulated him in the absence of
any external regulator. There was something about that experience that was soothing and nurturing.
This severely neglected child was starved of touch, and the “poop” had both heat, smell and a “felt

sense” to it, which at least provided temporary comfort in the void of his early life (Dion, 2019).

In summary, we see how sexualised behaviour can appear in children who have been hurt by abusive
touch, and we can also see how neglect can bring about sensory-seeking behaviours. Children who
have been confused by touch, or by lack of touch (neglect), often bring alive the trauma memory in
the playroom. Dion (2019) stresses that it is vital not to shame the child for their behaviours, but
instead for the therapist to regulate themselves and recognise the “wisdom” in what is happening.
When the therapist needs to set a boundary, it is important to acknowledge and redirect, especially
when there is trauma, to avoid shaming the child and causing them to shut down. Challenging
occurrences of touch in the playroom require careful handling from the therapist, and a need for

examination of her own inner experiences. This leads me to the next section of this literature review.

2.4  Why is Examination of Inner Experiences Vital for Child and Adolescent
Psychotherapists when Working with the Phenomena of Touch in the Playroom?

In a relationship where passing a box of Kleenex can be ill-advised at certain times, touching
the patient’s body undoubtedly can create a complex web of repercussions. There is no reason
to eschew touching. It means, however, that the therapist’s goals and reasons must be
absolutely clear and uncomplicated by his or her own personal needs. (Mc Neely, 1987, p.78

cited in Totton, 2011, p.117)

Touch in the therapy room is a phenomenon which requires thorough introspection on the part of the

therapist. One suspects that touch happens more than anyone dares to talk about. Wilson (1982) states
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that many therapists were reticent to admit its use within their practice, often because of concerns
about accusations of sexual misconduct. There is no doubt that therapists are unsure about touch.
There are many ethical concerns. Some practitioners protect themselves by donning a “white coat”
(Totten, 2011) and treating their “patients” in a medical way, supposedly immune from any
introspection around transference, or what touch might mean to the client. In doing so they can be
accused of objectifying and alienating the bodies in which their clients live. Experts in the field of
trauma (Levine, 1997; Van der Kolk, 2014; Minton et al, 2006; Ogden, 2020) would argue the
opposite, and have proved through their therapeutic models, that trauma is held in the body as much
as in the mind. Therapists cannot be in denial of the many layers of meaning inherent in touch. To be

in such denial is a dangerous place to be as a practitioner.

The debate around touch in child psychotherapy, and in psychotherapy in general, is around whether
touch should be avoided or used with this clinical population. Lawry (1997) states that touch should
never be used because of the risk of activation or reactivation of traumatic memories (Rovers et al,
2017). However, there are many studies which support the opposite. Joanne Mc Guirk (2012, p.3)
warns: “We’re all very good at assessing the risk in touch interventions, but what about the need to
assess the risk attached in not touching?”” Developments in neuroscience, research on trauma as well
as child development leads us to question abstinence as a rule surrounding therapeutic touch. Corness
(1997) states: “The use of touch will broach, evoke, and possibly correct the experiences and

distortions related to the abuse” (Rovers.et al, 2017).

2.4.1 The Lack of Open Communication about Touch in Caring Professions.

There appears to be a need, expressed by practitioners who work with vulnerable children, to open
debate around touch in the caring professions. Research carried out in the Republic of Ireland (Lynch

and Garrett, 2010) found that Child and Family Social Workers “desired to have more discussion and
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guidance on the subject of physical touch within their work locations” (p.389). Studies have shown
that despite touch occurring in many practice areas such as social work, social care, counselling and
psychotherapy, education and medical settings, it still remains a subject that is not openly discussed
amongst practitioners (Strozier et al, 2003). For example, Eliana Gill, as was mentioned in subchapter
1.1.4, felt uncomfortable putting incidences of touch in her process notes (Gill, E. in Courtney and
Nolan, 2017, p.xxii). Garettand Lynch (2010) found that out of their eight participants, two expressed
strong reservations about taking part in the study because of fears around litigation and self-
revelation. The subject of touch was considered ambiguous, and it is said to occupy an “unsure space”.
A participant “Lorraine” expressed a desire to have more discussion and hence guidance around the
subject. Her comment highlights a cultural slant which cannot be ignored when addressing the
nuances of touch in the caring professions. “It is almost a typical “Irish” solution to a problem, if we

ignore it then it will go away, we know that is not the case” (Garett and Lynch, 2010, p.395).

Research carried out by Courtney and Siu (2018) into practitioner experiences of touch in working
with children in play therapy showed that there are gaps in practitioners’ professional knowledge
related to touch in practice. It was thought this may be because of the “dearth of available literature
and research” and the “insufficiency of opportunities for open discussion” due to the taboo nature of
the topic. The study outcomes underscored the need for graduate school programmes to incorporate
touch-related content within course curriculums and, also to make it a mandatory part of courses for

supervisors (Courtney and Siu, 2018, p.100).

2.4.2 Factors for Therapists to Consider When Using or Responding to Touch in the
Playroom

Zur (2007) states that there are many factors to consider in the use of touch with a therapeutic goal.
These include not only culture, but the therapist’s history (e.g. the presence of psychological, physical

and/or sexual abuse), gender and sexual orientation, spiritual beliefs and practices and social support
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network to name a few. Of course, these factors should also be considered on the part of the client
also, and will include also thinking about the presenting issue, the living conditions, the state of health
and mobility, the present and past psychological state, prior experience of therapy and general attitude
towards therapy. In addition to these variables the contraindications of the use of therapeutic touch

must also be the subject of discussion and the power dynamic inherent in the relationship.

2.4.3 Touch in the Playroom — What does it look like?

In Child-Centred Play Therapy (CCPT), or a “non-directive” approach, the therapist allows the child
to take the lead and the ethos is based on the belief that children are innately capable of personal
wisdom and growth when they are provided with a supportive and accepting environment (Axline,
1969; Landreth, 2012). This approach is drawn from humanistic orientation, and the forming of a
strong therapeutic relationship is at the core. When there is “relationship” there is often touch, and in
CCPT because the child leads the process, the touch is usually child-initiated. Our clients don’t tell
us how they coped and survived unspeakable terror, they show us, or project it onto us. Their coping
becomes visible in how they approach the play and the therapist. It is inevitable that there is often
touch involved in this! Children are embodied creatures, who do not engage in “quiet, reflective
conversation sitting in a chair across from the therapist ” (Gray et al., 2017 in Courtney, 2018, p.93).
Be it an accidental collision, a whack with a sword, a handcuffing, a manhandling, a longing to be
close, a rolling up of sleeves, tying of an apron or a request to clean hands. The list is endless. The
therapist often needs to make quick-thinking decisions, often based on gut reactions, about how to
respond to touch, keeping in mind the child’s experiences and assessing the benefit or harm of
instances of touch. Decisions around engaging in touch in sessions can look very different depending
on the experience of the child, and indeed the experiences of the therapist, as stated previously. It is

imperative that the therapist understands their own motivations for touching clients, coloured by their
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own touch history, societal perceptions, cultural norms and training. “Boundaries between benign and

malignant touch are determined by context, intention and meaning” (Rovers et al., 2017, p.235).

A central point to consider is not so much what the therapist is trying to communicate through a touch
intervention, but what it is likely to mean for the client. A most obvious example is a client that has
been sexually abused, where a comforting touch could be interpreted very differently, as discussed in

the previous chapter.

2.4.4 Transference and Countertransference in Relation to Touch in the Playroom.

Literature on this topic stresses how the therapist must be very aware of transference and
countertransference when using touch with vulnerable clients. They must be very aware of their own
experiences and issues around touch (Lesser, 2007, Courtney & Nolan, 2017). Janet Courtney founder
of FirstPlay Therapy, an attachment-based, parent-child model of therapy states that a portion of the
training focuses on providing experiential activities that afford opportunities for practitioners to
examine their own experiences of touch, in order to increase professional self-awareness and examine
any countertransference that may emerge. Young (2005) says with regard to training in touch: “One
significant aspect of training in this area is to ensure that the therapist’s own needs and issues about
touch have either been brought to awareness or preferably dealt with effectively” (Courtney and

Nolan, 2017, p.49).

2.5 What are the Different Models in Psychotherapy and Play Therapy That
Incorporate Touch to Work with Developmental Trauma and Attachment
Difficulties?

There are several models which incorporate touch in a purposeful way, as opposed to how touch

unsuspectingly ‘appears’ in Child-Centered Play Therapy. The models | will focus on here are
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Developmental Play Therapy, Theraplay and FirstPlay. The latter two models ascribe the primary
care givers the role of administering caring, healing and transformative touch to the child. The
approaches are particularly suited to children in foster care, and for children who have experienced

early developmental trauma and attachment disruptions.

2.5.1 Developmental Play Therapy (DPT).

“The basic principal of Developmental Play Therapy is that a child who experiences touch from a
capable toucher will grow toward a healthy maturity and will heal from earlier trauma and neglect”
(Brody in Courtney & Nolan, 2017, p.35).

Viola Brody came to base her approach on her conviction that children must feel touched in order to
mature in a healthy way. Her belief grew that the goal of psychotherapy was to assist the child to
develop a sense of self. The initiatives of the adult in Developmental Play Therapy fall into four
categories, according to Brody: “Noticing the child, touching the child, responding to the child’s cues
and bringing to the attention of the child, in undeniable fashion, the presence of an adult who meets
her needs” (Brody, 2006, p.9).

Brody explains that touch leads to seeing and visualising and says that “seeing is touching at distance”
(Brody, 2006, p.215). She describes the final session with a little girl called “Mira”. Mira requests of
her: “Pick me up and carry me like a baby. Pretend I’'m your tiny baby”. In this request Brody surmises
that Mira is making use of her memory of being cradled by the therapist, so that she can take the
memory with her. She has internalised this experience of closeness, and of the therapist, who in the
words of Stern (1985) has become an “evoked companion”. The “companion’s” job is to assess
ongoing interactions by comparing them with the memory of the earlier experiences (Brody, 2006,

p.213). This lays the foundation for the structure of the self to be built.

23



DPT practitioners believe that touch is not a therapeutic technique but is instead an “expression of
love and care by a truly loving and caring adult” (Brody, 2006, p.xi). This is in line with other
humanistic approaches that recognise that it is the person of the therapist that makes more of a

contribution to the outcome of therapy rather than the techniques he or she uses.

2.5.2 Theraplay

Theraplay is an approach which is confirmed in its inclusion of positive touch as an important part of
its treatment model because it uses the parent-child interaction as its foundation. Myrow, describing
the value of touch in Theraplay (1997), says: “With the experience of touch from a loving caretaker,
the child develops a sense of self; the capacity to relate to other people; essential skills in modulating
affect; a sense of being able to master the environment; a belief in his own worth”. (p.75)

The Theraplay model acknowledges the perils of today’s culture of legislation, insurance claims and
false accusations, and surmises that the way to avoid accusations of bad touch is to make sure that all
touch is appropriate and meets the needs of the child (Booth and Jernberg, 2010, p.76). In addition to
this ethos, in Theraplay all treatment is videotaped so that any question about the appropriateness of

touch in any given situation can be verified.

Theraplay as an approach is steeped in safety. Through a polyvagal lens we know that when children
feel safe, they display social engagement, and they feel able to play and show loving behaviour
(Lindaman and Makela, 2018, p.227). The aim is that the child can build new neural experiences of
safety through the coherence of the Theraplay setting, and structured use of child-parent relationship,
play and nurture. The therapist’s primary responsibility is to create a safe and rewarding experience
for all, and in doing so synchronization strengthens between the autonomic and limbic systems in the
brain. These carefully managed experiences aim to send cues of safety to the child via neuroception,

and the child will begin to trust that the social interaction with carer (often a foster parent) is not like
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dangerous or life-threatening interactions they may have experienced before.

Of course, touch is part of these interactions, and especially when re-doing neural pathways of
attachment. As always, navigating touch in Theraplay with children who have been sexually abused
requires careful handling and self-awareness on the part of the therapist. The healthy intimacy and
playfulness in Theraplay can be confusing for these children because they may have been seduced by
a playful person they trusted, and now they are being asked to trust play again. This can be a big ask.
Theraplay can, however, offer a beautiful reparative experience of closeness, nurturing and play in
which healthy boundaries can be articulated and respected, thus helping the child heal and internalise

what good touch really is (Booth and Jernberg, 2010, p.393).

2.5.3 FirstPlay Therapy

FirstPlay Therapy is a model that, like Theraplay fosters healthy connections between infants and
caregivers. It was developed by Dr. Janet Courtney after 30 years clinical practice in developmental
play therapy, and training in Ericksonian-based storytelling. The approach is grounded in
attachment theory and it incorporates techniques of baby massage within a metaphorical storytelling

framework. Touch is foundational to this model.

In a FirstPlay session a certified practitioner instructs and guides the caregiver to provide touch-
based activities by modeling on a baby doll. This method of guided instruction is empowering for
caregivers as they become the primary change agents for their infant and learn new ways of relating
to their child. It also provides a safe way for practitioners to work devoid of worries about litigation
and misunderstanding. FirstPlay recognizes that one of the most important influences for healthy

brain development is the need for safety, and this is built into every aspect of this modality.

In essence, FirstPlay is a therapeutic modality focused on infants that recognizes the importance of

early formative interactions and how they impact on healthy brain development. FirstPlay teaches
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caregivers how to utilize nurturing touch experiences to increase wellbeing for both.

Figure 4 illustrates the supporting theories and literature that inform FirstPlay.

Figure 4 - FirstPlay influences
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Chapter 3

Methodology

3.1 Introduction

This chapter outlines the research approaches and methods used by the researcher in this study. It
includes the purpose of the study, research design, research methods, population studied, data
analysis methods used, and ethical dimensions considered. The study did not set out to test theories,

rather its aim was to generate awareness around the taboo-laden topic of touch in the playroom.

3.2 Selecting a Methodology

At the outset, the researcher considered both qualitative and quantitative methods for the
preliminary stages of research. Quantitative methods allow for impartially and objectivity as the
numerical data collected is not shaped by the researcher research, however it does not allow
participants to explain their choices or the meaning of the questions. The researcher thought that

this method may not be suitable because of the exploratory nature of this study .

After consideration, the researcher decided to use a qualitative approach. Qualitative research is
concerned with seeking to gain rich, comprehensive data from a small number of participants
(Denov, 2004), and is less concerned with making inferences about the broader population. This
suited the small scale of this study, and its exploratory nature. Davies states when working with a
small sample the aim is to “emerge with feelings, ideas, described experiences, opinions, views,
attitudes and perspectives that have a breadth and depth to them extending beyond that which a
structured questionnaire would deliver” (Davies, 2007, p.152). In qualitative approaches the

researcher must aim to achieve a greater degree of closeness to the information provider than is
27



normally the case in survey research. “You want them to accept you as somebody they are prepared
to talk to openly and sensitively” (Davies, 2007, p. 153). This is particularly important for
autoethnographical research, especially reflexive, dyadic interviews (Appendix 10). Similar to the
subjectivity of the author, it is to be noted that research participants also bring their own
experiences, values and perspectives to the research. Braun and Clarke (2013) state that it is “our
humanness, our subjectivity” which can be used as a research tool. However, to do qualitative
research well, the researcher must be “reflexive”. Reflexivity refers to the process of critically
reflecting on the knowledge we produce, and our role in producing that knowledge (Braun and

Clarke, 2013, p.37).

33 The Research Design — Decisions and Considerations

Purposeful sampling was used by the researcher to obtain participants who were especially
knowledgeable about or experienced in the area under investigation. The researcher specifically
selected information-rich interviewees for the most effective use of limited resources (Patton,
2002). She also utilized her own experience as a practitioner in the area of child psychotherapy and
play therapy, in the form of autoethnographical research, specifically narrative ethnography and

reflexive, dyadic interview (Ellis et a/, 2011).

3.3.1 Characteristics of Qualitative Research and Thematic Analysis

Qualitative research is understood to be a subjective process. The researcher brings their own
histories, values, assumptions, perspectives, politics and mannerisms into the research. The subject
we find interesting also reflects who we are, in other words, our subjectivity (Braun and Clarke,
2013, p.36). Davies (2007) stresses a cautionary note regarding researcher bias in qualitative

research (p.157), especially if the researcher is embarking on a project in a field where they feel “at
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home”. He states that the researcher must take on stance of neutrality and don the “mantle of an
independent academic researcher” (Davies, 2007, p.157), or at least acknowledge their bias. This
was particularly relevant to the researcher in this study, and a journal was kept throughout the
process to track personal reflexivity, thoughts, feelings and reflections about the process. Braun and
Clarke (2006) echo this sentiment and make clear the active role of the researcher in qualitative
research. They state that the researcher should not adopt a naive view, where they merely “give
voice” to their participants (p.80). Instead they draw attention to the fact that it is the researcher
who identifies the themes and patterns and selects and reports areas of interest to the reader. This is

far from a passive role and the researcher does not simply watch out for “themes emerging”

(Attride-Stirling, 2001).

The researcher chose to use thematic analysis to select firstly codes, and then themes in the data.
Thematic analysis according to Braun and Clarke (2006) is suited to “those early in a qualitative
research career” (p. 81), as it does not require the detailed theoretical and technological knowledge
of approaches. This is another reason why this approach appealed to the author as a first-time

researcher.

34 Summary and Rationale of Approach to Data Collection

The aim of the study was to explore the inner experiences of therapists in relation to touch in play
therapy settings, and so the researcher sought an expert in the field of “touch”, and an expert in the
area of “inner experience”. Semi-structured interviews took place separately with these experts on
Zoom as they were based outside Ireland. The researcher chose semi-structured interview structure
because it is a personal approach, and an open flow of conversation was encouraged throughout. In
each case sample interview questions were prepared and sent to the interviewee to give a tone of the

areas of interest (Appendix 4), however the sequence of questions on the day was free flowing and
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not tightly structured. The interviewee was free to explore the question as they saw fit, and each

interviewee was encouraged to speak from their personal experience.

3.4.1 Autoethnographic Research

Autoethnography can be described as a merger between autobiography and ethnography; it highlights
the researcher and her own reflexivity and reflections as viable data (Cahnmann-Taylor, 2008, p.8).
The content of the research can vary in the extent to which it includes not just descriptions of the
subject matter, but also thoughts and feelings. There are different strands of approach in
autoethnographic research: an analytical, theoretical, objective approach versus an evocative,
emotionally engaging, more subjective approach such as that which is utilised by Ellis (1999, 2004,
2009). The latter approach was preferred by the author, as it seemed a better fit to the personal nature

of the content.

Ethnographers, like autoethnographers attempt to achieve cultural understanding through analysis
and interpretation; in other words, it is not about focusing on self alone, but about searching for
understanding of others (culture/society) through self. This is similar to the role of child and
adolescent psychotherapist who seeks to understand the unconscious communications of the client
through examining her inner impressions and subjective experience. In the context of this research,
the researcher seeks to extricate meaning from her own experiences in the playroom, so that she might
shed light on the culture of touch in child and adolescent psychotherapy, and on its impact on both

child and therapist.

The autoethnographic content of the research was compiled from excerpts from the researcher’s
personal journal, which contained reflexive processing of her own experiences of encountering

touch in the playroom in her work setting, mostly with young children. These reflections included
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images and writing which the researcher put into narrative form (Appendix 5). The data also
consisted of a reflexive, dyadic interview. The dyadic structure of this interview considers the
words, thoughts and feelings of both the interviewee and the researcher (Ellis ez al, 2011). Although
face to face contact would have been preferred for the reflexive, dyadic interview, the restrictions
around personal contact because of the Covid 19 pandemic meant that new arrangements had to be
made. This presented challenges to the researcher especially about how to weave a creative piece

into the interview, and flexibility and ethical considerations were paramount.

3.5 Ethical Dimensions

From the outset, the researcher subscribed to seven main ethical principles, which have been set out
in the Research Outline (Appendix 1). The researcher kept in mind the sensitive nature of the topic
throughout, and its potential for triggering. This was especially important in the latter stage of the
research when writing on the topic of touch became quite ironic in light of the Covid 19 restrictions
on social distancing, and lack of touch. Special consideration was given to Majella Ryan, Child and
Adolescent Psychotherapist who made a creative piece at home in response to the provocation piece
sent by the researcher. Care was taken to find a time that best suited the interviewee to speak to the
researcher, and methods of self-care in dismantling the tray were discussed, after the dyadic

interview was conducted.

3.6 Limitations

Qualitative data being subjective is thus sometimes critiqued as being unreliable and, as stated
previously, the researcher needs to acknowledge their own theoretical positions and values at the
outset to avoid undeclared bias. Another limitation is the small scale of the study, the limited sample

of participants and the limited time frame. Despite this, however, the researcher ensured that no
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unjustifiable claims were made, and the research hopes to be thought-provoking rather than
generalizing. More than anything the researcher hopes to peel back the layers regarding touch in the

playroom, and to encourage openness on the topic.

3.7 Conclusion

In this chapter, the methodologies employed in this research were explored and a
comprehensive rationale for the selection of the methods was presented. The selection of
participants, demographics of the participants, data analysis techniques, ethical
considerations, research biases and study limitations were also detailed. The research findings

will be presented and discussed in relation to the relevant literature in Chapter Four.
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Chapter 4

Discussion and Findings

4.1 Introduction

The researcher’s main aim in conducting this study was to “explore the inner experiences of child and
adolescent psychotherapists when touch arises in the playroom”. The combination of semi-structured
interviews and autoethnographic approaches yielded a wealth of rich qualitative data. Through

thematic analysis four key themes which relate directly to the research question emerged;

Lack of Transparency Regarding Touch in the Playroom
* The Need for Safety and How Neuroception Affects the Therapeutic Relationship
* The “Vulnerable” Therapist

*  Why Introspection is Vital in Child and Adolescent Psychotherapy

4.1.2 Data Analysis

The researcher found the analogy of the “patchwork quilt” described by Braun and Clarke (2013,
p.231) to be particularly helpful when organising codes from the data and creating themes. “The
patchwork only works if lots of different pieces of fabric (codes) contribute towards creating
organised and coherent patterns (themes), which are distinct from other patterns, and which work
together to make an overall pattern (the analysis)”.

Braun and Clarke continue by saying that it is the researcher’s role to choose the pieces of fabric
(codes) and work out how best they fit together to make a pattern (theme), culminating in a finished
quilt (analysis). The researcher, coincidentally being an avid quilt-maker, found this way of
understanding the concept of thematic analysis helpful, and set about making “analytical quilts”

(Appendix 6). This process of refinement continued until the overarching themes, themes and sub
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themes became clear (Figure 5).

- - Safety

- - Self awareness

- - Vulnerability

- Openness

- - Vulnerability

- Neuroception

- - Relationship

- - Transparency

- - Supervision/Training

Figure 5 - “Quilt” of Codes

The researcher used a deductive approach, in that she came to the data with preconceived themes that
she expected to find reflected there, based on theory and existing knowledge. This fits a
constructionist approach whereby broader assumptions and structures are theorised as underpinning
what is actually in the data (Braun and Clarke, 2006). The Six Step Approach was utilised in the

analytic process.
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4.1.3 Six Step Approach (Braun and Clarke, 2006)

The Six Step Approach to using thematic analysis is a “recursive” process rather than a linear one,
and even though the stages are explained in sequence, there is much movement back and forth
through the phases. The phases are as