The Loss of the Shared Space: Process
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elepsychotherapy (TP) refers to the
delivery of psychotherapy through
telephone, videoconferencing,

or other remote means.! Research has
demonstrated the effectiveness of TP for
psychological disorders.> Although TP
has been used for a few decades now, it

nothing of the essence of psychotherapy
except the mode of delivery, the transition
is by no means smooth and uneventful.
This article documents therapist observa-
tions and reflections on what the loss of
the shared therapeutic space may mean
to the clients, viewed through the lens of

has never been as critical as during the
COVID-19 pandemic. For the first time
ever, therapists and clients alike were
faced with a non-negotiable shift to TP—
or nothing. This sudden, widespread,
and forced shift to TP has raised several

unique challenges in the therapy process.
Process issues, unless reflected on and
addressed in therapy, may contribute to
adverse outcomes in psychotherapy such
as resistance, dropout, or increase in clin-
ical risk.3 Although TP is expected to alter

attachment and psychodynamic models
of psychotherapy and social and affec-
tive neuroscience. The observations are
framed within the context of intensive TP
during the COVID-19 lockdown in India,
with clients having multiaxial diagnoses
(history of family conflict, abuse/neglect/
trauma, and personality disorders/traits),
in therapy informed by psychodynamic
theory, for 1-5years, in both private prac-
tice and tertiary settings.

The Loss of the Space

The abrupt onset of lockdown necessi-
tated overnight decisions about tempo-
rarily suspending therapy or shifting
it to telemodes. The client’s emotional
responses regarding this abrupt change
could not be processed with the therapist
in the same room. The “holding environ-
ment,” or the therapeutic space that
potentially allows the clients to self-reg-
ulate, was lost without warning. Client
responses to the loss of space, and ther-
apist reflections on these, seemed critical
to the working alliance, comprising goal,
task, and bond.s One of the most crucial
shared tasks in psychotherapy, emotion
coregulation, occurring through the cli-
ent’s own internal emotional state and
the emotional states of “the other” (i.e.,
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the therapist) with whom the client is in-
teracting,® now had to be accomplished
via a screen or telephone.

The initial reactions of the clients to
the forced shift to telemodes included
extremes of responses. Some opted to
“take a break,” dismissing therapy as not
an “essential service.” Others responded
by requesting more frequent sessions,
raising many new concerns, or reporting
more distress, anxiety, and even suicidal
ideation (despite showing no objective
worsening of clinically assessed risk).
Some also reacted by calling and email-
ing frantically if an appointment was
missed or the session interrupted by a
technical malfunction. Still others dis-
played anger and resistance—missing
many scheduled appointments (claim-
ing they had forgotten or citing “some-
thing more important”), apologizing
exaggeratedly, or not responding at all
to the follow-up emails from the ther-
apist. From the attachment model, the
therapist—client relationship is a re-en-
actment of the attachment patterns of
the past. An attuned mother-infant inter-
action, balanced between intimacy and
exploration, is critical to forming secure
attachment; if this is disturbed or absent
over an extended period during infancy,
individuals may develop insecure attach-
ments—either extreme dismissiveness
of intimacy as in the first description
above (avoidant/dismissive attachment,
developed apparently as a consequence
of frequent rebuffs from a “predictably
unavailable” mother) or intense preoc-
cupation with intimacy and heightened
expression of distress and anger as in the
latter set of descriptions (ambivalent/
preoccupied attachment, in response to
an “unpredictably responsive” mother).
The “secure base” provided by the thera-
pist—client relationship enhances the cli-
ent’s awareness of existing patterns and
facilitates the formation of new adaptive
attachments.”

Secure attachment facilitates the ability
to tolerate separation, through an inter-
nal representation of the self, interacting
with an attuned caregiver. “Internal rep-
resentations” entail multiple interlinked
neural structures, thereby turning the
entire human brain into a “neural attach-
ment system.” Sensory information (for
the infant—the look, feel, and smell of

the mother)is linked to the hippocampus
and amygdala, playing a role in familiar-
ity, recognition, and emotional correla-
tions of internal states and contextual
environmental stimuli.® The prefrontal
cortex (PFC) mediates both “automatic”
responses to attachment figures and in-
ternal representations in working memo-
ry.® The characteristics of working mem-
ory in general—holding and working
with information no longer perceptually
present and susceptibility to fading>—
also hold true for internal representa-
tions of attachment. Secure attachment
makes the insecurity of detachment/loss
bearable, but internal representations of
attachment may fade if not reinforced";
those with disturbed childhood attach-
ment may find it particularly harder to
access internal representations—either
because they are absent or dysfunctional.
Some of our clients needed to re-engage
with the therapist in the new space in or-
der to renew the internal representation
of safety, for example, giving the thera-
pist a tour of their homes or introducing
us to pets or infants. Others were “living
on fumes from the past,” reconnecting
with the “remembered” sense of securi-
ty and attempting to recreate it tangibly
in their own living spaces—for instance,
buying the same potted plant and glass
water pitcher as in the therapist’s office.
For a few clients, culling out a space that
would be safe, private, and uninterrupt-
ed for the one-hour therapy session was
a tremendous challenge. Victims of do-
mestic violence, abuse, or trauma showed
intense distress with the loss of the safe
space in therapy. As Parsons® points out,
security in the external space makes the
security in the internal space possible.
This lack of felt security in our clients
was demonstrated in-session as furtive,
desperate attempts to protect their ther-
apy space from inconsiderate/intentional
interruptions by family members—fre-
quently shifting devices, changing loca-
tions, intermittently switching off audio
or video, dissociative episodes, and dys-
regulated behaviors.

Individuals in attachment relation-
ships coregulate emotion, not just in
the metaphorical sense but also at the
neural level. In humans, the mere pres-
ence of another person is sufficient to di-
minish autonomic responses to aversive
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events.* Developmentally, affect regu-
lation is first performed by a responsive
mother and only then acquired by the
infant. The responsive caregiver’s emo-
tionally expressive face triggers sympa-
thetic and parasympathetic activity that
is responsible for regulating affect. Inter-
nal representations of an attuned care-
giver in fronto-limbic circuits continue
to serve as biological affect regulators'
and help individuals tolerate, modu-
late, and express difficult emotions.” TP
seemed to entail altered internal repre-
sentations—the pixelated therapist on
the screen, the mismatched audiovisual
of the therapist’s response, and the far-
away voice on the telephone felt very dif-
ferent from the real therapist previously
experienced in the room. Many clients
responded with distress—fussing over
the audio/video, demanding multiple
adjustments from the therapist, holding
devices very close to their faces, hyper-
focusing on the therapist’s expression,
and almost never looking away. Over
the telephone, this sometimes evinced as
clients talking very loudly, as if to ensure
the therapist was focused on them. From
the attachment perspective, the quality
of communication determines the secu-
rity of attachment—attuned communi-
cation is characterized as collaborative
and contingent “signal-response,” that
is, one party signals one’s need and the
other party responds to the communi-
cated need. Individuals with ambivalent
attachment, growing up with unpredict-
able responsiveness on the part of their
mothers, tend to be preoccupied with
the mother’s response and persistent-
ly communicate emotional needs, “as
if keeping up the pressure might keep
up the care.”” Screen-hyperfocus was an
impediment to emotional exploration
in teletherapy and had to be consciously
worked through, by both therapist and
client gazing away at intervals to cocre-
ate a reflective space. In some cases, the
absence of the video appeared to facili-
tate emotional processing—one client
said she noticed a change in the sessions
and really felt “heard” (although the
same content had been discussed many
times before).

Even when clients readily agreed to
TP, the boundaries of this new space pre-
sented challenges from the outset. The
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loss of meaningful rituals marking the
therapy space was starkly experienced.
Previously, clients had traveled to the
therapist’s office and sat in the waiting
room, having ample time to gather their
thoughts. At the scheduled time, they
had been greeted at the door, invited into
the therapy space, settled in, and, toward
the end, wound down with small talk
and shown out by the therapist. Now, a
single click signaled the start and end of
the session. Clients were in therapy one
minute, and the next minute, taking a
work call from the same desk or device.
The abruptness of transition between
the reflective space and “real-life” (both
entering and leaving) was experienced
asjarring. One client explicitly requested
2-3 minutes of silence after we have fin-
ished “talking”; that she “sign out” rath-
er than the therapist “end meeting.” Oth-
er clients tested the boundaries of this
new online space—the lines between
“me, you, and us”—by attending ses-
sions in nightwear (or in a bathrobe as in
the case of one young client) or eating or
drinking elaborately during the session
(a three-course meal or a leisurely cup of
chai brewed and sipped throughout the
session). Other therapists have reflected
on how a shared presence in a room en-
tails boundaries different from a screen
presence; the screen may be treated as if
itis a wall, lowering inhibitions.>
Stability and consistency of sessions
are important to the “secure base” in
therapy—so that the inconsistencies,
the unpredictabilities, and the techni-
cal breakdowns may catalyze corrective
emotional experience and sometimes
even make way for unexpected but im-
portant experiences to surface. Disorder
and disequilibrium are natural phenom-
ena that elicit transformations crucial for
development, including adaptation to
environmental pressures.*® For instance,
technical malfunction abruptly terminat-
ed a session with a client and prevented
appropriate resolution of conflictual con-
tent. This evoked painful rejection expe-
riences from childhood, but rather than
displaying her usual avoidance and with-
drawal, the client was able to confront
the experience and express anger about
the unavailability of those she needed,
including the therapist. In another in-
stance, for a client with a history of many

unresolved losses, a communication gap
of a few days unearthed anxiety about
another potential loss—of the therapist
succumbing to COVID—which she was
able to verbalize for the first time. Inse-
curely attached individuals may tend to
conceal expressions of distress and an-
ger, fearing that the attachment object
will be lost forever.” Like any other life
event, the sudden loss of space may have
provided an opportunity to speak about
“the unthought known”7—nonverbal
experiences that shape us, but are inac-
cessible to verbal expression, because
they occurred either before the develop-
ment of “the neural equipment to encode
them linguistically or because this equip-
ment was temporarily disabled by over-
whelmingly intense painful emotion.””

The Challenge for the
Therapist

For the therapist, during the pandemic,
the task was to keep the ongoing ther-
apy process smooth, consistent, and re-
liable, with minimal disruptions, while
monitoring risk to clients. It seemed
that the loss of the “copresent experi-
ence,” not being in the room together,
in some ways forced the therapists to fo-
cus harder, often leading to exhaustion,
perhaps even “zoom fatigue.”® Other au-
thors™ have also noted that the narrow,
intense focus required by technology
is the opposite of what is required in a
therapy session—free-floating, “calm re-
ceptiveness” or “reverie.” The task then
is to acknowledge the new experience
and make space to address it, rather than
simply expecting ourselves and clients
to adapt.

Ways Forward

Along with the uncertainty in every
domain of life comes the experience of
being in a long transition period, not
knowing when normalcy will return and
in what form (masks, face shields, PPE
suits?). Once the mandatory lockdown
was lifted, the end of sessions was al-
ways punctuated with “Are we meeting
in person next session?” Even though
in the past some clients had shifted be-
tween online and in person sessions, it
was less acceptable when viewed as the
only option for a foreseeable future.

In India, TP may present significant
advantages with regard to reducing
the large treatment gaps—by bridging
geographical distances, lowering trav-
el and related expenses, and balancing
the skewed ratio of trained psychother-
apists to consumers. Nevertheless, de-
spite the convenience of long-distance
access minus the travel costs, it has
only formed a minority of delivered
psychotherapeutic interventions across
the world.> This may perhaps be partly
explained by therapists’ own concerns
about TP as possibly being less effective,
the lack of nonverbal cues, privacy and
confidentiality, difficulty intervening in
case of a crisis, and lack of specific train-
ing.? In India, the problem is further
compounded for many sections of the
population by poor access to uninter-
rupted internet and telephone connec-
tivity, finding a suitable and user-friend-
ly videoconferencing mode, and lack of
familiarity with the technological tools.
It is probable (but by no means certain)
that, for logistic reasons, internet-based
TP may be more favored by urban popu-
lations while telephonic therapy may be
more preferred by a rural/low education
demographic. Although there may be
variations in content, process issues are
likely to evince in psychotherapy across
different client demographics and ther-
apy settings, although perhaps more
prominent in clients with personality
disorders, particularly emotionally un-
stable personality disorder (EUPD).

Given that TP may be the way forward,
what might be the impact of a “copre-
sent experience” vs. a two-dimensional
“screen experience” on therapeutic in-
teractions? It is clear from the literature
that clients have differing abilities to
form and utilize internal representations
from memory for emotion regulation;
these differences in client variables are
likely to have a bearing on clinical out-
comes in TP. Assessing client suitability
for TP is important; nevertheless, during
a pandemic, it may be neither feasible
nor ethical to withhold TP from clients
traditionally deemed “unsuitable” due to
their complex histories. This aspect rais-
es the need, in India, for further research
on the effectiveness, problems and pit-
falls, training, ethical and professional
aspects, systemic issues (e.g., a compre-
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hensive mental health system with mini-
mal gaps in addressing psychiatric emer-
gencies), and attitudes toward TP. While
we await such a research base, therapists
cannot afford to turn mindlessly to TP,
driven by “economic anxieties and pro-
fessional obsolescence,” ignoring pro-
cess issues with the assumption that
“copresence will seamlessly transport
into telesessions.” Although the chal-
lenges are ongoing with every session
even after close to six months of TP and
lockdown, it is imperative that nonver-
bal aspects are given due importance in
sessions—as one author says, “to speak
to my patients about a lack that they
will not notice unless I am aware of it.”
The loss of the therapy space, the altered
boundaries and internal representations
of the new space, the need to coregulate
affect through a two-dimensional screen
or disembodied voice on the telephone—
all constitute yet another difficult ex-
perience that needs to be verbalized,
processed, and navigated in the (albeit
virtual) presence of the therapist; an on-
going journey that could allow one to ex-
perience loss and be found in the process.
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