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Good morning. This is Dr. Greenspan coming to you via our web-based radio show. Thank you for joining us today. As you recall, last week we were into our new series on the most common mental health disorders and how to create a family environment and relationships that promote mental health and that help individuals overcome various mental health disorders, particularly the most common kind. We’re applying this to both adults and children because the same principles help both. After talking the week before about the general model for mental health and mental health disorders – our developmental bio-psycho-social model, as exemplified by our DIR/Floortime approach – last week we talked about anxiety and anxiety disorders. Today we’ll summarize the principles for anxiety and give a few illustrations of what we’re talking about, and then we’ll go into the topic of depression. 

The principles for anxiety – the very same ingredients that promote healthy development in children and adults and that help them not to be anxious – are the very same that help individuals overcome anxiety. In other words, once you have anxiety you have to do these things even more so. The key is to do the following: One, recognize the individual biological differences, often expressed in sensory over reactivity. So, these may be individuals who are very reactive to touch and sound and other sensations, as well as their own emotions. 

Two, always try to be counter balancing – or counter regulating – in relationships, which means as the individual is getting anxious, we try to avoid becoming anxious, ourselves, or strident or reactive, and, instead, we try to be extra soothing and regulating so we’re always counter balancing. The more anxious and frantic the other person becomes, the more regulating, calming, and soothing we become. 

Three, we help the individual put his anxieties, worries, and fears into words – with children, through pretend play, and with adults, through long, empathetic conversations. In other words, talking about it won’t make you worry more. The idea is to help the person elaborate and go for depth over repetition. Often we hear the person repeating his fears and worries, and that can be helpful up to a point, but then we have to help him go beyond repetition into telling you more about the nature of the fear – what it feels like in the body, what it reminds him of in terms of his own history. We can do this even for a child because a child can draw it out or play it out or put it into a drama. So whether it’s an adult talking or a child playing, we want to help them elaborate. With a child you don’t have to even ask the question; it will come out naturally in the drama. With an adult, it can start with an explicit conversation, but a free, open, and unstructured one. 

The fourth principle is to help the person overcome or find solutions to challenges that are realistic, whether it’s a job change or a family transition, and brainstorming in a practical reality-based way. It can also involve self-calming techniques, such as deep breathing, yoga, and various types of deep relaxation – activities that are calming and soothing, whether they involve music or dance or athletics. Basically, for children it’s very important to get them physically active and confident in their own bodies. This is an added feature for children with anxieties – and not just those who are sensory over reactive – but sometimes they are less confident in the way their motor system works or the level of their coordination. So the principle here is to have a profile of a person’s physical differences – in terms of the way he deals with language, the way he deals with what he sees, the way he deals with his actions, the way he deals with his body and coordination – and see where he needs strengthening. Then we help the person to be a physically active person, whether adult or child – who gets plenty of exercise, but exercise in the positive sense of having fun, i.e., doing activities that are enjoyable, like sports, dance, skating, swimming, etc. Those kinds of activities not only promote a healthy outlook, but they also help in terms of physiologic processes that help calm the nervous system.

So those are our general principles. A good case in point is a young lady who grew up in a household where her mother was very reactive to her and very, very protective. This lady was very sensory reactive – she was very reactive to touch and to sound and also to smells and taste, which still persists as an adult. This particular person with these sensitivities was also an extraordinarily bright person who was Valedictorian of her high school class and went on to an elite college. In growing up, she describes her mother’s reactions to her when she was would be fearful as a toddler and frightened of new experiences, as that of one which was being very reactive back. It was almost like the daughter’s fears made the mother scared. The mother was a very athletic and competent woman, herself, and it was as though she was worried that her daughter wouldn’t follow in her own footsteps or be like her, so she was very quick to say, “Okay, well we’ve got to overcome that,” she didn’t say it in those words, but when her daughter was a toddler and the toys scared her, she’d say, “Well, we can’t run away from what scares us!” She was very quick to jump in, rather than saying something like, “Oh, my little baby – what scares you? Does this little part scare you? Well, what can we do? Can we put it over here?” and experimenting, gradually helping her daughter to adapt to the new toy that was a little bit scary or the new activity that was a little bit scary. Everything was quick, to the point, boom boom boom boom boom. When I watched a videotape of them interacting when the daughter was a toddler, I could see Mother’s response time was very quick, very abrupt, somewhat intrusive, and rather than being counter balancing, was accentuating. So, often, this little girl’s anxiety would mount and you could see her motor movements – her arm and leg movements – moving more frantically. You could see her face tighten up and you could see her beginning to get anxious, actually, as a toddler. 

Needless to say, she went on as a preschooler to develop lots of fears and worries about kidnappers, about bad things happening to her family, particularly her mother, which is not surprising, since a lot of anger had built up over the years. While she did very well in school, she was always scared of children not liking her, people rejecting her, scared of failing, and lived under a cloud of anxiety all through her teenage years and into college. In fact, in college her anxiety about doing badly interfered with her creativity and her innovativeness, so she was a B student, although she was easily capable of being an A student, because she was so scared of “getting the wrong answer,” as she put it. 

Early in her marriage, she also operated out of fear – fear of displeasing her husband and her children – and she walked around anxious and often agitated and finally came for therapy when her anxieties were interfering with part-time work, where she would sit at meetings and literally could not talk up to present her ideas because she was so fearful of making a mistake or having other people laugh at her or that other people would talk about her. 

We instituted the very approach that I just outlined. In therapy the therapist is very careful to be counter regulating and soothing. He also tried to help her elaborate the nature of her fears and tried to get her involved in positive ways of coping and relaxation and physical activities. He helped her move her thinking, which had been very abstract and reflective in most areas, but not when she was anxious, where she was still a polarized or an “all-or-nothing” thinker who thought, “bad things will happen to me,” and he tried to help her reason things out and to look at shades of gray by understanding her feelings more. For example, he’s ask her to compare how scared she was today compared to two weeks ago when she was scared of something else. While we don’t have time here to go through all the details of the therapy, by using these principles and by having her try to use them at home, we began making gradual progress. 

Once the relationship with the patient was well-established, the therapist also asked permission for the family to come in, particularly the husband first, and did some couples work to help him, who had been a reactive person, just like Mother, in a sense – this lady picked a husband who was very much like her mother, someone who was very reactive and who only heightened her fears and anxieties. So the therapist talked with him about being calming and soothing and counter balancing when she was anxious and vice-versa – when he was anxious and prone to some of these worries to help his wife become counter balancing – and he outlined the principles we just enumerated for the husband and then they practiced in the couples’ sessions. So they would be talking with each other about a problem – about one of their children, for example – and the therapist would point out where they were heightening each other’s anxieties rather than counter regulating and counter soothing. In other words, they would move right into practical advice rather than listening and empathizing and helping elaborate; they were latching onto the more polarized “all-or-nothing” thinking rather than moving into the gray-area thinking that both were capable of, looking at degrees of feelings, for example. He helped them both become a little more reflective so they could think about their own feelings and think about how they were doing. Once the husband got the hang of it, he came in once a month for follow-up, since he wasn’t the primary patient, and therapy continued once a week with the main patient. She made very good progress over the course of a year with this approach, which actually combines features of many therapeutic approaches, including psychodynamic and cognitive behavioral approaches, but here we really put all these under a broader umbrella of a developmental approach, where we do what is helpful to the individual without worrying about a particular school of thought, because none of the schools of thought quite does it in the way that we’re advocating here, which is guided by developmental principles and understanding how anxiety forms in the first place.

A very similar approach was taken to a little boy who at age four and one-half was having lots of separation anxiety from Mommy and who was fearful of playing with other boys who were “too rough,” preferring to play with girls instead. He was very fearful of “bad things happening to Mommy and Daddy” and then he would play out scenes of accidents and hurricanes in his play. He had a very similar upbringing to our first case, only in his situation his mother was working full time and his Daddy, who had a more flexible schedule, worked half time, but Daddy was a very anxious, reactive person and did the same things I described for the adult Mom in Case No. 1. Daddy was very competitive and he had little patience for his passive little boy who preferred to be a “couch potato.” Every time his little guy was scared he would try to rouse him into physical activity and he showed little patience and was very abrupt. Here, too, you could see the tension mounting in his face as soon as his little guy showed vulnerabilities. In talking with Daddy it turned out that he was very scared of his own vulnerabilities and very embarrassed about not being the main breadwinner in the family because Mommy was a more successful attorney than he was – he was an attorney, too – and she was working full time to keep up the family income level. He was not able to help this little guy around his areas of concern, which had to do with vulnerability and competitiveness and competency, and as his toddler became a preschooler and verbal, and was actually quite imaginative, he was not able to help him play out the scenes in play, particularly around these issues. He was able to play out superficial tea parties and superficial trucks delivering rocks or food to the school and the home, but there was nothing to do with conflict or “good guys/bad guys” or capturing fairy princesses. Every time Junior would introduce such a theme from a TV show or from a movie, Daddy would quickly change the subject or, if he didn’t change the subject, he would quickly dominate his little toddler by being an opponent who would overwhelm him, not letting his toddler win the show by being the good guy who defeated the bad guy; Daddy would be the bad guy who defeated the good guy or Daddy would be the good guy. 

The approach here was very similar to our previous case, which was to help Daddy understand the nature of his conflicts over vulnerability. We also got Mother more involved by getting her home a little bit earlier and by doing some Floortime play with her son. We helped Daddy to be counter balancing so that instead of being competitive, intrusive, and abrupt, he learned to be soothing and regulating when his little guy was scared. At the same time, we helped Daddy gradually encourage assertiveness and mastery of little things, like who would get the toy or who would reach into the refrigerator for the juice. This little fellow, just being sensory reactive, also had some clumsiness or what we call “motor planning” problems, so we had him do lots of games with movement involved them, where he would have to chase and find Daddy, or he would have to go over a balance beam to get to the bad guy and capture him and put him in the castle, or where he would throw nerf balls at Daddy, pretending they were weapons that would defeat the bad guys. This gave him more confidence in his body. 

In pretend play he especially helped his little guy elaborate the competitive side of life – the assertive side of life, even the scary feelings of life – and the rule was that the little boy needed to win 70 to 80 percent of the time in the dramas and conflicts, whether it was an athletic game or a pretend play drama, and gradually work it to 50-50, where Daddy could win 50 percent and he could win 50 percent of the time. 

As this little boy became capable of answering “why” questions and being more logical, we encouraged both Mommy and Daddy to do some problem-solving discussions to help him talk about his feelings – what scared him, what made him happy, what made him sad – and to be good listeners. Then, after listening and empathizing and elaborating – if it were a problem at camp or at school, involving another child – then they could brainstorm what they could all do about it, but this also involved figuring out what the other child felt, and figuring out why the other child was doing what he was doing, so their solution was a well-thought out one. For example, one little boy at school would always take this little guy’s toys and when they brainstormed about it and this little guy verbalized how scared he was and he didn’t want to have a fight, we tried to figure out why the other guy was taking his toys. It turned out the other little boy came from a much less wealthy background and didn’t have many toys at home and he was a more rough and tumble kind of kid. So, realistically, the little guy said, “He’s bigger and stronger than me. If I fight with him about it he will beat me up, so doing what Daddy says won’t work.” He explained that telling the teacher won’t work because, “everyone will tease me as being a tattle tale.” So, the strategy was that he would take a proactive role with this guy and offer to share certain toys and even loan him certain toys to take home, but he would do it actively and proactively, rather than reactively and possessively, and see if they could work out a relationship where in that classroom, in that situation and in the social milieu, he would be successful. By reaching out to this child in a positive way and not acting intimidated or fearful, but inviting him to play with his toys and even letting him borrow some of them and letting him try others, they actually developed a nice little friendship. The key was that this little guy did it proactively, not reactively, as part of the solution to a difficult dilemma with no easy answer – talking to the other guy’s parents or to the teacher, this little guy felt wouldn’t work and would only embarrass him in the classroom. The overall experience was that he was getting more comfortable with assertiveness and mastery; he was getting more comfortable with his feelings; he was becoming stronger in his coordination and more confident in his physical self, in terms of both stamina and his ability to master his body. Too, he now had parents who were more counter balancing and counter regulating so that he was being soothed when he was nervous or anxious and could then develop more assertiveness and more mental imagery and logical thinking to cope with his natural physical tendencies. He’s gone on, now – we’ve followed him for 10 years since the original work, just as part of routine, “well child follow-up,” where I see children once a year – and he’s thrived. He’s successful at school and has lots of friendships. He’s more on the cautious side than the bold, daredevil side, but in a reasonably healthy and thoughtful way he will try new things and he feels good about himself. So we’ve seen nice success on his side also.

Now we’re going to turn our attention to begin our discussion of depression, and we’ll divide this into two, where we’ll complete the discussion next week or the week after. With individuals prone to depression, we see some similarities with anxiety, but also some important differences. On the physical side the similarity is that individuals prone to depression tend to be sensory hyper reactive or hyper sensitive. In other words, they’re very reactive to their emotions – that’s one of the reasons they have mood swings. They’re reactive to touch, to sounds, and sometimes to smell; they may not be sensitive to all these, but only to some of them. Often they’re sensitive to movement in space, so airplane rides with Daddy as the airplane can scare them a little bit. Coupled with this, physically, there’s a tendency to be more of a “tree” person than one who can see the whole forest. In other words, often there’s a little precocious verbal ability or stronger verbal skills than what I call visual-spatial or “big-picture” thinking. They may have a very good visual memory for the trees (the details), but they may not be able to see the whole forest (the big picture), so they get lost in a feeling of the moment or a theme of the movement or an interaction of the moment. 

In addition to these physical characteristics, which may be in some way genetic or prenatal or have to do with the constitutional tendency to express themselves or the maturation of the nervous system expressing itself, there also tends to be certain experiences that we find characteristic of their background. Here the care giving pattern tends to be very different from the one we see for anxiety. Whereas with anxiety the caregivers were reactive and intrusive and not counter regulating, here the caregivers tend to freeze a little bit at moments of heightened affect or emotion. So the child raises the issue of conflict or gets a little annoyed or looks a little sad or despondent, even just a temporary feeling of disappointment, and the caregiver – instead of counter regulating and wooing the child back into a sense of relating – kind of freezes. I’ve watched videotapes of the children (we’re able to see lots of these because we often ask parents to bring in videotapes that the family has done over the years) and we’ll see that the caregiver freezes a little bit and is quiet; he or she almost pulls away at the moment of truth, and it may just be for a split second or two. At that moment the child experiences a loss of nurturing support – a loss of the available, loving caregiver. There is, instead, an emptiness. It’s as though you’re talking, as an adult, to a spouse or best friend or family member and you hit the moment of heightened emotion where you’re confessing an angry feeling or a sad feeling or an embarrassing feeling or you’re doing something that has a lot of meaning for you, and at that moment, instead of a nice, warm nod and an understanding look in the other person’s eyes, and maybe a comment that helps you elaborate and go on – whether it’s an empathetic comment or just a question or just a sharing of a similar experience – the person just looks at your with a frozen expression. What’s your feeling? It’s like when you’ve told a joke and the people just look at you like, “What’s that?” You might feel embarrassed, you might feel humiliated; at the deepest level you feel a sense of loss. You feel, in a sense, the groundwork has been pulled out from under you.

What we’ve hypothesized is that momentary lapse in responsivity – that sense of loss – creates an inner sense of emptiness and you’re not able to use the emotion of the other person, the caregiver, in a reassuring way to fill you up. Now a moment later or a few seconds later a person may regroup and say the perfectly appropriate thing and may be empathetic, but often we see the pattern continuing not so much with silence but with a difficulty resonating with a child’s sad mood. In other words, we may see an attempt either to change the topic to something more positive or just to move on to something else and so distract the child or, if there is an attempt to resonate with the mood, to do it to such a degree that it’s much more intense than the child is conveying to begin with. So, there, too, we don’t have the level of empathy that resonates with the child’s experience and the child is not experiencing that sense of sharing of an emotion together with a loving, caring, trusted adult, which is so reassuring to all of us. We know when we’re upset and somebody is looking and nodding empathetically and in the mood with us how reassuring that is and how comforting that is. Well this is missing – so it starts with the freezing and then it’s followed up by any one of the number of patterns I’ve just described.

So that sets the stage, really pre-verbally, for the child to experience a dysphoric, which means a non-positive, non-self-esteem building, non-comforting emotion inside, because we experience our emotions inside, from our interactions with others; they’re not self-perpetuated. So that starts the ball going. So the child’s physical tendencies, coupled with this early form of dysphoric, or non-empathetic shared affect, can create the basis for an early sense of aloneness, emptiness, or loss – feeling the bottom is dropping out. When we speak to the individual who is depressed later on, this is often what they describe in the core of their gut. 

As the child moves more into the verbal areas, into pretend play, into using ideas, we’ll see that the child has difficulty creating elaboration of themes of security and themes where, literally, the child is carrying around in himself a positive image of a nurturing figure. So in ordinary, healthy development, the child can create in his own mind, from the more positive side of these toddler experiences – not the one that I was just describing, but the ones with a bit more empathy –an internal feeling tone, first of the care giving adult or adult in his life, that he or she can use at times with strong emotion. So you carry around your security blanket inside you – you don’t actually need it once you can create ideas – you have it inside you. But here what we see is that the child doesn’t have that security blanket inside himself and in the pretend play when the themes have to do with frustration or loss or disappointment there isn’t the “can-do” attitude about it; there’s a little bit of either overly aggressive play or a little bit of withdrawal or a little bit of the expression of sadness or disappointment and we see evidence that this internal security blanket is not a part of the child’s inner life. Often the caregiver pattern, unfortunately, has continued – so it’s not making up for this – in the same way it was at the toddler stage, only now it’s played out in pretend play with a tendency to freeze or get overly despondent or overly aggressive or overly intrusive after freezing at moments of truth. 

We see this then continuing at each of the stages that we’ve described under the emotional milestones. The picture that emerges, then, is of an individual who is sensory reactive; tends to be more of a tree person than a forest person in his thinking tendencies; doesn’t have the early experiences with counter balancing his own tendencies – of being “filled up” and, instead, it’s the opposite: He feels abandoned and alone, feeling an inner sense of emptiness. There’s no ability, then, to use ideas to verbalize that emptiness or that sadness; instead, it’s avoided, and the individual, then, at moments of strong emotion is left with that inner feeling of emptiness. It’s not surprising then, at a moment of crisis or stress – whether it’s going off to college or there are challenges with a new child as an adult, or a job challenge – at a time of stress when you need that reserve, that inner security blanket, you don’t have it to fall back on. Instead you have this experience of emptiness and aloneness, which leads to despondency. Often coupled with this feeling of being abandoned or alone – this despondency – is lots of anger. There are individuals who are more prone to feeling angry for other reasons – sometimes due to their physical makeup – and we notice that some of the children, in addition to being sensory over reactive, are also sensory craving, and they turn to activity and are more prone to get angry. It could also be that, due to another parent or experiences that stir up lots of angry feelings, when a person is feeling this inner sense of loss he may be very angry about it and then turn his anger at himself and be very self-critical, as well. Other individuals going through depression don’t have the self-critical features; they just have the inner emptiness and inner loss and the inner neediness and tend to be a little more clingy and insecure, feeling this deep sense of despondency.

When we look at the principles of what to do about this, again we look at what would have promoted positive mental health originally and we turn that into our way of helping the individual overcome his depressive tendencies in the first place. So it starts with a recognition of the physical makeup of the toddler or child or adult, which is being sensory reactive and often being better at the trees than the forest, in terms of his thinking. If he’s verbal and adult or even an older child, we help him recognize that – that that’s his physical make-up and it has many assets; it makes him a very sensitive person. 

Two, we try to be counter balancing and counter regulating. So we try not to emulate the pattern of the caregiver and if it’s a child we try to help the caregivers figure out why they tend to freeze, why strong emotion in their child is so scary to them, so they can move in more empathetically. Often they have reasons in their own background – maybe such feelings were scary to their parents and to their parents’ parents before them, and this may be the legacy of many generations. So we try to get them more comfortable with these scary feelings so they can be more responsive and more empathetic and more counter balancing. Basically, the goal is to woo the child at the moment of strong affect to keep that rhythm of back-and-forth interaction cooking, not with phony positive emotions, but with, “What’s scaring my little guy?” or “Well, what’s made you stop playing with your toy?” or “Oh, what a sad little look you have! What can Mommy do to make you feel better?” So we do something that keeps the warmth cooking so a child has something to think about and this is true for spouses and this is true for therapists – it’s the tone of voice when the therapist asks a question or makes a comment. Here’s where silence on the therapist’s part or the spouse’s part may not be helpful; neither do you have to guide the dialog, but it has to be in that warm, empathetic rhythm because it’s all in the rhythm of the affect.

The third principle is as the person is more verbal – child or adult – we help him elaborate the nature of his sadness, the nature of the aloneness but, again, with a counter regulating and a counter balancing response so he feels your empathy and your warmth and your involvement. It may take years of that to correct the earlier experiences so that the person can trust that the caregivers can provide something special. If there’s lots of anger and self-criticalness, we help the person elaborate that – the anger over being abandoned, the anger about being left and how that played out as a child and how it tends to be looked for in adult relationships, even when it may not be there. So the person tends to see rejection and abandonment even when the other person is just coughing or the other person has just got some other agenda on his mind, but is far from being rejecting. We often see this in younger adults in dating relationships – seeing rejection around every corner, when the other person may just be busy or they’re not yet the apple of their eye and you’ve got to kind of win them over, or for a variety of other reasons. So, the anger needs to be explored so the person gets comfortable with seeing the reasons for it and the nature of it; just by talking about it he’s less likely to direct it toward himself. 

Then the other key ingredient is to help the person find experiences with the primary caregiver in his memories that were positive and nurturing, as few and far between as these may be, and see if once the disappointment, the loss, and the anger are explored if they can find some positive experiences that they can use at the beginning of creating that security blanket. If not, it may be some experiences with a grandparent or a teacher or some newer experiences in his life where he can find some solace and create that inner security blanket. Then as he’s capable of moving from polarized thinking around his depression – because all depression involves a lot of polarized thinking – moving in to looking at the subtleties and nuances of feelings, both sad and disappointed and angry feelings. Depression is very different from sadness or disappointment or anger. It’s a sense of loss and emptiness and self-criticalness, so we try to help individuals verbalize or we help a child play out the full range of feelings. 

It’s also very important to help the individual become a big picture thinker so he can see the forest for the trees. So it’s always, “Well, how does all that fit together? How does this person at work or school fit in with the other three or four people? What’s the bigger pattern here?” Maybe one person is rejecting and mean but there are two others who are not, or maybe there are five who are but one who’s positive, so we get them to look at the whole framework. When you’re depressed you tend to see everything through the mood or through the lens of your feeling of the moment. To get beyond that you need to go from being a “tree thinker” to being a big-picture thinker and very patient exploration will help.

Next week we’ll talk about some examples – one of an adult and one of a child – with a tendency towards depression and we’ll show how these principles apply. Thank you for joining us today.
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