Lollipop and sausage: Autistic clinical care through hypnosis: from cognitive to psychoanalysis.

Introduction

The term “autism “was introduced for the first time by Eugen Bleuler (1911) to describe schizophrenic symptoms in adult patients (social withdrawal). Later, Leo Kanner (1943) borrowed the term to define a specific syndrome observed in 11 American children characterized by its early onset (the first year of life), symp-tomatology, and disrupted affective relationships with the socialworld. However later, including Kanner himself, autism was considered to be distinct in nature from schizophrenia. Autism is a developmental disability characterized by atypical social interaction, interests or body movements, and communication (Gernsbacher, 2016). 

The earliest diagnostic criteria for Infantile Autism required “gross deficits in language development,” or, “if speech is present, peculiar speech patterns such as immediate and delayed echolalia [repeating what someone has said], metaphorical language, and pronominal reversal [using the pronoun you when the pronoun I is intended] (American Psychiatric Association [APA], 1980).
Although these behaviors lie on a continuum in the general population, individuals with autism spectrum disorders are characterized by severe and pervasive impairments in reciprocal social interaction and communication and exhibit stereotyped behaviors, as well as restricted interests, and activities. To DSM-IV diagnosis of autistic disorder, a child must demonstrate the following some symptoms: impairment in the use of multiple nonverbal behaviors (eg, eye gaze, facial expression, body postures), failure to develop peer relationships, lack of sharing of enjoyment, or lack of social or emotional reciprocity. Still, delay or total lack of spoken language, marked impairment in the ability to initiate or sustain a conversation with others, stereotyped or repetitive use of language, or lack of varied spontaneous play. Also, they are restricted repetitive and stereotyped patterns of behaviors, interests, and activities as manifested by preoccupation with one or more restricted patterns of interests, inflexible adherence to nonfunctional routines or rituals, repetitive motor mannerisms, or preoccupation with parts of objects (American Psychiatric Association [APA], 1980, 2000; Martínez-Pedraza & Carter, 2009).
Kanner, in several publications following the original, describes (Chess & Hassibi, 1982): That many signs of autism are noticeable even in the first two years of life, including the lack of socialization of the smile, the non-anticipation or correspondence to the gesture of taking him in his lap and hardly responds to family relationships. Similarly, other authors had observed, autism is an early-onset neurodevelopmental disorder in which three characteristics prevail: poor social reciprocation, a qualitative impairment in communication, and idiosyncratic behavior. These characteristics are pervasive and persistent over more than one context i.e. home or school-and are age inappropriate (Levy, Mandell & Schultz, 2009).

These children remain, for the most part and despite treatments, emotionally and socially disabled and those who do not speak until the age of five have a worse prognosis. As adults they seem mentally and psychotically disabled. For these authors most investigators confirm the serious nature of the pathology and its poor prognosis where the main attention is on the cognitive and language difficulties of the patients and so on (Chess & Hassibi, 1982).
The firsts descriptions of autistic children were driven by psychoanalytic motivations (Bettelheim 1967). Therefore, many autistic phenomena were interpreted through the lens of psychoanalysis. Consider, for example, the communicative act of taking another person’s hand to indicate or execute wants and needs (Gernsbacher, 2006). 

Also to according Chess and Hassibi (1982), many remain delayed speech, speechless and others do not use speech for communication and may include immediate or mediated echolalia, inversion of personal pronouns, and irrelevant verbalizations. Echolalia, like pronoun reversal, was also initially interpreted through the lens of psychoanalysis. Roberts (2014) reports that, in psychoanalytic terms, autistic children’s use of echolalia was considered “a hostile behavior, indicative of a failure of [their] ego development.” As psychoanalysis gave way to behaviorism, autistic children’s use of echolalia was reinterpreted as a “a self-stimulatory behavior” that interfered with their learning, such beliefs persist today.
Autism is interpreted in Piagetian terms with particular reference to the question of whether the atypical cognitive development represents an exception to the similar sequence hypothesis. The apparent exceptions to the hypothesis presented in autistic individuals are explained by Piaget's two-factor theory of figurative versus operative functions. Many autistic individuals show an arrest in operative functions at the sensorimotor level while continuing to progress in figurative functions. The early arrest interferes with subsequent development of higher-level conceptual, symbolic, and social skills (Morgan, 1986). In this context, the goal is to report a successful case of experience on care in an autistic child using hypnosis, as well as cognitive and psychoanalytic knowledge.
Methods

This article deals with a qualitative research that includes a case report. The case report occurred in 2001. One patient was referred to my clinic and everything related here is in accordance with her mother's consent.

The patient was a girl, born prematurely, she was 6 years old and was diagnosed with autism, and was still blind. We use cognitive and psychoanalytic knowledge, as well as the use of hypnosis techniques in clinical treatment.

Case report

Back in 2001, as I was attending my first year of the Master’s in Health and Behavior, I worked as a clinical psychologist and taught in the Psychology department of a university on a twenty-hour scale. Daily, from 7 am to 3 pm, I would attend around eight patients. The long-awaited lunch used to be between 3 and 5 pm, when I would automatically and repeatedly go to the same steakhouse, “Churrascaria do Chico”, where employees would lovingly save a hot lunch for me. Then, I would return to my office and attend two other patients, one at 5 pm and another until 6h50 pm. After the workday as a psychologist, I went to the university and taught until 10h45 pm.  

Such a routine had been established years before and was even the object of a newspaper article published under the title of “A Maratona do Professor Universitário” (A University Professor’s Maratone) (Zero Hora, Monday, May 1st, 1997, p.46- POA-RS). It was when engaged in that hectic routine involving work and personal life that I had the chance to meet a patient who would remain remarkable to me forever. V., known as “Little Girl Lollipop” or simply “lollipop”. During my years as a psychology student, I dedicated intensively to know and understand a whole variety of psychopathological scenes, including autism.  

There I was: a young, promising clinical psychologist, a university professor and a master’s student in health and behavior with a long waiting list, with the proper educational background and licensed to attend all sorts of patients. I was not aware of who would be the last patient of the day during that first shift that had begun seven hours earlier, the last one before going to “Churrascaria do Chico”, when the secretary comes to my door and tells me that the next patient, called V., would come in with her mother. Then the secretary rapidly approached me and extended her right arm to point to the patient’s registration card on my desk in front of me, where I was sitting and smiling, moving to make myself noticeable to my newest patient. I could not see the patient yet, but I was curious about the secretary’s behavior and as she approached me with her arm extended pointing to the card, I lowered my neck and peeked below her arm to find the card. When peeking, I saw a six or seven-year-old girl, dark hair to her shoulders, average weight, but paying more attention to her figure, I was able to notice signs of visual problems due to the apparent opacity of her eyeballs. Then, I noticed the possible presence of sphincter-based issued (urine and/or feces) since she was probably wearing diapers evidenced by the clips showing on her clothes above the waist. After I took the card and peeked a bit, the secretary left the office and closed the door: only silence remained in the room.  

Before greeting and introducing myself to them, I read the patient’s card containing the basic data initially obtained by the secretary and found her name, her age (six years old) and that she had insurance. I also found her parents’ names, more specifically concentrated on her mother’s name, and introduced myself to her firstly. Then I turned to my little patient and I was able to see her more deeply and said: “Good afternoon, Little Girl”. “Good afternoon, Little Girl”. “How are you?” “How are you?” I immediately thought “Gosh…I blocked”. Then her mother, sitting on the next chair after I left my desk and went towards them with the little girl holding her mother tight, told me that the pediatrician had requested that Little Girl saw a psychologist in order for her to have her two front teeth fixed, since she refused to be treated before.  

The mother continued and reported that her daughter had broken her teeth for biting wooden furniture, especially their dinner table, and that she had to wear diapers for refusing to use the bathroom. Little Girl wore bangles and her straight, dark hair down to her shoulders, but it was visible that she had gaps on her scalp (alopecia), which her mother explained having resulted from a nervous twitch of tearing her own hair out. Then and there I was able to watch the little girl put her hand over her mouth, scroll her hair as an ice-cream cone and spit inside them to then throw it towards me, that is, to my feet. The mother then interrupts to state: “That’s what she does when she gets mad at someone, throws spit, but generally directly towards the person. She was five months when she was born, a premature baby, born blind, diagnosed with epilepsy and autism. The mother then explained that as Little Girl had two older, “normal” brothers, the doctor advised her not to invest a lot on the girl for she would not have great chances in life. APAE (Associação dos Pais e Amigos dos Excepcionais – Association of Parents and Friends of Special Needs Children) did not accept her and claimed absence of vacancy. She continued and stated that she would not give up and was trying to help her once again. These revelations and my earlier attempts to communicate left me discouraged, I did not know exactly what to do, but I was the only psychologist for that insurance in the region and considering the prior negative responses, I felt that I should try to do it, somehow. I confess that felt disoriented while seeking some insight.

Thus, I frenetically tried to access any knowledge from my former college professors, anything on any successful clinical case report that they could have taught me involving a similar scenario, any reading, any description of a clinical case of an autist patient. But nothing, I was not able to access anything, no records, no information on how to speak to someone who does not speak, only repeats, does not draw, because she is blind. I did not have any toys in my office, yet my patient was there, right in front of me. Yes, “my patient”, she was right there.  

Still a bit confused, I turned to her once again and try to make small talk, after all, that is what we do whenever we do not know what to do and must think of a strategy “What’s up, Little Girl?” “What’s up, Little Girl?” “Are you fine?” “Are you fine?” “How are you?” “How are you?” “Are you OK?” “Are you OK?”; then, as I was trying to figure out what to do and how to do it, it occurred to me the possibility to simply give up since I worked using words, drawings, games. In that case, all my material seemed not to work, it seemed that nothing that I knew or had would work out. I was already feeling physically tired from working all day long. Still, I kept insisting and, I did not really understand why, even though nowadays I do, I followed my intuition and started to establish a non-sense conversation, like “What day is it today?” “Is it Monday today?” “Is it Tuesday today?” “Is it daylight now?” “Is it night time now?”; and kept on simply for not knowing what to say or do. I persisted associating contradictions such as “Do you know what it means when something is tall?” followed by “Do you know what it means when something is short?”, and so on. And she repeated everything, so I started an endless list of question following the same pattern – contradiction – but, at a certain point, I did not know why, I started to prevent her from repeating the whole sentece, that is, whenever she was in the middle of a sentence, I immediately asked another question. As I constantly interrupted her, she began to feel annoyed, which led her to open her arms and start to spin around as she was dancing while trying to repeat the questions, which, in turn, had become a sort of musical background. 

Then, as I was sitting and she was in front of me spinning and repeating, I peeked over her open arms, her facial expressions that became more open at each spin. So I speeded up the questions even more to prevent her from reaching half of the repetition. She had an amazing balance sense considering the amount and speed of spins, a fantastic experience. Then I extend my right arm and approached her hands allowing our palms to touch each other as she spinned. Simultaneously, my questions continued to be asked. So I decided to do a test by reducing the speed of the questions, which led her to reduce the speed of her spins. If I speeded up the questions once again, she speeded up her spins as well, always touching my hands. It was at then that I realized that amazingly I was influencing her. As I had training in clinical hypnosis, it revealed me a unique opportunity. As I kept the pattern, I thought about what questions to ask and as I had to associate words uninterruptedly, I ended up entering a countertransference process by unconsciously associating “Do you know what it means to be sweet?” “Do you know what it means to be salty?”, which led me to associate it right after with “lollipop” and “sausage”. When using these associations in the sequence, I found the exact moment for the long-waited opportunity and quickly raised her into the air using both of my hands for just a second and then placed her on my left leg, softly turning her body a little down and backwards towards the ground and imperatively declared: “You are the lollipop and I am the sausage” “You are the lollipop and I am the sausage” “You are the lollipop and I am the sausage”. “Who are you? “I am the lollipop” and “Who am I? “You are the sausage”. Wow! I had done it! She had fallen into a trance, she was following my orders and communicating with me”.   Her mother was sitting beside me and as I stated that I had done it, she probably did not really understand what I was saying, she only kept looking and smiling without really grasping what was going on there.   

From that moment on, treatment became easy, I continued with the dissociation strategy sending messages to little girl resulting from the talks between “Lollipop and Sausage” on her symptoms and pains and what she should do to overcome her difficulties. This patient, guided by “Lollipop and Sausage”, was able to receive her dental treatment, stop chewing the furniture and tearing her hair out. Additionally, according to her mother, she stopped wearing diapers because she was now able to communicate, ask to go to the bathroom, ask for water whenever she was thirsty. When the telephone rang, she could point to up using her right hand, turn to approach the the corresponding ear and made a silence request by saying: “Shh, look! The phone…pick up!”  

I also recollect an occasion in which she arrived upset, sat on the ground and kept stomping her feet and refused to talk to me. So I sat on the ground as well at a distance and behind her, and started to imitate her movements (stomping my feet as she stopped), it did not take long until she started to pay attention and change her pace, which I followed. After a while, she looked at me and smiled: the tantrum had disappeared. Now it is nostalgic to me to remember sentences that she would repeat when in a good mood, such as: “Don’t eat too many bananas or you’ll stuff yourself”. Until today, with a wistful feeling, I think about the sessions in which “lollipop” felt so happy and in a special way became closer to me as she slided her small, soft fingers on my face, curiously and inquisitively, and sang part of a popular song with her compelling, angelical child’s voice. My heart was filled like a poem “Hó meu bem... não chores não... Hó meu bem... não chores não vou cantar prá você eeeee... vou cantar prá você eeee....” (My baby, don’t you cry, my baby, don’t you cry, I’ll sing to you, I’ll sing to you).        

Discussion and Implications 
The cognitive theory, the behavior reflects the emergence of various psychological structures, organized units or patterns of thinking that influence on how children interpret the information. Piaget (1929) suggested that emotionally sensitive topics may be more difficult to process cognitively than those that are not emotionally laden. Thus, a child's understanding of an ASD is based in large part on her or his level of cognitive function but can also be influenced by affective factors. To appreciate how this conceptualization impacts the life cycle events of the pacient it is useful to look at the functioning of typically developing children across the Piagetian stages of cognitive development. Until the age of about 7 years, children are in what Piaget (1929) called the preoperational stage. During these years the child's thinking is not based on logic, but on their concrete experiences. Abstract terms such as “autistic disorder” or “genetically transmitted” are not meaningful. Autism is defined by what they see and hear. 

Today, after these long years, I can better understand why the patient "gnaws" at the kitchen table's feet, that her "twirling" as I repeat words and incessantly meanings, as well as spitting on "unwanted" ones. It was associated with what Piaget claimed to be the first stage of the Newborn and the Lactant, 0 to 2 years old (Piaget, 1999) - 1st O of reflexes; 2nd of the organization of perceptions and habits and; 3rd Motor intelligence itself - this is the stage of the conquest of the universe through its perception and its movements that, only at the end of the third stage, with language, will it be able to place itself with one element among the others.  "and who then feels as outside himself" (p.18). Soon after the possibility of making this embodiment, this same universe will become something to "look at", "hear" and later manipulate them. Also, that these diverse reflexes are the foreshadowing of mental assimilation that will quickly become more complex by integration into organized habits and perceptions, constituting a starting point for new behaviors. This first stage of reflexes was reached as the patient triggered a “reflex” respondent behavior (spitting, turning, opening her arms), elicited by the technical use of verbal hypnosis induction through word repetition or phrases. 
Already in the second stage, the organization of perceptions and habits, occurred when I began to increase the speed of repetitions that in hypnosis is known as the technique of confusion. Here I associated at the same time the meaning of a word and its contradictory as “you know what is high” and immediately, “you know what is low” allowing neither its answer nor its repetition. According to Piaget, (1999) the second stage, as well as the beginning of sense-motor intelligence, corresponds to a series of elementary feelings or perceptive affects connected with the modalities of self-activity, the pleasant and the unpleasant, the pleasure and the pain, etc., as well as the first feelings of success or failure - Narcissism in psychoanalysis. Thus, by allowing my hand to be spread over hers as she turned, this physical contact now established a positive harmony, associating repeated speech with repeated physical touches (perception and habit). When changing the speed of repetitions and turns as a result, it allowed me to realize the complete establishment of rapport and induction into the hypnotic state, since it was influenced by non-directive suggestions. 
When I finally noticed her susceptibility, my influence was that I quickly took her in my hands and carried her over my leg, bending her, and imposingly ordered, "You are the Lollipop and I am the Sausage." This is a maneuver called “use” in Ericksonian hypnosis, which moves from one strategy to another, supposedly more successful, from where the patient is (Erickson, 1994;1995;1997). On this occasion, too, by impositively suggesting, I moved from the permissive technique to the directive. When I stated that she was the “lollipop” and I “the big sausage,” I managed a directive posthypnotic suggestion and, by asking her who she was, answering “a lollipop” and who was I? “The sausage” was about the validity and reliability of induction and posthypnotic suggestion.

For Piaget, from a perceptive point of view, he says that the child begins to smile from the 5th week onwards, recognizing certain people as opposed to others for instance "high / low" "sweet / salty" ... "lollipop. But he warns: “Let us keep from attributing to her, therefore, the notion of persons or even of object: they are sensible and animated apparitions that she recognizes, at this stage, which proves nothing about their substantiality, nor about the dissociation of the self and the outer universe (Piaget, 1999, p.19), and that, around four and a half months, begins to take what you see and that this capacity increases the power to form new habits. The initial absence of substance objects (repetition) and then the construction of solid and permanent objects (who am I? And who are you? lollipop and big sausage) is an example of the passage from integral and primitive egocentrism to the final elaboration of a outer universe. The construction of the object and the consciousness of the self is established as the inner pole of reality as opposed to the inner pole of reality and the objects conceived in analogies to it, as conscious living assets, especially with these exceptionally unforeseen and interesting objects which it is the people from which the interindividual feelings will originate ... these "object choices" refer first to the mother and then, negatively as positive, to the father and caregivers, such as antipathy / sympathy to develop, on the way to the next stage.

From the psychoanalytic developmental point of view, we can observe theoretical similarity also regarding the dependency phases described by Winnicot (Arcangioli, 1997). In the phase of absolute dependence, it describes three maternal functions: the presentation of the object (breast); Holding's (protection) and; Handling, which the mother suggests fulfilling what Winnicott calls “good enough”, contributing to the construction of a true self, which, however, depends on the absence of hereditary pathological factors or congenital. Recalling that the patient is premature, has visual impairment and epilepsy, in his theory, could go from "good enough mother" to "insufficiently good mother", which before their pathologies, be represented as "unpredictable", a "perfect adaptation" ”To“ a failure ”so that the baby cannot predict or trust. This is not necessarily attributed to the behavior of the royal mother, it may be to a situation, as in this case, a seizure, difficulty breastfeeding, an accident ("blindness"). In this phase, maternal support is necessary for the acquisition of fundamental functions such as the integration in time and space, the encounter with objects from the external world and the unification between psychic life and the body. In the face of these distortions, for Winnicott, pathology may, for example, be studied with childhood schizophrenia or autism.

Thus, for both Freud and Winnicott (Arcangioli, 1997, p.189), the possibility of curing or improving this patient would need a redirection of the maturational processes of early child development, being possible only with the establishment of a very strong dependency relationship. , if not absolute, with the therapist (here, in this case, with the hypnologist). In such dependence, the analyst assumes the role of the "good enough" mother by supplying what she needs to "unfreeze" the maturational processes. As for the therapeutic approach, just as described for its use in hypnosis (from where the patient is), Winnicott will also suggest that the analyst should allow himself to be "used" by the patient in a very positive and primitive way. which will be done, in an evolutionary sequence that will start from: the analyst's adaptation to the patient's needs; which in turn will allow the release of maturation processes; subsequent intervention to a lack of adaptation; turning to the patient's anger and then; the new progress of self will be made. Given the situation and the reported progress, the patient evolves considerably, and moved from the phase of absolute dependence to that of relative dependence (from 6 months to about 2 years old) by being able to recognize objects and people as external realities, uniting their psychism and its body, its ability to situate itself in the world and space (internal / external orientation) and, mainly, being able to anticipate events (hunger / thirst / feces / urine ...), as well as noise ( "Hoo ... the phone, answer"). The mother also produces a psychic evolution, disconnects from her son and resumes her personal and professional life (she made it possible for other people to share in the patient's care, leaving and leaving her with others while she was away). It was at this stage of development that treatment was discontinued for about 5 months. 
Alike, psychoanalysis has driven the interpretation of autistic children’s by others clinical cases. The Working Party attributed autistic children’s pronoun difficulty to the children’s “apparent unawareness of [their] own personal identity” (Creak 1961, p. 502).  Lee et al. (1994, p. 174) interpreted autistic children’s difficulty with pronouns as manifesting “abnormalities in the way autistic children ‘sense’ and (probably) conceptualize self and other in relation to one another.” Psychoanalytic interpretations of autistic children’s pronoun use persist today. For example, Duff & Flattery (2014) recently interpreted autistic children’s difficulty with pronouns as manifesting their “disturbed processing of the understanding of self and other in the reciprocal relationship.”

Thus, Autism is a complex, disabling disorder that is physically and emotionally demanding on both the patient and their family. It has a breadth of psychosocial impacts beginning in childhood and persisting throughout life. It is only when we can accept and value the difference between our culture and the culture of autism that we can help ameliorate the impact of the disorder (Acharya, 2014). 

Conclusion

Already, at the end of the first part (case report), on April 24, 2019, I got contact with pacient mothers. She told me that today Little Girl is very well now, she has 25 years old, still singing and talking a lot, she never more used diapers and she uses language to announce needs. The pacient also, spoke to me on the phone and called me "sausage" and I received a video of her singing.

She now attends APAE, and her mother says that socialization was instrumental in its further development. Today, her mother is planning to form a non-governmental organization (ONG) to help other peoples with autism. In this sense, the use of hypnosis techniques, as well as guidance from cognitive authors and psychoanalysts may be a useful alternative in cases of childhood autism.
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