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Attachment-Based Clinical Work with Children
and Adolescents

Joanna Ellen Bettmann and Donna Demetri Friedman

Attachment theory was founded on the notion that childhood relational experiences
create lasting impacts on our expectations for future relationships, emotion regu-
lation, and even general mental health. Bowlby believed that humans’ needs for
relationships were instinctual and survival-driven (Bowlby 1958). Considering other
research and other species, Bowlby concluded that we need our mothers, our primary
caregiver, without whom we will die. He conceptualized that infant crying, suckling
and clinging cemented the child’s tie to the mother (Bowlby 1958).

Bowlby also made assertions about what happened to children who lacked
empathic caregivers. In “Forty-Four Juvenile Thieves: Their Characters and Home-
Life,” Bowlby (1944/1946, p. 20) argued that maternal attitudes toward their
children—both conscious and unconscious—impacted the child’s development:
“. . . in several cases sympathetic discussions with the mothers of the children re-
vealed that their apparent love for their child was only one aspect of their feelings for
him. Often an intense, though perhaps unadmitted, dislike and rejection of him also
came to light”. He drew links between those maternal feelings and children’s delin-
quency. He also posited that children’s emotional trauma “mean far more to children
than most grown-ups conceive possible” (Bowlby 1944/1946, p. 20). Bowlby’s dec-
laration about the impact of caregivers and trauma on children was novel and added
significantly to the prevailing dialogue on the mental health of children.

Where children were once thought to be simply resilient blank slates, Bowlby
encouraged practitioners to see children as organizing themselves around their care-
givers in such a way that negatively impacts to children’s personalities was possible
if stable, available, empathic caregivers were not there. Bowlby created a theory
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which allowed practitioners to see children’s wounds more clearly. His work, along
with the video contributions of James and Joyce Robertson, made the impacts of
problematic caregiving visible on our child populations.

The implications of Bowlby’s ideas continue to resound through the mental health
community. The years since have yielded ground-breaking research defining attach-
ment types (Ainsworth et al. 1978), exploring the longitudinal stability of such types
(Hamilton 2000; Grossman et al. 2005; Waters et al. 2000; Weinfield et al. 2004)
and the implications of such findings for clinical settings (Sable 2000; Slade 2008;
Wallin 2007). While we know now that much of what Bowlby posited was true, we
are still discovering the value of such findings for our clinical work with children
and adolescents. Our book explores how attachment theory is being used in clinical
settings throughout the country. It presents chapters relevant to work with infants
and toddlers, children and adolescents. How can we translate what we know about
attachment theory and research into practice? Our chapter authors have attempted to
answer this question.

Inga Bloom and Anni Bergman offer the first chapter which compares and con-
trasts Margaret Mahler’s theory of separation–individuation and John Bowlby’s
attachment theory. This chapter entitled, “Observing Development: A Compara-
tive View of Attachment Theory and Separation–Individuation Theory,” highlights
how these theories contradict or compete with each other. While they were devel-
oped in different contexts, use different methodological approaches, and emphasize
different aspects of psychological development, the two theories share a number of
important aspects. This is an important chapter because there is renewed interest in
understanding how these theories can together explain the process of child develop-
ment. Both theories place emphasis on real events in the infant’s life. In addition,
both theories were pioneering in their reliance on observation. Their shared prospec-
tive rather than retrospective approaches are also unique. A deeper understanding of
how these theories complement each other informs our use of them in clinical work
with children and adolescents.

In the next chapter entitled “Securing Attachment: Mother–Infant Theory and
Research Informs Attachment-based Clinical Work with Children,” Donna Demetri
Friedman, Leyla Ertegun, Tina Lupi, Beatrice Beebe, and Sara Deutsch show how
early theorists paved the way for a deeper understanding of the importance of the
parent–child relationship (Bowlby 1958, 1960; Winnicott 1953, 1956, 1965). This
chapter traces how theory led to research and how that, in turn, impacted clinical work
with children. The authors present a case example to illustrate how mother–infant
research informs a parent–child treatment approach. The case is analyzed in relation
to mother–infant theories and research, and clinical implications are discussed.

In the next chapter entitled “Using Modern Attachment Theory to Guide Clinical
Assessments of Early Attachment Relationships” by Allan Schore and Ruth Newton,
the authors present a review of recent research on mother–infant right brain-to-right
brain interaction and development. The chapter offers a case example to illustrate
these clinically important neurobiologic concepts. A critical component of this chap-
ter is its description of modern attachment theory’s combination of biology and
psychoanalysis and how its concepts can be used in clinical work with children.
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In the next chapter, “From Out of Sight, Out of Mind to In-Sight and In Mind:
Enhancing Reflective Capacities in a Group Attachment-based Intervention,” Anne
Murphy, Miriam Steele, and Howard Steele describe the Group Attachment-based
Intervention (GABI), an attachment-based clinical intervention for high-risk families
with very young children. The goals of the intervention are to enhance the security
of familial attachment relationships and to reduce stress in the family. Importantly,
this chapter illustrates how this intervention is implemented and how clinicians are
trained. Reflective functioning is the guiding principle in both the clinical work
and supervision. The authors presented clinical vignettes to illustrate the work with
children and their families.

The following chapter, “Becoming Baby Watchers: An Attachment-based
Video Intervention In a Community Mental Health Center,” by Donna Demetri
Friedman, Sara Deutsch, Leyla Ertegun, Stephanie Carlson, Mayra Estrada, Mark
Sturgeon, Hillary Mayers, and Elizabeth Buckner, begins with a description of
an evidenced-based, attachment-focused video intervention for caregivers and
babies called Chances for Children that was originally developed for adolescent
mothers and their babies. This chapter highlights attachment-based clinical work
with children using a video intervention with the caregiver–child dyad, rather than
group intervention as in the previous chapter. This chapter addresses the theoretical
underpinnings of this intervention and presents three case vignettes with high-risk
dyads. The authors also explore clinical and training implications of the intervention.

The next chapter is entitled “Trauma Focused Child–Parent Psychotherapy in
a Community Pediatric Clinic: A Cross-Disciplinary Collaboration,” by Todd
Renschler, Alicia Lieberman, Miriam Hernandez Dimmler, and Nadine Burke Harris.
This chapter introduces a different dyadic intervention, this time involving a cross-
disciplinary collaboration. The intervention uses a community pediatric clinic as the
intervention port of entry for vulnerable families. The authors present an innovative
model of community-based, multi-disciplinary collaboration among pediatricians,
social workers, and clinical psychologists working together to address the impact of
trauma on the physical and mental health of their patients.

The next chapter focuses on the specific population of children in foster care or
adoptive homes. Given that children in foster care often have attachment difficulties,
this is a critical chapter. “Restoring Safety” by Julie Ribaudo explores the integration
of infancy studies, brain development, attachment theory, and models of infant and
child therapy to address the needs of young children in foster or adoptive homes
following experiences of abuse and neglect. This chapter describes in detail the case
of a child and his foster/adoptive parents. The example encompasses the work of
managing and containing a child’s feelings, as well as the support given to the foster
parents who later adopted him.

This next chapter entitled “The Essential Role of the Body in the Parent–Infant
Relationship: Nonverbal Analysis of Attachment” by Suzi Tortora moves us into
the important domain of somatic-based, attachment-oriented clinical work with
children. It covers nonverbal aspects of clinical work and teaches the reader about
how nonverbal dialogue and analysis can be used as therapeutic tools to repair
attachment relationships. This chapter presents the Ways of Seeing dance movement
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psychotherapy program, based on nonverbal analysis, infant mental health theory,
and research. The author also discusses a specific, dyadic, nonverbal analysis
system called Dyadic, Attachment-based, Nonverbal, Communicative Expressions
(D.A.N.C.E.) as a way to observe the attachment relationship. Finally, the author
presents an illustration of her model using a clinical vignette.

The next chapter addresses the role of peers as important attachment figures. The
chapter is entitled “Gems Hidden in Plain Sight: Peer Play Psychotherapy Nourishes
Relationships and Growth Across Developmental Domains AmongYoung Children”
by Rebecca Shahmoon-Shanok, Ozlem Bekar, Emily Fried and Miriam Steele. The
chapter presents the intervention of Peer Play Psychotherapy (PPP) which is offered
within some preschool settings. This chapter summarizes the model’s unique inter-
vention tool and its effectiveness. The authors present evidence of the intervention’s
success at engaging high-risk families in treatment. They also describe reflective
supervision for the therapeutic staff as a central component of the intervention. The
chapter concludes with a case vignette that provides descriptions of the interactions
between two children within a typical PPP group to illustrate how it works.

The next chapter makes significant contribution by addressing the clinical needs
of prepubertal children. “Impact of Intervention Points of Entry onAttachment-based
Processes of Therapeutic Change with Prepubertal Children,” by Geoff Goodman,
describes that although attachment-based interventions with mothers and infants are
becoming more widely available, attachment-based intervention with prepubertal
children are lacking. This chapter remedies this lack by discussing the potential
intervention points with this population. It conveys the importance of including the
child as well as parents in treatment. The author highlights that therapists must
reflect on their own attachment patterns as well as the children’s. The author uses
two clinical cases to illustrate challenges in this work. The chapter concludes with
an emphasis on choosing a unique point of entry based on the needs of the child.

The next chapter focuses on attachment-based clinical work with adolescents.
“Attachment Processes in Wilderness Therapy,” written by Joanna Bettmann and
Isaac Karikari, highlights out-of-home treatment for adolescents. This chapter is
crucial given the clinical challenges presented by this population. It addresses how
treatment can enhance the attachment bonds between family members even when
the treatment is residential, by definition keeping the adolescent and his family apart.
It addresses the unique challenge of residential treatment programs in which ado-
lescents are far from their familiar environments and relationships, a distance which
evokes adolescents’ strong attachment needs and their need for new relationships
within the treatment setting. The chapter explores how programs can support adoles-
cents’ attachment needs in the context of out-of-home care. This chapter presents a
reconceptualization of adolescent dynamics in wilderness therapy settings, exploring
how acting-out adolescent behaviors can be understood in the context of attachment
dynamics.

The final chapter in our book on attachment-based clinical work with children and
adolescents addresses unique issues regarding barriers in implementing these impor-
tant interventions, focusing on the child welfare system. “Implementing Attachment
Theory in the Child Welfare System: Clinical Implications and Organizational
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Considerations,” is written by Susanne Bennett and Wendy Whiting Blome. This
chapter explains how research demonstrates the relationship between disorganized
attachment and mental health issues for abused and neglected children. It also de-
scribes how child welfare administrators have placed increased emphasis on the
implementation of practices that promote positive parent–child attachments. This
chapter points out that the child welfare system has not systematically addressed the
organizational challenges of implementing evidence-based practices or addressing
the impact of disrupted parent–child attachments. The authors explore the internal
and external pressures on child welfare agencies that promote or discourage the
implementation of attachment-based clinical work with children. Importantly, the
chapter closes by offering recommendations for agencies and clinicians.

The chapters in this book address attachment-based clinical work with infants,
toddlers, children, adolescents, and their family members. This book represents both
qualitative and quantitative approaches, including research as well as clinical case
examples to illustrate its varied approaches. The book highlights how attachment
theory and research informs emerging practice approaches. The book can be useful to
clinicians working with difficult, traumatized or stressed children and their families.
Attachment principles are as useful to understanding populations in pain now as they
were when Bowlby proposed his notions in “Forty-Four Juvenile Thieves” so many
years ago. The novel approaches represented in this book should serve as both an
inspiration and a guide to clinicians in integrating attachment into practice.
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Part I
Attachment Theory and Research

with Children



Observing Development: A Comparative
View of Attachment Theory and
Separation–Individuation Theory

Inga Blom and Anni Bergman

The establishment of a sense of separateness from, and relation to, a world of reality, partic-
ularly with regard to the experiences of one’s own body and to the principle representative of
the world as the infant experiences it, the primary love object . . . is never finished. (Mahler
et al. 1975, p. 3).

Attachment theory and psychoanalysis are enjoying a reconciliation. After decades
of mutual antagonism, clinicians and researchers alike have renewed interest in
examining common underpinnings of attachment theory and psychoanalytic theories
of development, evaluating overlapping concepts to determine how these theories can
be mutually enhancing. This reconciliatory work appears to be primarily the impetus
of attachment researchers, students of psychoanalysis themselves, who are curious
about the internal worlds of the infants, and children they evaluate (e.g., Fonagy and
Target 2007; Fonagy et al. 2002; Steele and Steele 1998).

Fonagy et al. (2002) attribute this interest partly to the surge of relational psycho-
analytic work in the United States, which prioritizes the impact of real relationships
in contrast to classical psychoanalysis, which focuses on fantasy. Also, while attach-
ment researchers offer abundant demonstrations of the centrality of the attachment
system for psychological functioning throughout life, the limitations of attachment
theory are also known (Fonagy and Target 2007). For example, an infant who demon-
strates an avoidant attachment organization in infancy will likely demonstrate a
dismissing attachment organization in adulthood, which includes discomfort with
intimacy and minimization of the importance of emotions and emotional life. How-
ever, why one dismissing infant develops strategies like idealization to manage these
discomforts, and another uses devaluation and derogation, is not well elucidated in
attachment theory. Additionally, there are a number of individuals who defy predic-
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tion and whose adult attachment organizations are different from their infant ones.
Thus, while comprehensive, attachment theory is not developmental and therefore
has some limits to its capacity to explain the intricacies of human functioning and
experiencing. Psychoanalytic approaches assume the existence of universal devel-
opment tasks and lines from infancy to adulthood, but approach understanding from
the perspective of individual experience and individualized dynamics.

These and other issues contribute to the momentum to look beyond what is observ-
able for a better understanding of the myriad factors that motivate what is observed.
For example, the concepts of mentalization and reflective functioning describe capac-
ities initially inferred from behavior and later from language, and which contribute
much to variability in attachment capacities (Fonagy et al. 2002). The psychoanalytic
concept of defenses, including lower and higher level defenses such as identification,
internalization, introjection, reaction formation, and compromise formation, further
explain why one individual develops idiosyncratic ways of being in the world within
a specific family context.

While attachment theory currently enjoys a long era of empirical support for its
relevance to a number of capabilities across the lifespan (e.g., Bartholomew 1993;
Hazan and Shaver 1987; Kirkpatrick 2004), clinicians are showing increased inter-
est in better understanding the transmission gaps. Transmission gaps refer to those
babies whose attachment organization seems out of sync with their caregivers, those
whose development proceeds in unexpected ways, and those families where siblings
bear little resemblance to each other (van IJzendoorn et al. 2000). For example, at-
tachment theory cannot explain why a boy has a secure attachment relationship with
his mother while his sister is intensely anxious. These questions become particu-
larly important for clinicians interested in understanding why an individual with a
particularly troubling childhood demonstrates resilience, effective coping, and the
capacity for intimacy and success, while another whose childhood does not include
obvious stressors struggles to form and sustain relationships. A case study later in
this chapter will help to illustrate how one sister’s relative neglect ultimately resulted
in greater mental health.

For their part, psychoanalysts are open to understanding early development in an
integrated way that incorporates knowledge from the biological sciences, and are
more accepting of the utility of empirical findings in clinical work (e.g., Fonagy and
Target 2007). In recent decades, prolific psychoanalytic researchers like Beatrice
Beebe and Daniel Stern delineated the fundamental importance of baby watching
for clinical work with adults and children and integrated attachment theory and
psychoanalytic theory in clinically relevant ways (Beebe 2005; Stern 1985). Beebe
demonstrated that it is possible to measure qualities of infant attachment as early as
4 months of age (Koulomzin et al. 2002). She since used her findings to inform an
analytically oriented approach to treating traumatized mothers (Beebe 2005). This
closer collaboration between attachment theorists and psychoanalysts enhances
both research and clinical work. This was demonstrated in a particularly poignant
way in work with mothers who lost their partners following 9/11 and their children
(e.g., Beebe and Jaffe 2011).



A Comparative View of Theories 11

Attachment theory’s explication of intergenerational transmission of attachment
organization illuminates aspects of identification and defensive processes, including
similarities between parents, children, and siblings that often seem hard to define
or explain (e.g., Fonagy et al. 1991). In part, this is due to attachment theory’s
emphasis on the adaptive function of attachment organizations, such as the infant’s
pull to maximize contact and closeness with caregivers that contributes to patterns
of behavior that are less adaptive in other circumstances. Attachment theory helps to
explain, for example, why a new mother behaves with her child in ways she thought
she never would—in the distant, awkward or overly involved way her mother treated
her, for example. It might also help to clarify why a psychotherapy patient who is
consciously motivated to ameliorate persistently unfulfilling relationships has trouble
understanding the emotional needs of the people with whom he wants to be involved.

Separation–individuation theory provides concepts to understand a person’s sense
of themselves, as effectual or ineffectual, as confident or uneasy. It helps explain how
siblings have dissimilar recollections of parental figures, and how people experience
similar early circumstances in incompatible ways. This includes how a mother’s in-
volvement changes as her child becomes less dependent, how battles for autonomy
or control between a child and his mother may develop over the course of early devel-
opment, or how a child’s gender affects a mother’s attitude. These early experiences
impact an individual’s capacity for a stable sense of self and other in different ways
over the course of a lifetime. This chapter examines aspects of attachment theory and
separation–individuation theory relevant to these considerations and analyzes points
of theoretical convergence and divergence.

For all of their differences, these two orientations are mutually enhancing. Each
theory encompasses ideas about the development of self and affect regulation, but
with different emphases. For example, affect regulation figures large in attachment
research (Fonagy and Target 2007), while the development of the self is a focus of
separation–individuation theory (Mahler et al. 1975).A clinician might conceptualize
a psychotherapy patient’s tendency to angrily fixate on daily phone conversations
with her mother as representative of preoccupied attachment organization or as a
failure of individuation which has made it hard for her to establish a sense of herself
independent from her mother’s close presence. Each perspective offers an entry into
the psychological functioning and experiencing of the patient, and together provides
ways to address both the patient’s actual experiences and subjective reality. A close
examination of these theories in a collaborative way reveals new possibilities for
clinical understanding and directions for empirical work.

Origins and Methods

Events in the first months of life signal the beginning of normal and pathological
identity formation (Mahler and McDevitt 1980). Attachment theory and separation–
individuation theory each offer a compelling point of entry into the vast complexity
of how the sense of self and other develops. Margaret Mahler and John Bowlby, the
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originators of separation–individuation theory and attachment theory respectively,
began their ground-breaking work when each realized the enormous contributions of
the real relationship between children and their caregivers to physical, psychological
and interpersonal growth and development, in infancy and beyond. Independently,
they sought knowledge of how development unfolds in the real world, and how life
events—big or small, preventable or avoidable, familial or cultural—facilitate or
impede development. From these basic points of origin, two revolutionary theories
emerged that continue to impact the conceptualization, diagnosis, and treatment of
a range of difficulties and disturbances.

In the 1950s, after years of working with developmental disturbances, Mahler and
her team, which included analysts, pediatricians, researchers, and teachers, created
a naturalistic setting, one that would allow for systematic study of development over
time, as intact and undisturbed by scientific manipulation as possible (Mahler et al.
1975). They did not want to study psychological phenomena in isolation, but rather
as they emerged in tandem with other developmental achievements. Mahler and her
team fashioned the Master’s Children’s Center (MCC), created for the purposes of
providing treatment to psychotic children and researching normal development, with
the goal of facilitating “freely naturalistic observations which achieved a consider-
able degree of interrater reliability” (Mahler and McDevitt 1980, p. 396). In this
setting, infants interacted with caregivers, strangers, and children in an environment
that was relatively familiar to them. After observing nuances of behavior across var-
ious situations, Mahler and her team formulated a comprehensive theory of infant
development.

A toddler room added later facilitated observation of children away from mothers,
as mothers and babies left the baby room with different degrees of ease of separa-
tion (Mahler et al. 1975). Mahler and her team discussed observational data daily,
weekly and monthly. Mahler’s emphasis on beginning her formulations with “the ear-
liest average mother–infant and mother–toddler interaction in situ” (Mahler (1986b)
p. 222, italics in original) was quite revolutionary, and highly contentious in the
analytic community. For example, predominant psychoanalytic ideas about devel-
opment that came from the fantasy life of adult patients, at the time considered
the only way into the mental life of young children. Professionals and the general
public then held the opposite view, that much of what happens in the first years of
life is inconsequential, inaccessible by language or memory. Nowadays these ideas
seem impossibly archaic, which highlights how researchers like Mahler and Bowlby
impacted mainstream culture.

Throughout Mahler’s separation–individuation research, mothers and infants par-
ticipated in psychological and developmental examinations by professionals who
documented the children’s development. Importantly, none of the children exhibited
significant delays or impairments. This normalcy united these children for Mahler in
contrast to the seriously disturbed children with whom she had previously worked.
Senior researchers conducted interviews with parents and visited homes to learn about
their perspectives and beliefs, and what happened in life beyond the center. All in-
formation contributed to the team’s formulations about the separation–individuation
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subphases. Mahler and her team thus developed separation–individuation theory and
modified it as their knowledge accumulated (Coates 2004; Mahler et al. 1975).

Mahler’s research rationale is developed in a parallel fashion to John Bowlby’s and
Mary Ainsworth’s seminal works. Bowlby’s impetus for better understanding how
children cope with separations emerged from two places: observations of hospitalized
children’s reactions to separations from caregivers and of the juvenile delinquency
that seemed connected to familial separations as a result of World War II (Bowlby
1939; Bowlby and Robertson 1952). He was motivated to understand day-to-day
events that could be traumatic. Departing from his original psychoanalytic frame,
Bowlby became captivated by advances in ethology, biology, and cognitive science
which seemed to offer avenues for understanding the complexity of his patient’s lives
(Coates 2004).

Attachment theory’s Strange Situation procedure, now the gold-standard
laboratory-based assessment of early attachment, grew out of Mary Ainsworth’s
knowledge accumulated from years of unstructured home observations in Uganda
and Baltimore (Ainsworth 1978; Cassidy 1999; Main 2000). Prolonged direct obser-
vation in naturalistic settings is the best way to assess both attachment and separation–
individuation phenomena (Waters et al. 2000), but this kind of observation is costly
and time consuming. Ainsworth (1978) therefore developed the Strange Situation
as a brief, yet comprehensive, tool for capturing internalized representations of at-
tachment relationships before the development of language and symbolization. She
focused on a child’s behavior when reunited with the caregiver after brief separa-
tions, as these moments offered a glimpse into the child’s internal world, including
reflections of expectations about the caregiver’s capacities, availability, and consis-
tency. The Strange Situation is designed to elicit internal working models (IWMs)
in children between 12 and 18 months of age (Ainsworth et al. 1978). It consists of
eight episodes during which researchers observe a baby’s reactions to sequences of
separations and reunions with his primary caregiver. At times, a stranger is present
with the baby, alone or with mother.

Observations of infants across a range of naturalistic settings, in places as diverse
as Uganda and Baltimore, showed Ainsworth how secure and insecure attachment
patterns manifest in behavior. Thus, she created a scenario to elicit these behav-
iors (Bretherton 1992). Mahler’s observational work shares much with Ainsworth’s,
including a focus on stranger anxiety, reactions to separation and reunion, and
the mutual focus on caregiver and child. However, the Strange Situation was the
first standardized, laboratory-based method for evaluating these aspects of early
development.

Separation–individuation theory describes an unfolding process, elaborating sev-
eral points of entry for looking at a range of psychological and behavioral phenomena
that develop and change across time and contexts (Solnit 1982). These phenomena
include ways of coping with separations and reunions, interacting with familiar and
unfamiliar adults and peers, psychomotor skills, and modes of communication. This
theory does not employ a system of categorization or definitive scales of measure-
ment. This theoretical framework contrasts with attachment theory, which relies on
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the Strange Situation and the Adult Attachment Interview (AAI) as measures of at-
tachment organization. Notably, attachment theory is not a developmental theory
while separation–individuation theory is.

Separation–individuation theory influenced the integration of infant-observation
into clinical, theoretical and empirical work; Mahler’s emergence at the forefront of
developmental research in the 1960s energized the belief that “direct ‘baby-watching’
might supplement the observational opportunity of clinical psychoanalysis itself”
(Pine 1994, p. 512). Mahler’s formulations were dialectic, and her theory offered a
glimpse into the origins of many clinical phenomena observed on the couch, as well
as some hope for achieving resolution for long ago traumas.

Object constancy, the ultimate psychological achievement in Mahler’s theory, is
rarely if ever fully achieved (Mahler et al. 1975). This suggests, on the one hand,
that normal development allows for many stumbling blocks that do not necessarily
preclude successful functioning. It also suggests that structural psychological vul-
nerabilities are inevitable. Based in the contemporaneous achievement of a stable,
positive sense of self and competence, the developmental accomplishment of object-
constancy is the result of a balanced interaction between cooperative and competitive
inter- and intra-personal dynamics.

Mahler’s goal was to illuminate origins of psychological health and maladjust-
ment, and to build a bridge between adult functioning and childhood experiences.
However, she did not develop methods for evaluating separation, individuation, and
the capacity for object-constancy throughout life. Many prominent analytic authors
have applied separation–individuation theory to their clinical work, but this has been
done predominantly through case study research and writing (e.g., Bergman and
Fahey 2005; Kramer 1992; Olesker 1998; Olesker 2011; Pine 1994; Tyson 2005).

Views on Early Infancy

Separation–Individuation Theory

Separation–individuation theory describes four subphases of development, preceded
by what Mahler called symbiotic and normal autistic phases that mark the months
immediately following birth (Mahler et al. 1975). These earliest phases are perhaps
the most controversial aspects of separation–individuation theory and various authors
refute them (Blum 2004). The symbiotic phase follows the boundary-less autistic
phase, beginning around the second month. This phase is marked by “dim awareness
of the need-satisfying object” (Mahler et al. 1975, p. 44), in which the infant is aware
that stimulation and the satisfaction of basic needs like hunger and warmth originate
from sources beyond his or her physical self. At this stage, a mother’s behavior and
sensitivity determines the nature of the infant’s experiences. Still absent, however,
is a specific relationship between mother and infant, which includes the dyadically
co-constructed interactions observed in later phases.
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While Mahler eventually reconsidered how unified mother and baby initially are,
she remained firm in her belief that the infant remains in a state of dual-unity or merger
(Mahler et al. 1975) until the separation–individuation phase begins. Borrowing the
term symbiosis from biology, Mahler (1967) emphasized that in the first weeks of
life mother and baby exist as a functional unit of two organisms to their mutual
advantage. She used symbiosis as a metaphor to capture a state of undifferentiation
in which the child has not yet developed the capacity to discriminate “I” from “not-I.”
Mother and baby are one from the baby’s perspective (Mahler 1986a).

Mahler emphasized the young infant’s absolute dependence. She believed that
children lacked the capacity to express demands and negotiate environmental cues.
Differences in holding behavior, including aspects of breast-feeding, availability,
and closeness, are fundamental precursors that determine how the co-constructed
interaction between mother and child unfolds later (Mahler et al. 1994) and the child’s
emotional regulation (Tyson 1991). For Mahler, the mother’s way of being shapes the
infant’s dawning awareness of physical and psychological boundaries. Gradually, the
infant develops complex and idiosyncratic mechanisms for navigating separation and
individuation (Mahler and Furer 1963). For example, the infant’s preferential smiling
signals the advent of a particular bond between mother and child (Mahler et al. 1975).
At 4 to 5 months, the infant moves into the first subphase of separation–individuation,
and begins the journey to selfhood and separateness.

Subsequent theorists working in the separation–individuation theory tradition ar-
gued that a core self is present at birth, citing neurological and observational evidence
that indicates that the infant is born equipped with particular ways of negotiating the
environment (Pine 1994; Tyson 1991). How temperament influences infant behavior
and development continues to be debated, as babies act and react in ways that appear
unrelated to caregiving or are different from siblings who share the same parents
(van IJzendoorn et al. 2000). Mahler repeatedly emphasized how complicated the
development of a sense of self and other is, influenced by myriad factors over years.
She stated that the “biological birth of the human infant and the psychological birth
of the individual are not coincident in time. The former is a dramatic, observable,
and well-circumscribed event; the latter is a slowly unfolding intrapsychic process”
(Mahler et al. 1975, p. 3). While Mahler might not take issue with the concept of
an infant born in an active state of engagement with his environment, her focus was
on how the infant transitioned from dependence to relative independence and to an
autonomous sense of self.

Attachment Theory

Attachment theory promotes a different view of a baby’s behavior in the first few
months of life. Attachment theorists maintain that the infant arrives with active strate-
gies for engaging with the external world (Ainsworth 1969; Bowlby 1969/1982).
This thinking marked a dramatic departure from Bowlby’s analytic training, as
historically psychoanalysts thought of the baby’s earliest experiences as driven by



16 I. Blom and A. Bergman

need-gratification, for example the need for food. They believed the baby was ori-
ented in a boundary-less way to the breast (Ainsworth 1969). Early object relations
theorists held the notion that some aspects of relationships, such differentiation and
distinctness in the mind of the infant, existed from the very beginning of life. They
framed the baby’s experience as one of always being in-relationship rather than one
of purely physical need-states (Winnicott 1964).

Attachment theory emphasizes the biologically based behavioral system with
which the baby enters the world (Bowlby 1969/1982). From this perspective, the
infant is born equipped with an arsenal of tools—crying, clinging, and sucking—
employed to keep the caregiver in close proximity. Bowlby argued that the infant’s
new behaviors oriented the child to maintaining safety, sustenance, and proximity,
as baby and mother worked out their own relational system.

Bowlby (1969/1982) was one of the first to challenge the view that interpersonal
ties between baby and mother arise out of the gratification of primary drives. Bowlby
proposed that the baby is motivated by a behavioral system designed to forge the
mother–infant connection. “The concept of the behavioral system involves inherent
motivation. There is no need to view attachment as the by-product of any more
fundamental processes or ‘drive”’ (Cassidy 1999, p. 5). Psychoanalysts focused on
Freud’s belief that pleasure is the governing force in the newborn’s world, an approach
in which babies are perceived as motivated by maximizing pleasure and minimizing
displeasure (Freud 1971). This belief includes the notion that the mother’s ability to
satisfy the baby’s demands governs the first months of life; this includes decreasing
displeasure while increasing positive feelings of comfort and satiety and maximizing
the baby’s perception that his demands for pleasurable stimuli are met. However,
attachment theorists noticed that attachment occurs often enough in unfavorable
circumstances, with or without pleasure. Babies of neglecting/rejecting caregivers
are no less desiring of their mothers than those with attentively attuned mothers; they
adapt to develop strategies to maximize proximity to a range of less-than-optimal
circumstances (Bowlby 1969/1982).

Transitioning from Babyhood to Infancy

Even with different ideas of what happens in early infancy, both attachment theory
and separation–individuation theory emphasize perception and psychomotor ability
as integral to the unfolding dynamics emerging in the mother–child relationship.

Separation–Individuation Theory’s View

Mahler took Freud’s statement that the ego is first and foremost a body ego very
seriously (Mahler and McDevitt 1982; Tyson 1992). The experience of a separate
and consistent self and other begins tactilely and visually, as the infant begins to rec-
ognize variations in physiological stimulation signaling “me” and “not-me.” What
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Mahler referred to as hatching signals the first subphase of separation–individuation,
differentiation, and the development of the body image (Mahler et al. 1975). We see
hatching in the infant’s increased alertness and responsiveness to changing stimuli.
The infant is now capable of a more “permanently alert sensorium” and attention
is increasingly directed outward, “combined with a growing store of memories
of mother’s comings and goings, of ‘good’ and ‘bad’ experiences” (Mahler et al.
1975, pp. 53–54). The baby’s rapidly expanding activities initially belong to what
Mahler called customs inspection, which refers to the baby’s thorough visual and
tactile investigation of immediate objects and surroundings. At first, the baby
distinguishes what is familiar from what is unfamiliar and then between various
sources of stimulation and excitement. In this process, adults can recognize the
baby’s developing cognition and emotion.

During this stage, the child and mother work out a system of predictable signals
and responses and the mother selectively responds to her child’s cues. Prior to this,
the mother manages her baby’s activities and experiences around her own conscious
and unconscious needs (McDevitt 1980). Often during this subphase, mothers claim
to have special knowledge of their infant’s needs and intentions that is unavailable
to anyone else. While a mother’s experience of bonding with her infant is important,
more important is the extent to which mothers can appropriately, adequately, and
without too much self-preoccupation, respond to infants’ individualized needs. An
infant’s progress can be hastened or delayed by his mother’s particular ministra-
tions, and separation and individuation can be differentially affected. For example,
a mother’s distractibility and unavailability can lead her baby to display signs of
hatching too early, possibly compromising basic trust and self-confidence (Mahler
et al. 1975).

As the child’s physical capabilities develop, he exerts more influence on the un-
folding separation–individuation process. A balance between the infant’s need for
mother’s caregiving and exploration of the outside world becomes more important.
Physiological, cognitive, and emotional development may derive from environmen-
tal deficiencies and/or stimulation. For example, “children who achieve premature
locomotor development . . . may become prematurely aware of their own separate-
ness much before their individuation . . . has given them the means with which to
cope with this process” (Mahler 1972b, p. 490). Mothers can be more or less com-
fortable with aspects of their child’s development, for example, hastening an infant’s
independent locomotion before he is equipped psychologically to handle the physi-
cal distance and independence that crawling and walking bring. A child’s ability to
navigate the next subphase, which is essential for social and emotional functioning,
depends on the extent to which his mother’s availability matches his needs.

During the practicing subphase, the normally developing child feels increasingly
competent as a separately functioning individual, and is able to experience “a love
affair with the world” (Greenacre 1957 as cited in Mahler 1972b, p. 491). Exuberance
and excitement are characteristic of this phase, as the child, with his rapidly devel-
oping capacity for movement, is overjoyed by his own abilities. During this time,
children seem impervious to stumbles and pains, and caregivers often find them-
selves chasing after toddlers who have no sense of potential mishaps or awareness
of their watchful eyes.
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Walking has enormous significance for development (Blum 2004; Mahler et al.
1994). The extent to which a child is able to confidently go out into the world
depends on a foundation of basic safety provided by the mother, as well as the
child’s expectation of the mother’s availability. Fear that the mother will be disap-
proving, will disappear, or will be disappointed can have a detrimental effect on
the child’s capacity to negotiate the environment and establish a sense of stability
and security. The mother’s ability to convey expectation and confidence in the child
lays the foundation for the child’s self-esteem, autonomy, and sense of separateness
(Mahler et al. 1994). The mother’s capacity to sustain availability and attunement
to the child’s needs during this time also influences the tremendous changes in the
second year of life. Following the practicing phase, toddlers undergo the rapproche-
ment subphase, in which toddlers must find ways to manage conflicting experiences,
emotions, and desires. The outcome of the separation, individuation process is, ide-
ally, “the establishment of a sense of separateness from, and relation to, a world
of reality, particularly with regard to the experiences of one’s own body and to
the principal representative of the world as the infant experiences it, the primary
love object” (Mahler et al. 1975, p. 420). The child who successfully navigates
the separation–individuation process has internalized conflicting aspects of self and
other as components of a worthwhile object and is able to engage in the world with
flexibility, autonomy, and relatedness.

Attachment Theory’s View

Attachment theorists have a different view of these first months. They focus on be-
havioral patterns that become predictable over time, noticing what is consistent in
caregiver–child interactions. Bowlby believed that a child’s behavioral patterns orig-
inate in an evolutionarily based species-characteristic behavior system (Ainsworth
1969; Bowlby 1969/1982). At birth, the infant employs behaviors designed to facil-
itate proximity and connectedness with caregivers. An infant employs increasingly
sophisticated strategies to achieve these goals, strategies determined by accumulated
interactions with caregivers and expectations in reciprocity. Attachment theorists re-
fer to these behaviors and strategies as goal-corrected behaviors (Bowlby 1969/1982).
Towards the end of the first year of life, simpler behavioral sequences are gradu-
ally subsumed into more complex sequences and cognitive structures begin to exert
influence. Emotions play a role in appraising behavioral outcomes and inform inter-
nalization. The infant does not consciously think of strategies and outcomes. These
are automatic, outside of awareness, but driven by cognition and affect. The secure-
base function of the attachment system, which provides the infant with a sense of
safety with which to enter into and explore the world, is reminiscent of the love-affair
of the practicing subphase. However, attachment researchers emphasize the infant’s
constant awareness of the presence and availability of the caregiver. In their view,
the infant is always alert to his safety and security, never oblivious to the availability
of primary caregivers.
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A key developmental window opens around the end of the first year. Behavioral
patterns observed around 12–18 months in the presence of caregivers are manifes-
tations of infants’ IWMs of attachment. Main et al. (1985) defined IWMs as “a
set of conscious and/or unconscious rules for the organization of information rel-
evant to attachment and for obtaining or limiting access to that information, that
is, to information regarding attachment-related experiences, feelings, and ideations”
(p. 92). By 1 year of age, the infant internalizes a range of expectations—expectations
of availability, attention, understanding, and protection.

IWMs are specific to attachment figures. Attachment researchers show that a
mother’s attachment history and contemporaneous attachment representations shape
her infant’s behavior. The infant’s behavioral patterns in this context are stable,
predictable, and consistent by 12 months (Main 1985; Fonagy et al. 1991). In all
interactions, a child’s behaviors are context-specific; they are initially designed to
ensure the proximity of an attachment figure and become embedded in expecta-
tions of how available an attachment figure is. The infant adjusts his behaviors to
his caregiver’s responses, learning which behaviors are more effective in times of
need (Bowlby 1969/1982; Cassidy 1999). Thus, he learns how to minimize his own
distress and maximize experiences of feeling loved, competent, and protected, by
favoring behaviors that facilitate positive and minimize negative encounters with
his caregivers. A generalized representation of experiences in a specific caregiving
context guides the infant, and eventually the adult (Main et al. 1985).

As development proceeds, the child makes use of a growing number of strategies
for a growing range of goals. As Cassidy (1999) states, “an infant may maintain
a stable internal organization of the attachment behavioral system in relation to
the mother over time and across context, yet the specific behaviors used may vary
greatly” (p. 5). Similarly, Bowlby (1969/1982) noted that although infants’behaviors
may differ in their appearance, their intended effect may be the same. For example,
crying, reaching, and crawling each facilitate proximity and communicate the need
for protection or soothing.

The infant whose behavior shows greater flexibility is more likely to succeed in his
proximity-seeking goal and to do so quickly. At the same time, caregiver attunement
and availability determine some portion of the infant’s capacity to be flexible. A
child’s confidence that caregivers will respond to his attempts to establish contact
depends on what restrictions those caregivers place on his ability to attract attention
and what kind of attention, positive or negative, he gets. Children increasingly rely on
mental representations, formed from their own relational histories, when organizing
their behavior in relation to their caregivers. The more that these representations
reflect reality, one in which a loving, sensitive, and available mother is at hand,
the better equipped that child is to cope with the demands of growing up (Bowlby
1969/1982; Cassidy 1999; Marvin and Britner 1999). Children are always in states
of attachment, but the activation of attachment behaviors is situational, based on
specific needs for specific individuals to provide comfort, protection or reassurance
(Cassidy 1999).

Mary Ainsworth’s groundbreaking observational work culminated in the iden-
tification of several distinct patterns of attachment behaviors observable in infants
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over the world: secure, resistant/ambivalent, avoidant, disorganized (Ainsworth et al.
1978; Ainsworth 1978). These patterns reflect a parent’s responsiveness clearly in,
but not limited to, moments of separation (Kobak 1999). Attachment organizations
differ in how the child manages the distress of separation in an organized and system-
atic way. In other words, attachment organizations are defined by the extent to which
a child openly exhibits distress, actively seeks refuge with his/her mother without
ambivalence, and copes with the stress of separation while engaging with the world.

Attachment researchers use the Strange Situation to elicit IWMs between 12 and
18 months of age. This experimental, laboratory-based procedure captures separa-
tions and reunions between infants and their caregivers, during which a stranger is
sometimes present, or when infant is left alone for brief periods (Ainsworth 1978;
Kobak 1999; Waters et al. 2000; Sroufe 2003). Organized patterns of attachment
are consistent in several significant ways. Secure infants make overtures to their
mothers on reunion and are comforted by physical contact with her. Avoidant in-
fants appear unmoved by separation and reunion experiences; these infants avoid
or ignore mother on reunion, and their detachment increases with every separation.
Resistant/ambivalent infants often seem clingy, are the most overtly distressed by
the whole experience, and are difficult to comfort. They may appear angry and si-
multaneously needy and rejecting; they are more likely to elicit mother’s proximity
than to seek it.

Attachment behaviors convey information about the quality of the caregiving
environment. Once formed, IWMs are increasingly resistant to change (e.g., Bowlby
1969/1982; Waters et al. 2000). An infant’s attachment organization at 1 year of
age correlates with a host of developmental sequelae along dimensions of affect
regulation, sociability, likeability, adjustment and psychopathology (Kobak 1999;
Fonagy et al. 2002). The nature and organization of IWMs may be inferred from
observing a child’s behavior in a variety of situations, such as when they are close
to and away from caregivers.

Toddlerhood

Attachment theory’s focus remains on IWMs throughout childhood. The theory
focuses on how IWMs develop and how qualities of IWMs influence myriad as-
pects of development, including school performance and peer relationships. By
contrast, separation–individuation theory examines how the development of au-
tonomous thoughts, feelings, and actions continues to unfold throughout childhood.
This process is the experience of becoming a separate person.

The third subphase of the separation–individuation process begins around the
middle of the second year. Mahler emphasized the centrality of ambivalence during
this subphase, which she called rapprochement (Mahler 1972b; Mahler et al. 1975).
As the infant becomes more active in the world beyond mother, and has a wider
variety of experiences with others and objects, he is gradually more aware of his
own fallibility. The exuberance and omnipotence characteristic of the practicing
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subphase give way to a painful knowledge of limitations. The infant is faced with
the dilemma of wanting to move further out into the world he has come to love
while knowing that he is still very much dependent on mother’s help and support.
“Incompatibilities and misunderstandings between mother and child can be observed
at this period even in the case of the normal mother and her normal toddler” (Mahler
1972a, p. 337). The mother is perplexed by her child’s sudden neediness and the
incomprehensible demands for attention and consolation typical for the 2-year old.
The infant is also negotiating affective and cognitive aspects of his representation of
mother, as he is able to sustain impressions and experiences increasingly over time.
The child is confused and conflicted by positive and negative experiences of self and
others; these experiences require attentive parenting to navigate effectively. During
this phase, mother and child are no longer able to function as a dual unit (Mahler
et al. 1975) and must recognize each other as separate, with at times complementary
and at times distinct needs and desires (Mahler 1972b). Infants must also contend
with the unmistakable reality that their mother’s attentions are needed and demanded
elsewhere. Mothers must adjust to infants’ abilities to master tasks on their own.

Mahler (1972b) noted that the “mother’s continual emotional availability is essen-
tial if the child’s autonomous ego is to attain optimal functional capacity” (p. 495).
The optimally emotionally available mother is not the same mother who immedi-
ately meets her toddler’s demands. Mothers necessarily fail at times. Thus, learning
how to tolerate frustration is an important developmental task for the toddler. The
toddler struggles with the wish for his mother to regulate his frustration and the
wish to employ his own capacity for self-regulation. At this point in development,
fathers can be particularly important sources of relief and support for the mother,
and a stimulating, less-conflicting, parental figure to the child (Mahler et al. 1975;
McDevitt and Mahler 1980).

The rapprochement crisis refers to the height of this phase. This crisis carries
a lot of weight during childhood and beyond as the origin of potential for adap-
tive functioning and psychopathology. The extent to which the toddler can learn
to manage frustration and move toward integrating conflicting mental representa-
tions with adequate modeling and commiseration from his/her mother informs to
what extent experienced anxiety inhibits psychological functioning and interpersonal
competence.

Colarusso (1992) notes that when

. . . mother is available and actively participates with encouragement and enthusiasm, the
toddler is emotionally refueled and ready to venture again, alone into the ever-expanding
world. But even under the best of circumstances both mother and child experience intervals of
ambivalence and frustration as they repeatedly work through the intense feelings of reunion
and separation. (p. 49)

The toddler who is “not so fortunate in his development” suffers an intensified rap-
prochement crisis, is afflicted by increased ambivalence and splitting of the object
world (McDevitt and Mahler 1980, p. 413). In less than optimal circumstances, the
child’s ambivalence toward competence versus dependence, good versus bad other,
separation and merger, persists and inhibits the child’s potential for integrated self-
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and object-constancy, which would permit flexible and satisfying engagement with
the world.

At this phase of development, both attachment theory and separation–
individuation theory outline the mother’s changing tasks, which expand beyond the
role of safe-haven and secure-base. She becomes increasingly responsible for fram-
ing internal and external experiences through language: “The mother with the child
creates a narrative about the child, about the mother, about their being together. This
narrative is woven into the child’s emerging representation of self and the outside
world. The mother takes on the new role of organizer into language of her child’s
affective life” (Bergman and Harpaz-Rotem 2004, p. 564). Also, the toddler’s image
of the mother must be re-negotiated often, as her omnipotence wanes and misunder-
standings between them necessitate repair. In optimal circumstances, these changes
and their accompanied negotiations proceed smoothly, but conflict is inevitable. The
nature and organization of the child’s behavior during this time will reveal the extent
to which he recognizes his mother as a dependable participant in his development
who helps to navigate the rapprochement crisis while reflecting his own competence
and capacities for autonomy.

Separation–individuation theory took for granted that some kind of attachment
existed between the mothers and babies observed at the Master’s Center. The orig-
inal research team set out to describe the spectrum of normal experiences where
some mutuality between mother and child exists. Mahler also turned her attention to
separation, but not separation in the literal sense of babies being left or abandoned
as had captured Bowlby’s attention. Mahler started with the supposition that babies
develop along predictable lines. In the course of development, they have to deal with
the fact that separation from mother is a given, unavoidable, and frequent fact of life.
From this perspective, separation is thought of in very small terms, such as going
to sleep at night or when mother leaves the room. When separation is understood
in these terms, separation–individuation meets attachment theory at the point where
the accumulated experiences of these minor and momentary, although sometimes
prolonged, but essentially unavoidable separations, define the quality of interaction
between mother and child, and contribute to the infant’s emerging understanding of
both the self and mother as separate entities (Stern 1985).

Rather than focusing on the interpersonal domain, Mahler looked at the intra-
person process of becoming a separate person. Attachment theory links this process
of becoming a separate person to the quality of attachment, which defines much of
how a person experiences himself and others. Mahler did not negate the importance of
the primary relationship to that process of separating, but her main focus was always
the child and his ability to establish “a sense of separateness from and relation to a
world of reality, particularly with regard to the experiences of one’s own body and
to the principal representative of the world as the infant experiences it, the primary
love object” (Mahler et al. 1975, p. 420). Mahler thought that a child’s internalized
primary love object, which determines so much about the sense of self, was based on
a real relationship with her mother. But she also believed that the task of the child is
to separate and to be an individual although the intrapsychic process of separateness
reverberates throughout life and is constantly being reorganized.
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Beyond Infancy

The fourth subphase of the separation–individuation phase of development is
termed“on the way to object-constancy,” which emphasizes that this process has
repercussions throughout life (Mahler et al. 1975). The hallmark of object-constancy
is the achievement of “a mostly ‘good,’ loving image” that functions to provide the
child with a sense of security and comfort just as the actual mother had. The child
internalizes the image of the mother as part of the self (Tyson 2005, p. 71). The
child optimally experiences mother and self as primarily good and capable, even if
negative, hostile, or deficient experiences of functioning occurred. Good self-esteem
and generally positive expectations of the world then characterize the child’s behav-
ior. Object-constancy is thus conceptually similar to attachment theory’s notion of
IWMs of attachment experiences.

Embedded in the notion of object-constancy is the concept of self-constancy,
which refers to the child’s achievement of a sense of separateness and uniqueness,
uncompromised by intimacy. Self-constancy signals organized and stable individu-
ality. As Mahler et al. (1975) explained, at this stage “both inner structures—libidinal
object-constancy as well as a unified self-image based on true ego identifications—
should have their inception” (p. 118). In the face of environmental pressures and
trauma, including those originating in the specific mother–child and father–child re-
lationships, the infant is at risk for compromised psychological functioning. Mahler
argued that unfavorable conditions threaten the persistence of omnipotence, paranoia,
grandiosity, and magical thinking, elaborated and amplified from the toddler’s world-
view. The capacity for object- and self-constancy means the difference between an
approach to life characterized by adequate self-assertion—reasonable compromise
formation—and one defined by rigid, underdeveloped, infantile defenses (McDevitt
and Mahler 1980).

At this point in development, attachment theory focuses on how the attachment
system overlaps with other systems important in a child’s world. Attachment-related
behaviors in infancy are not the same as those of the older toddler and young child,
whose capacity for representations and symbolic thought takes over what used to be
accomplished by physical proximity. For example, a 4 year-old knows that mother
exists even when she is not immediately at hand and can be reassured by a memory,
phone-call or substitute object. Social relationships with peers and other adults be-
come crucial to a child’s world and sense of self. The child’s attachment organization
serves as model for most other relationships, but not exclusively so, as other people
occupy different roles from the provider of a safe haven and secure base.

Object-Constancy

The concept of object-constancy has been central in psychoanalytic and develop-
mental theory for many decades. Yet what is meant by object-constancy remains
poorly defined (Burgner and Edgecumbe 1972; McDevitt 1975; Tyson 1996). That
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an individual’s capacity for object-constancy says something about his psycholog-
ical functioning is well-established (Tyson 1996), but when and how this can be
evaluated is unclear. The literature upholds a double meaning that suggests, on the
one hand, that object-constancy is a developmental achievement and, on the other,
that it is a lifelong process. In light of this ongoing debate, Solnit (1982) and Tyson
(1996) emphasize the function of object-constancy.

By most accounts, Hartmann (1952) introduced object-constancy into the psycho-
analytic literature without providing a clear definition or explication (McDevitt 1975;
Tyson 1996). Many psychoanalytic writers delineate the domain of object-constancy
(Fraiberg 1969; Burgner and Edgecumbe 1972; McDevitt 1975; Solnit 1982; Tyson
1996) by separating what components of it belong to different developmental and
academic domains, such as perception, cognition, affect regulation, interpersonal
functioning, psychopathology, etc. As Burgner and Edgcumbe (1972) emphasize,

The term object constancy is a confusing one because of its links with the narrowly defined
concept of perceptual constancy derived from academic psychology, whereas psychoanalysts
are essentially interested in the establishment of a specific level of object relationships to
animate objects and in the first instance, to one specific and preferred object. (p. 327, italics
in original)

Pioneering perspectives on object-constancy include the notion of object perma-
nence (Piaget 1936), the concept of libidinal object-constancy (Fraiberg 1969;
Gergely 2000), and the description of developmental tasks in the fourth subphase of
separation–individuation, as well as object-constancy which shapes the subjective
experience of self and other in relational contexts throughout the lifespan (Mahler
et al. 1975). Piaget defined object-permanence as when an infant can recognize that
an object still exists even when it is not in sight, around 8 months of age. It is not until
about 18 months of age, however, that a child develops the capacity for evocative
memory (Fraiberg 1969). Therefore, depending on the definition used, a child’s ca-
pacity for object representations develops somewhere between 5 months and 3 years
of age.

The 1-year old knows in some way that his mother exists even when they are
separated. He employs strategies to bring her near when she strays from view. Thus,
libidinal object-constancy has primacy over other object representations. The infant
first develops a specific representation of mother before other people and objects
(Fraiberg 1969). Libidinal object-constancy belongs to the interpersonal world of
human relationships, and has broader implications for socioemotional development.
Spitz (1957) uses the child’s ability to recognize a stranger as not-mother—evident
through the display of stranger anxiety—as the hallmark of object constancy “in
regard to the libidinal object” (Fraiberg 1969, p. 17, italics in original). This ability
also marks the beginning of a stable image in which positive and negative aspects
of mother begin to be assimilated. However, Fraiberg (1969) makes the point that
stranger anxiety does not mark the achievement of evocative memory, the child’s
ability to sustain the image of mother when faced with a stranger, and thus be
comforted. It is not clear whether loving mother and stranger can both exist in the
child’s mind. Thus, a child who becomes anxious when faced with people other-
than-mother has not yet achieved libidinal object-constancy.
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Need states play an important role in defining object-constancy. The child’s need
for mother to fulfill various desires, such as protection or sustenance, and her capacity
to comply enough are essential components of libidinal object-constancy as distinct
from object-constancy for the inanimate object. A transitional/substitute object might
take on some of these properties under certain circumstances. The emotional context
of object-constancy, in the psychoanalytic sense, emphasizes that an attachment to
the libidinal object is transformed from one based on need to a more purely psy-
chological attachment and identification. Put differently, the libidinal object exists
psychologically, an existence that is independent of its physical presence, and inde-
pendent of an immediate (physical) need for it. Moreover, the internalized libidinal
object provides the infant with information about himself, as lovable or valuable or
essential, in a way that any inanimate object cannot.

Burgner and Edgecumbe (1972) offer the term “capacity for constant relationship”
(p. 328) as a way to clarify object-constancy from a psychoanalytic perspective. They
define this term by stating that “in the second half of the second year of life, psychic
maturation is sufficiently advanced for the individual both to begin to recognize and to
begin to tolerate such a conflictual feeling state toward the one object” (Burgner and
Edgecumbe 1972, p. 328). An essential component of a constant relationship is the
ability to stay in relationship even when the other (object) is lacking, unsatisfactory or
even abusive (e.g., Fraiberg 1969). Similarly, early in her work, Mahler (1968) stated,
“[b]y object constancy we mean that the maternal image has become intrapsychically
available to the child in the same way as the actual mother had been libidinally
available—for sustenance, comfort and love” (p. 222).

Mahler’s conceptualization of object-constancy, and its particular emphasis on a
consistent (integrated) representation of mother is controversial, even within the an-
alytic community (Tyson 1996). Attachment theorists, who place the achievement of
stable IWMs as a task of the first year, question her timeline which focuses on a rap-
prochement phase that needs to be successfully negotiated before object-constancy is
possible (Gergely 2000; Lyons-Ruth 1991). These controversies highlight Mahler’s
comprehensive approach, with emphasis on the physical, psychological, motor, and
perceptual processes through which a sense of self and other emerge. Solnit (1982)
stressed that while object-constancy is not a psychic structure, as a capacity that
resides in the ego, it has structural qualities and can act as a precondition for other
cognitive and emotional capacities. Mahler began with object permanence as a pre-
requisite for object-constancy, putting the ability to retain a positively cathected
internalized representation of mother in the face of conflict as the signal of the
capacity for object-constancy.

According to separation–individuation theory, a child’s capacity for object-
constancy emerges around his second birthday (Mahler et al. 1975; McDevitt 1975).
By this time, a child has more sophisticated strategies for existing as a separate
individual in his own world, and for managing pleasure and anxiety on his own.
From a different but parallel perspective, the child of this age achieves some capacity
for autonomous affect regulation. “A great merit of the object-constancy concept
lies in its ability to help us understand the development of a self-regulatory capacity”
(Tyson 1996, p. 175). The capacity to maintain a complex yet stable representation
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of another person coincides with the capacity to maintain and regulate complex
representations of one’s self.

Nowadays, clinicians generally accept the notion that object-constancy is a pro-
cess that spans development. Focusing on different points along the developmental
continuum required the use of different evaluative criteria for object-constancy. While
attachment researchers have developed ways to capture and evaluate security of at-
tachment at different points in time, determining success or quality in the broader
domain of object-constancy remains elusive. One way to consider how the concepts
of IWMs and object-constancy overlap is to recall that the former emphasizes repre-
sentations of interactions and how these representations influence relationships with
particular objects, while the latter emphasizes internalized objects and how internal-
ized objects inform interpersonal functioning. But both concepts organize behaviors
and experience, knowledge of self and other.

Representations of interactions with one person can, for the infant, exist before
the conscious attribution of those interactions to the same person. Attachment theory
demonstrates that infants have predictable expectations of their caregiver’s behav-
iors and preferences, long before language organizes thoughts and experiences. Thus,
IWMs are precursors to object-constancy. The parallel experience of self that accom-
panies the achievement of object-constancy is not a necessary feature of IWMs. As
indicated previously, one thing that separates separation–individuation theory from
attachment theory is its original focus on the emerging sense of self, of separateness,
and independence. In an optimal environment, children will achieve an understand-
ing of their separateness and uniqueness. As Mahler et al. (1975) explained, during
the phase of development where the capacity for object-constancy emerges “both
inner structures—libidinal object constancy as well as a unified self-image based on
true ego identifications—should have their inception” (p. 118). Ideally, the child has
internalized a generally good and loving image that provides a sense of security and
comfort similar to the actual mother.

Alongside this achievement, the infant should internalize loving aspects of mother
as part of the self, so that a confident, good sense of the self endures (Tyson 2005).
Integral to all conceptualizations of object-constancy is that it “is a milestone capac-
ity in the development of object relations. Its achievement requires the intimacy and
continuity of affectionate care that enables the child to move from need-satisfying
limitations to the capabilities associated with object constancy, capabilities that
can be characterized as ego functions” (Solnit 1982, p. 216). As a developmen-
tal milestone that emerges in the context of adequate caregiving, the capacity for
object-constancy is reflected in an individual’s moment-to-moment ability to cope
with an ever growing range of experiences across the lifespan.

Evaluating Object Constancy: From Infancy to Adulthood

Researchers evaluate IWMs in infants using the Strange Situation procedure, but
no instrument exists for evaluating the separation–individuation process. Solnit
(1982) stated that object constancy “can be ‘measured’ in terms of the young
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child’s tolerance for separation from the primary love object” (p. 211). While this
sounds like the Strange Situation, he is not referring to an orchestrated scenario at
a particular moment, but instead to the child’s overall behavior patterns both when
he is close to and separated from mother. These behavior patterns may include the
extent to which a child tries to avoid separation and behaves in a way meant to
keep his mother close, the extent to which a child will seek out others when his
mother is present and/or absent, and the extent to which a child behaves differently
when his mother is around. There are innumerable indicators of a child’s emotional
experience with and without mother, his ability to regulate the emotions that come
with separations, and how well he engages with reality beyond his caregivers.

Toward the end of the second year, the normally developing child demonstrates
tolerance for separation in familiar environments (Mahler et al. 1975). Settlage et al.
(1991) suggest further that the child’s ability to engage in play and exploration
independently from mother and without signs of distress portrays a state of internal
regulation. However, a child should not necessarily be calm or distressed when
separated from mother—much depends on the circumstances of the separation (e.g.,
is the child sick, in familiar surroundings, with unfamiliar others, in conflict with
peers, told of mother’s departure, reacting to a prolonged separation, etc.).

Assessing independence and autonomy remains a controversial subject (e.g.,
Lyons-Ruth 1991), but the notion that children develop highly personalized strate-
gies to manage separations is not. What signals an optimally developing capacity for
object constancy is the extent to which children can manage emotions in ways that
permit engagement in the world. This capacity affects myriad aspects of success-
ful development and functioning throughout life. A child who is too dependent on
mother and a child who avoids contact are functioning with mental representations
of self and other that are conflicted and poorly defined. In short, determining to
what extent a child is on the path to the capacity for object-constancy is necessarily
complex, and requires a sophisticated understanding of the tasks of development and
a thorough understanding of the child and his circumstances. Thus, evaluating the
capacity for object-constancy typically occurs in clinical settings in the context of
concern from caregivers about whether things are as they should be.

It is possible for clinicians to identify aspects of adaptive and maladaptive
functioning, wherever in the lifespan an individual is. Much has been written in psy-
choanalytic literature about the application of separation–individuation subphases
to phenomena of adolescence (e.g., Blos 1967) and adulthood (Colarusso 2000).
However, object-constancy is only assessed clinically through a consideration of an
individual’s capacity to pilot their life, including work, recreation, and relationships,
in ways that permit a consistent and stable sense of self and other.

Attachment researchers focused on developing methods to examine IWMs at
different points across the lifespan for decades. In part, this is because the attachment
system takes a backseat to other systems after infancy, when the proximity of
caregivers is of less immediate concern, and thus attachment representations and
their influence are obscured. A large body of work pertains to how attachment
organizations relate to attachment styles in intimate relationships (e.g., Bartholomew
1993; Hazan and Shaver 1987), which indicates that relationships with romantic
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partners are influenced both in complementary and compensatory ways by how
earliest experiences have been internalized.

In adulthood, attachment patterns can be evaluated using The AAI (Hesse 1999;
Main et al. 2008). The AAI offers a compelling point of entry for examining how
attachment experiences continue to resonate, in both conscious and unconscious ways
(Main et al. 2002). In the same way that behavioral observations offer entry into the
internal worlds of infants, the AAI provides access to internalized representations
of self and other in adulthood. The AAI offers insight into what defenses are at
work by highlighting the “individual differences in deeply internalized strategies for
regulating emotion and attention in response to the discussion of attachment” (Main
et al. 2008, p. 37). How the AAI, with its careful attention to both the content and
form of language, can be used to examine reverberations of separation–individuation
phenomena is one more task for this era of reconciliation.

Contrast Between the Two Theories

Separation–Individuation Theory’s Critics

The proliferation of attachment research and theory over the past several decades
is due in part to the advent of methods like the Strange Situation and the AAI,
which evaluate attachment-related constructs. These tools make attachment the-
ory laboratory-friendly and contribute to research on culture-bound elements of
the attachment system on a global scale (van IJzendoorn and Kroonenberg 1988;
van IJzendoorn and Sagi 1999). However, separation–individuation theory is more
difficult to assess and observe systematically.

Attachment theory and separation–individuation theory examine similar phenom-
ena through different lenses. Separation–individuation theory emphasizes that while
early events lay a foundation for selfhood and patterns of perceiving and relating,
our way of being in the world is highly individualized and always unfolding (Mahler
et al. 1975). Attachment theory, in contrast, focuses on what is species-specific rela-
tional behavior and how much of what happens is resistant to change after the first or
second year of life (Bowlby 1969/1982). While these perspectives are not mutually
exclusive, the potential for collaboration has been challenged over the years.

Several attachment researchers, focusing on incompatibilities between
separation–individuation theory and attachment theory, argue that separation–
individuation theory normalizes behaviors that attachment theory understands
differently (Lyons-Ruth 1991; Gergely 2000). For example, the concept of the rap-
prochement crisis marks an important point of disagreement between attachment
theory and psychoanalytic theories. Mahler described the rapprochement crisis as an
integral part of normative development. However, this crisis may be linked to insecure
attachment, as her explication seems to refer to qualities of the anxious/ambivalent
attachment organization in infancy (Lyons-Ruth 1991). Attachment theorists argue
that a rapprochement crisis in the context of a secure attachment is untenable. They
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take issue with a necessarily stormy rapprochement subphase that seems to nor-
malize pathological behaviors on behalf of both mother and infant (Gergely 2000;
Lyons-Ruth 1991).

While some children exhibit more intense struggles around separateness and au-
tonomy, separation–individuation theory agrees that this subphase can be navigated
more quietly (Mahler et al. 1975). What has occurred before this point between
mother and child will determine the nature and intensity of the rapprochement crisis.
The mother’s capacity for flexible attunement facilitates an optimal experience for
the child. This relational stance approximates the basic features of secure attachment,
which provides a solid foundation for the inevitable trials of early development.

Notably, insecure attachments fall in the domain of organized (versus disor-
ganized) attachment (Main 2000). Dismissing/avoidant and anxious/ambivalent
attachment patterns all represent organized, adaptive, and predictable strategies for
negotiating a particular developmental context, in contrast with disorganized at-
tachment. Moreover, attachment researchers highlight the inherent functionality of
insecure attachment patterns as essential strategies developed to maximize caregiver
attentiveness in particular caregiving environments (Fonagy and Target 2007). There-
fore, closer examination reveals the two theories have much in common regarding
what are considered optimal and pathological behaviors and interactional patterns,
throughout infancy.

Mahler included a wide range of developmental phenomena in The Psychological
Birth of the Human Infant (Mahler et al. 1975). She was not focused on describing
optimal development but rather the vicissitudes of normal development. She sought
to capture development as it occurred in a non-clinical context, emphasizing that a
great deal of normal developmental phenomena are not synonymous with ideal devel-
opmental phenomena. “Mahler’s interest was less on the optimal circumstances for
development of the self and more on the internal forces driving the toddler toward the
realization of the separate self, even in circumstances of less than optimal availability
of the mother” (Bergman and Harpaz-Rotem 2004, p. 561, italics in original).

Attachment Theory’s Critics

The psychoanalytic community accused Bowlby of promoting a reductionistic and
mechanistic stance. Critics denounced him for ignoring the nuances of the interper-
sonal arena while trying too hard to find universal, biologically based truths (Fonagy
and Target 2007). One of his adversaries was Anna Freud. For example, when dis-
cussing a paper Bowlby published in The Psychoanalytic Study of the Child Anna
Freud (1960) said:

Not that, as analysts, we do not share Dr. Bowlby’s regard for biological and behavioral
considerations. But taken by themselves, not in conjunction with the mental representations
of the drives . . . . Equally we do not deal with the happenings in the external world as such
but with their repercussions in the mind, i.e., with the form in which they are registered by
the child . . . . (p. 54)
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Even after years of additional research and theorizing, Gilmore (1990) criticized
Bowlby’s “adevelopmental perspective” while acknowledging his contributions to
understanding child development (p. 497). She said, “he seems to minimize the
extraordinarily complicated interaction of constitutional endowment, maturational
sequencing and differentiation, experience (both internal and external), and gradually
evolving and increasingly complex psychic structure” (p. 497). The fact that Bowlby
was an analyst by training seemed to add insult to injury for the psychoanalytic
community, as he rejected the possibility of aggressive and sexual drives in infancy,
which analysts had fought hard to establish in mainstream science and culture.

More recently, Bergman and Harpaz-Rotem (2004) noted that some of these dis-
agreements are now less critical, as it is more clear how attachment theory and
separation–individuation theory both enhance our understanding of the first and cru-
cial years of human development from a different point of reference. Anna Freud
seemed to suggest that Bowlby’s emphasis on scientific discovery had gone too far
afield, as he unfairly accused the analytic community of ignoring biology while
failing himself to appreciate the individual’s subjective experience.

In contrast, Mahler explicitly upheld classical drive theory and ego psychology
(Ainsworth 1969). While Bowlby worked hard to obscure his psychoanalytic roots,
Mahler presented her ideas with the desire to be incorporated into psychoanalytic
canon. The result was that neither Bowlby nor Mahler was initially well-received.
Where Mahler sought to understand the developmental experiences of a group of
normal children who epitomized normalcy at a particularly sociocultural moment as
completely as she could, Bowlby sought to highlight vicissitudes of specific aspects
of development across all children.

Common Ground Between the Two Theories

While attachment and separation–individuation theory developed using different
methods and frameworks, the theories share some fundamental foundations (Coates
2004; Fonagy 1999; Steele and Steele 1998). Settlage et al. (1991) point out that
“attachment theory research and psychoanalytic developmental research have thus
come to share a focus on the process of psychic structure formation in the con-
text of early parent–infant interaction” (p. 1006). Both theories provide greater
understanding of the interplay between shared developmental needs and individual
circumstances over the course of development. Bowlby challenged the psychoan-
alytic establishment while Mahler worked hard to gain acceptance for her new
ideas in the same community (Coates 2004). Yet attachment theory and separation–
individuation theory overlap in their rejection of classical psychoanalytic theory.
When Bowlby and Mahler began their research, clinicians believed that psychoana-
lytic research was impossible; the clinical psychoanalytic situation was considered
the only entry into an understanding of people’s inner worlds (Bergman and Harpaz-
Rotem 2004). Mahler’s formulations, derived from observations of mothers and
babies together, were thus a radical departure from classical psychoanalysis. At the
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same time, Bowlby emphasized what happens between mother and child in expla-
nations of psychic structure, experience, and relational dynamics in the developing
child (Blum 2004; Bowlby 1979; Coates 2004). Mahler’s and Bowlby’s pioneering
efforts to consider the real life circumstances of the children they encountered, along
a spectrum from typical or normal to atypical or deprived, was unusual for their time
and initially met with skepticism (Coates 2004).

Basic principles shared by separation–individuation and attachment theory
include the following:

1. An emphasis on real events and interactions, captured in descriptive, observa-
tional data.

2. An emphasis on the developmental achievement of a representational system
of self and other, originating in mother–child interactions, that is dynamic and
resistant to change, and continues to organize experience throughout life.

3. A focus on how the development of language and motor skills influences
relationships and the quality of the interaction between mother and child.

4. An appreciation for the many environmental, inter- and intra-psychic events that
influence the psychological foundation established in early childhood.

5. An apprec.ation for what both caregiver and child bring to the interaction, and
how each influences development. This includes the belief that mother is not
solely responsible for all positive and/or negative elements of early experiences
and achievements.

6. The proposition that the infant in his own right is highly influential in the
development of the relationship with the primary caregiver.

7. An understanding that the quality of the interaction between caregiver and child
influences myriad aspects of social and relational development, including affect
regulation, self-esteem, peer relationships, and psychopathology throughout life.

8. A belief that the capacity for self-awareness, self-reflection, and mentalization
emerges out of a sufficiently attuned, flexible, and mutually enhancing mother–
infant relationship.

9. A belief that psychological health comes from an early environment that is good
enough, but not perfect. For example, moments of misattunement and frustration
are necessarily part of early life and serve to promote healthy development if
managed properly by a consistent caregiver.

10. A primary infant–caregiver relationship is fundamental to representation and
experience of self and other. This fundamental relationship becomes generalized,
although other relationships and subsequent experiences also continue to shape
and inform identity and experience.

Separation–individuation theory and attachment theory both emphasize that chil-
dren’s behaviors are organized around relationships with caregivers and that iden-
tifying patterns and tendencies illuminates how a child understands and perceives
himself and his environment. Both theories also emphasize the primacy of reciprocal
aspects of the mother–child relationship and look to what both mother and baby bring
to the interaction. The hallmarks of a secure attachment and a successful separation–
individuation process is a balance of autonomy and relatedness, the capacity to be
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with and rely on another while maintaining a clear sense of self and regulating emo-
tions appropriately. “The goal of separation-individuation theory is to understand
the intra-psychic process of each child on the way to reaching object constancy . . .

Attachment theory has enriched our understanding of developmental processes, but
it has not contradicted the basic steps of development as articulated by separation–
individuation theory” (Bergman and Harpaz-Rotem 2004, p. 557). Self-regulation
and affect-regulation are fundamental to the mother–child interaction (Fonagy et al.
2002).

Attachment theory and separation–individuation theory both promote the idea
that a mother’s overall parenting attitude is consistent over time. However, much
variability in parental behaviors is possible, especially in an insecurely attached
mother. For example, a mother’s ability to delight in her child and to understand her
child might change with time (Mahler et al. 1975). Both Bowlby and Mahler agreed
that consistency is critical for optimal development, and this is especially true in
regards to the mother’s flexible, predictable, and understanding attitude towards her
infant. In the context of this good-enough mother–child relationship, intrapsychic
development proceeds smoothly along predictable lines. However, in the face of
relational uncertainty, the journey to adolescence can be complicated and painful.

Attachment theory traditionally focuses on stability over time, and more recently
considered what might change within a caregiving situation or family over time, what
can contribute to changes in internal representations and thus patterns of attachment
(van IJzendoorn et al. 2000). Separation–individuation theory starts from the as-
sumption that some variability is inevitable and looks to how infant and mother work
together to establish the kind of consistency and stability that is essential for self and
object-constancy, and for providing a foundation for future growth, development,
and adaptive functioning (Blum 2004).

A Case Study: Anna and Wendy W.

The case described here comes from a larger research project that incorporated obser-
vational data from the MCC and used psychoanalytic perspectives on development
and attachment theory in a collaborative way (Blom 2009). The first author reex-
amined observational data of infants who attended the MCC, using a coding system
based in the child development literature, including the literature reviewed earlier in
this chapter. This reexamination provided a detailed story of the participants’ early
experiences from about 18 to 24 months of age, and an overview of each child’s
developing capacity for representations of self, other, and relationships. The first
author then interviewed several of these original participants using the AAI and ad-
ministered several self-report questionnaires that assessed self-esteem, psychological
symptoms, and life-events. AAIs were examined for overall attachment classifica-
tion, and also for sub-classifications, individual experiencing scales, and content, all
of which was incorporated into a story of the participants’ adult functioning.
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The following case study draws on data from two subjects who were sisters. Using
an approach to data analysis that integrates separation–individuation theory, attach-
ment theory, and related work, it is possible to examine these sisters’ infancies and
adult lives in a systematic and empirically based way. This follow-up work illus-
trates the benefits of integrating theoretical orientations and highlights the nuances
of normal development.

Often in clinical work, there is a tendency to believe we can know what came
before with adult patients and what will come with child patients. These are po-
tentially dangerous tendencies. The story of these two sisters shows that very early
experiences and ways of being get carried forward into adulthood and also that
sometimes things change over time in sometimes unexpected ways. Similarly, what
might appear as positive or negative aspects of early relationships can end up having
the reverse effect over time. The study epitomizes attachment theory’s emphasis on
continuity/inflexibility of mental representations while offering an opportunity to
examine transmission gaps, in the context of important dissimilarities in the sisters’
interactions with and internalizations of their mother.

Anna and Wendy W. in Infancy

The W. family was active at the MCC for many years. Anna’s attendance began when
she was less than a year old. In intake materials, Mrs. W. described her as “cunning,
endearing, lovable, shy, sensitive, robust, even-tempered.” Wendy was born when
Anna was 28 months old. Observers often noted a change in enthusiasm in Mrs. W.
after Wendy’s birth. She described her second daughter as “her child.”

Observations of Anna described her as very other-directed, which seemed to
emerge from her mother’s inconsistent attention and frequent requests for her to
perform for observers. Anna regularly sought others in her mother’s absence and
was attentive to what was happening around her, independently of her mother’s
presence. However, Mrs. W. showed little spontaneous interest in Anna, who seemed
almost desperate to engage her mother when she was close by. Anna was observed to
struggle with conflicting emotions when faced with reunions, and worked to avoid
separations. She persisted in seeking contact with Mrs. W. even when faced with
her mother’s irritation. Overall, Anna’s behavior was characterized by a desire to be
with her mother and those at the center, and to solicit positive attention.

This example illustrates a typical observation of Anna:

Anna selected one of the books and brought it over to her mother. She climbed onto Mrs.
W.’s lap and Mrs. W. asked her, ‘wee wee? Do you want to wee wee? Are you sure?’ Anna
shook her head. Whenever Anna would start to fuss, Mrs. W. would read a few lines of the
book, but then go right back to her talk with the others. At one time, when Mrs. W. stood
up, Anna tried to climb into her mother’s chair. Mrs. W. lifted her out, saying ‘I have to read
my paper.’Anna looked at a book by herself on the floor.

Mrs. W.’s preparations for separations sometimes elicited Anna’s obvious distress,
which kept Mrs. W. close for a little longer. Additionally, small frustrations inhibited
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Anna’s ability to explore. Anna’s object constancy at this time was characterized by a
precarious sense of others as available. Awareness of changes to her environment and
her mother’s proximity, rather than allowing Anna to shift her attention and regulate
corresponding emotions, had the effect of destabilizing her sense of security.

Wendy, Anna’s younger sister, was described as an attractive and active little
girl who, like Anna, had to work hard to solicit her mother’s attention and maintain
engagement. However, unlike Anna who could involve herself in a range of activities
with various people, Wendy was more exclusively focused on her mother and on
those adults whom her mother preferred. Thus, Wendy often engaged in behaviors
that elicited Mrs. W.’s attention in indirect ways, like needing help or exuberance.
Wendy’s high level of activity developed as a way to get her mother’s attention,
positive or negative.

Mrs. W. was often described as playing it up for observers, and as showing
annoyance when Wendy’s attempts to engage her interrupted other activities. For
example, at age two, an observer noted that when Wendy “ran to her and clung to
her leg, Mrs. W. at first did not react to this . . . but when she saw she was being
observed, she leaned down to be more affectionate with Wendy.”

In Wendy’s internal world, she was an extension of her mother’s social persona,
and love depended on being sufficiently entertaining. In contrast to Anna, Wendy
typically became sad and withdrawn in her mother’s absence. Mrs. W.’s attention and
was not based in an intrinsic valuing of Wendy’s own experience, and thus Wendy’s
experience was dependent on her mother’s state of mind. Wendy’s activity appeared
in the context of a distracted and self-centered maternal figure. Her early behavior
suggested inconsistent and unpredictable object relationships. Wendy had difficulty
occupying herself and regulating emotions and interactions, without her mother’s
direct feedback or participation.

Wendy was often intense, aggressive and oppositional, or inconsolable. She could
also be “adorable” and “flirtatious.” For example, at 19 months old, an observer
described witnessing how “very frequently strangers would come up to her, talk to
her, and say what a beautiful child she was.” When her mother was close by Wendy
sought out substitute adults almost twice as often as when her mother was absent.
She seemed to recognize that it was often easier to seek contact with a familiar
adult than with her mother. Likewise, interactions with observers seemed to catch
her mother’s attention in ways that Wendy’s direct appeals did not. When Wendy
succeeded in getting recognition and praise from others, her mother was particularly
animated and attentive. She learned how to coax her mother into an observing state.
While she had developed a clear representation of her mother’s wants and needs,
Wendy’s sense of self and of her own needs and preferences seemed diminished.
Wendy was occasionally playful but she was more typically described to have “no
real relationships” with the other children, and had trouble comprehending that others
might want to seek her out.

Internal conflict and confusion related to self-efficacy emerged as, for example,
distressed outbursts served to engage mother at one moment and annoy her the next.
The observations indicate the absence of reliable strategies for negotiating contact,
separations, and reunions. Wendy did not often look for her mother, suggesting she
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had learned that such efforts were futile. Similarly, Wendy at times displayed no
awareness of her mother’s departure. All of this indicates an internalized sense of
self as undervalued, and an internalized representation of the other as selectively
responsive to direct and indirect appeals.

When attending to her daughter, Mrs. W. tended to adopt a sarcastic voice and
to mock direct expressions of need—at times in frustration and at other times as
entertainment. However, she could also be more attentive and less sarcastic when
she thought others were not around. Thus Wendy internalized attachment needs as
undesirable things to avoid conveying to others. Her behavior overall indicated that
she had internalized a maternal object, who valued Wendy to the extent that she could
function as an extension of her mother’s social world and minimally intrude on her
mother’s own needs and interests.

Overall, the observational data presented two very different little girls, and
their unfolding interactions with an ambivalent mother who clearly favored her
younger daughter. A close examination of phenomena elucidated by both separation–
individuation theory and attachment theory, including separations, reunions, appeals
for attention, interactions with peers and adults, and behavioral strategies used to
manage closeness and distance from caregivers, facilitated a complex understand-
ing of the W. girls. With this knowledge, their adult functioning is expectable and
surprising in a number of ways.

Anna and Wendy W. in Adulthood

Anna’s follow-up material was strikingly consistent with the observational data in
terms of her ongoing struggle for a sense of efficacy and acceptance, in particular
when faced with challenging family circumstances. At age 46 she stated, “I am an
overachiever who always feels a little incompetent, but rationally I know that I do
more than most people.” Similarly, she reported difficulty balancing her own emo-
tional needs in the face of others’. Endorsing a moderate degree of psychological
distress characterized by self-doubt and hopelessness, her capacity for object con-
stancy was compromised. These were maybe expectable outcomes based on what
was observed when she was a child.

However, in the context of these internal conflicts, Anna conveyed a strong sense
of self, including an awareness of her difficulties and appreciation for her abilities.
She offset daily challenges with a sense of pleasure and satisfaction in many areas of
her life. Overall, Anna had a fairly reasonable and balanced understanding of herself
and important others in spite, or perhaps because of, her sensitivity to interpersonal
dynamics.

Notably, Anna’s AAI received a secure classification, even though the content of
her recollections was less than ideal and reminiscent of the observational data. Anna
described her early relationship with her mother as “distant,” “adversarial,” “cre-
ative,” and “strained.” She explained by saying: “my memories are more memories
of things that didn’t happen.” For example, she had no memories of being held as a
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child. However, she was an active and collaborative participant in the interview pro-
cess and conveyed a realistic and balanced perspective of her experiences in infancy,
and a clear valuing of attachment relationships.

Furthermore, Anna was also able to separate childhood experiences from her
adult perspective, and keep them in mind when caring for her own children. She
described not being able to leave her baby alone when distressed because it did not
seem right “from a baby perspective.” Therefore, in spite of a difficult and neglectful
early relationship with her mother, Anna developed curiosity about herself and re-
lationships that promoted an autonomous approach to her own parenting. Her focus
on maintaining closeness and negotiating intimacy facilitated significant emotional
development and capacity for affect regulation. Her insecurities and tendency to min-
imize or restrict unpleasant early experiences did not overwhelm her in a way that
inhibited closeness and engagement. Given her mother’s difficulty in understand-
ing Anna’s behavior, and her inconsistent and highly context-dependent attention,
Anna’s insecurities were perhaps expectable, while her competencies and resilience
were not.

As expected, Wendy’s adult perspective and psychological functioning was quite
different from Anna’s, but in unexpected ways. The preferred daughter who focused
so much energy and attention on her mother, Wendy had an AAI which was clas-
sified as derogating/dismissing. She revered independence and scorned closeness
with others. She claimed she was unable to recall specific details of longstanding
relationships. While Wendy demonstrated some perceptiveness when she evaluated
her mother’s behavior and described her experiences, she utilized psychological de-
fenses of minimization, devaluation, and isolation of affect when she was stimulated
by current and past experiences with family members. For example, Wendy de-
scribed seeing film of herself as a young child, visibly very upset when separated
from her mother; however, she did not remember ever feeling that distressed, and
denied having the same “problem” as childhood peers who had trouble separating
from their parents for extended periods. When upset as a child, Wendy described
rocking herself alone for hours, highlighting her experience that others were not
sources of comfort or consolation.

Closer analysis of Wendy’s recollections revealed continuity between the early
observations and her adult perspective. While dependence and intimacy were explic-
itly discouraged in the W. family, Wendy remembers feeling as if her mother needed
her close by. This resonates with when Wendy was observed to function as an exten-
sion of her mother. Wendy used “needy” to characterize their early relationship. To
illustrate, she described:

. . . being up in my mother’s room and she’s busily doing stuff and I’m sitting there and
coloring and she’s just ignoring me, she doesn’t say anything about the work I’m doing . . . .
But she wants me to do it in her room with her so I want her to pay attention to me, but she’s
not – but I can’t go somewhere else, because she needs me to be there to keep her company.

This illustrates persistent contradictory and conflicting internalized object represen-
tations: On the one hand, Wendy was needed by her mother and discouraged from
exercising autonomy; at the same time, she was actively rejected. Likewise, she
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wanted to be attended to by her mother, but could not ask directly for attention and
felt ignored.

As an adult, Wendy related that her thinking has been “very black and white”
and that like her parents “I’m somewhat guarded.” She described an ongoing effort
to establish appropriate boundaries with her parents and with others. She continued
to feel as if her mother’s happiness was dependent on her own success. Although
working hard to gain her mother’s affections was a source of regret and frustration,
it remained an active part of her emotional life.

On self-report measures, Wendy skipped questions about intimate relationships;
she endorsed problems expressing feelings, and a tendency to distance herself from
others. She was very concerned with losing her independence. She endorsed a high
degree of self-esteem, and it is likely that defensiveness related to accomplishments
and abilities led Wendy to exaggerate feelings of self-worth. This is consistent with
a dismissing AAI in which the importance of positive appraisals from others is
minimized as a defensive strategy to avoid feeling rejected or neglected. Mrs. W.’s
conditional attention appears to have contributed to Wendy’s difficulty trusting those
around her to be consistent, available, and valuing of her experiences.

Overall, Wendy seemed to identify with her mother’s habit of extracting herself
from interpersonal scenarios when called upon to attend to the emotional needs of
another, as well as Mrs. W.’s tendency to focus on how others function for her.
She actively devalued positive aspects of closeness and dependency, emphasized her
ability to take care of herself, and talked about relationships in terms of personal
gain. She said: “I’m secretive, I mean I always sort of think you can manipulate
people to do what you want . . . . I’ve been in a lot of relationships with people I
shouldn’t have been for very long ‘cause they weren’t gonna give me what I want.”
The little girl who tried hard to entertain her mother, and whose engagement with
her surroundings was so dependent on her mother’s presence, learned how to repress
the need for intimacy.

Discussion

Anna andWendy showed a range of ways of interacting with their mother, coping with
separations, and being with other children and adults. This variability appears to be
founded on differences in the achievement of an internalized stable and loving image
(of self and other) and the ability to rely on that image when mother was physically or
psychologically unavailable (Mahler et al. 1975). Analysis of the observational data
revealed aspects of internal representations and provided insight into the development
of strategies for negotiating closeness and distance. Development, in the context of
a good enough mother should ensure that a child engages in the world with flexible,
successful strategies. Neither Anna nor Wendy demonstrated this as children. The
optimal relationship in infancy (and throughout life) is a balance of closeness and
independence. Over-reliance on one behavioral strategy—like seeking a mother-
substitute when mother is physically or psychologically unavailable—is insufficient.
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The child who has internalized an available and loving caregiver should be able to
engage in his environment with flexibility and find ways of meeting developmental
needs across contexts.

The ability to review several months of observational data facilitated a compre-
hensive understanding of Anna and Wendy’s early development, which highlights
the importance and utility of a psychoanalytic approach to early development, espe-
cially in the context of understanding a child’s functioning and development. One
observation, no matter how detailed, can only reveal so much about a child’s internal
world. A sick child might stay close to mother one week and be more independent
the next; an argument at home can linger in interactions somewhere else. Thus, being
able to enter into the day-to-day patterns of relating and interacting between moth-
ers and children allows for a more valid and reliable perspective. The importance
of understanding context is of value for clinical work, especially the understanding
that children behave differently in different situations. This perspective counteracts
trends in attachment theory, which relies on the Strange Situation for data about a
child’s internal representations, and also traditional psychoanalysis, as influential
analysts like Melanie Klein were largely unconcerned with a child’s actual mother
or real circumstances.

After considering early observational data, it seems that both Anna and Wendy
demonstrated highly conflicted internalized representations of early relationships
that contributed to a range of interpersonal problems. How these sisters dealt with
their mothers’ psychological unavailability and the kinds of efforts they did or did
not make to establish connection with her and others was less than optimal in both of
them. While both girls worked hard to elicit their mother’s attention, Anna’s seemed
to employ a more flexible resignation that appeared to maintain some kind of contact
while minimizing explicit rejection. Anna persisted in appealing to mother, but was
often satisfied with momentary or peripheral contact. In contrast, Wendy showed
more ambivalence, often demanding attention and proximity from mother only to turn
away when she received it. Mrs. W. responded to these appeals differently, depending
in part on who was close by. These dynamic aspects of early life contributed to each
daughter’s development in unique ways. We might have predicted that they both
would provide insecure AAIs and further that Anna would be distant and removed
in relationships and Wendy demanding and clingy.

Similarities and differences between Anna’s interactions with her mother and
Wendy’s interactions with her mother are plentiful. On the one hand, Mrs. W. did not
seem to change much from Anna’s infancy to Wendy’s—she could be observed read-
ing the paper, trading recipes, flirting with observers throughout her time there—and
yet she clearly favored Wendy and interactions with her daughters were described
very differently. The notion that a mother is different with her children is not a sur-
prising one from a clinical perspective. However, from a developmental standpoint
and from the perspective of attachment theory and research, differences in recollec-
tions, identifications, and internalized aspects of early life were quite unexpected.
Particularly unexpected was how the favored daughter seemed to end up the worse
for it. This point is worth emphasizing: In this familial context, less attention was a
good thing.



A Comparative View of Theories 39

Psychoanalytic theory helps to explain these dynamics. The potential for change
in mothers over time is an important factor was a central concern for Mahler and
her team, and highlights a major contribution of separation–individuation theory.
In addition to a mother’s general consistency and flexibility, what a mother learns
from parenting one child that influences her relationship with the next, and why a
mother focuses more on one child’s development than another’s, are dynamic issues.
Winnicott (1964) believed that the capable, or practiced, mother is not necessarily
the best one. But with time, some mothers may learn how to better put aside their
needs and anxieties. Whether this happened for Mrs. W. is debatable, but her special
kind of delight in her youngest daughter was at least clear.

Other analytic writers have explored the reciprocal nature of development for
mothers and siblings and focus on the increased demands that come with a sibling.
These demands also arise from an older child who tends to regress, to become
more needy, and/or to withdraw (Kris and Ritvo 1983). A mother is faced with a
new “internal psychological dilemma” in regards to how she will love her different
children (Kris and Ritvo 1983, p. 13). Mrs. W. was open about her preference for
Wendy, even in Anna’s presence. How this translated into meaningful differences
in her interactions with her children, and consequently their developing internal
representations of self and other, is less clear. She seemed to take a more active
interest in Wendy, yet without being necessarily more attuned to her. Mrs. W.’s
affinity for Wendy may have been beneficial for Anna in the end. In the end, Mrs.
W.’s decreased focus on Anna likely facilitated her development in ways that allowed
for a secure attachment organization in adulthood.

Attachment theory is becoming more focused on these issues and ideas. In their
meta-analysis, van IJzendoorn et al. (2000) examined the attachment organizations of
three groups of mothers and siblings from different countries, and evaluated a number
of other dimensions, including maternal sensitivity, gender, and the age difference
between children. Their data indicated that a child’s attachment organization can
change with the birth of a sibling, with only modest rates of attachment concordance
between siblings, including twins. Maternal sensitivity was a factor, but only in that
maternal insensitivity explained a large portion of the concordance of siblings with
insecure attachment organizations. While counterintuitive for attachment theory,
these results are hardly surprising from a psychoanalytic perspective, which has
always emphasized the unique, highly individualized nature of relationships.

For Mrs. W. and her daughters, an integrative approach to understanding their
lives revealed surprising and unsurprising aspects of their experiences and recollec-
tions years after the initial observations were recorded. A comprehensive exploration
of these continuities and discontinuities benefits from an integrative approach based
in psychoanalytic ideas and attachment research and that enhances a truly devel-
opmental perspective. Psychoanalytic principles, and specifically those elaborated
by separation–individuation theory, provide a dynamic framework to understand
the range of experiences that can inform typical development. Important to keep
in mind is that normal is synonymous with optimal. Attachment theory illuminates
how patterns of thought and behavior are transmitted between parents and children
and provides a framework for anticipating what is typical or expectable in a range of
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circumstances. Together, these approaches provide complementary and mutually en-
hancing facts and principles, filling in gaps for each other, and offering new direction
for future work.
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Securing Attachment: Mother–Infant Research
Informs Attachment-Based Clinical Practice

Donna Demetri Friedman, Leyla Ertegun, Tina Lupi, Beatrice Beebe
and Sara Deutsch

Introduction

Early theorists paved the way for an understanding of the importance of the parent–
child relationship (Bowlby 1958, 1960; Fairbairn 1963; Spitz & Cobliner 1965;
Winnicott 1956, 1965). Bowlby, an avid student of nature and of Darwin’s nine-
teenth century theory of evolution, shifted research in infant development away from
Sigmund Freud’s concentration on the primacy of individual human instinctual en-
dowment. He instead emphasized consideration of the significant role played by
the caregiver. Similarly, Ainsworth et al. (1978) upheld that maternal sensitivity
is central to infant attachment security. Bowlby (1958, 1969) believed that infant
attachment behaviors are used to maintain proximity to and contact with the pri-
mary caretaker, contributing to a bond that ties infant and caregiver. Alertness to
infant signals, appropriateness and promptness of response, flexibility, and capacity
to negotiate conflicting goals are aspects of maternal sensitivity (Jaffe et al. 2001).

Winnicott (1965), also an influence on researchers in the United States, used “hold-
ing” (p. 44) to describe a state similar to what Bowlby (1958) referred to as “a secure
base” (p. 11). “Holding” designates a nurturing and regulating provision, first from
the primary caretaker, and gradually from the greater environment. The “holding”
state sustains and protects the proper conditions for the infant’s gradual incorporation
of elements essential to development, producing the least possible interference with
a “good enough” (Winnicott 1965, p. 145) natural progression. Equanimity hinged to
sensitive caregiving in a climate of well-timed mutual exchanges between infant and
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caregiver contributes to the infant’s progressive development (Beebe 2003, 2005;
Brazelton et al. 1974; Stern 1971, 1977; Trevarthen 1977, 1998).

“Good enough” mothering suggests a maternal manner that is positioned to bal-
ance patient attentiveness, lack of intrusiveness, attuned and contingent interaction,
and the capacity to facilitate development through a system of well-timed correc-
tions of interaction errors (Cohn and Tronick 1988; Lyons-Ruth 1999). A hallmark of
“good enough” mothering is that it also includes the capacity to tolerate the infant’s
need for gradual experiences of separateness and self-regulation, as exemplified
by an infant’s need to look away when overstimulated. For example, when an in-
fant averts its gaze from her, a “good enough” mother understands that this action
likely evidences the infant’s overstimulation and allows a temporary break in the
interaction—rather than viewing the looking-away as a form of rejection or a failure
on her part to keep the infant interested.

Parent–Infant Research

In the 1960s, Ainsworth conducted a seminal longitudinal study of 26 pairs of moth-
ers and babies in their natural settings. Trained observers visited the subjects in their
homes in Baltimore, Maryland for four hours at a time, every three weeks during the
first year, making notes on the infants’ behavior and mothers’ sensitivity in respond-
ing to the infants (Ainsworth and Wittig 1969). Ainsworth and Wittig developed a
laboratory experiment, the Strange Situation, to observe babies’ responses to several
discrete situations: being in a new place, meeting an adult stranger, being separated
from their mothers for a brief period, and being left alone in an unfamiliar place
for a brief period. Experienced coders then used scales to rate the intensity of inter-
active behavior in four areas: proximity and contact seeking; contact maintaining;
resistance; and avoidance (Ainsworth and Wittig 1969).

Using the coded observations, Ainsworth categorized patterns of attachment into
three major groups: secure, anxious/avoidant, and anxious/ambivalent. Securely
attached infants are able to use the attachment figure as an effective secure base
from which to explore the world. When separated from the mother, secure ba-
bies approach the mother upon reunion and seek a degree of proximity to soothe
themselves.Anxious-avoidant babies are covertly anxious about the attachment fig-
ure’s responsiveness and have developed defensive strategies for managing their
anxiety. Upon the attachment figure’s return, these babies act in a detached way,
failing to greet the mother, ignoring her overtures and acting as if she is of little
importance. Anxious-ambivalent babies upon reunion with their mothers both resist
and cling, often displaying anger toward the mother (Ainsworth and Wittig 1969).

Ainsworth’s work became the pivotal force for an enormous surge in infancy
research in the United States. Following in Ainsworth’s footsteps, psychologists
conducted the first wave of important infancy research, which then provoked interest
among others working with children and their mothers (Beebe 2003, 2005; Sroufe
1985; Waters et al. 2000). Notably, later research suggested that infant attachment
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security predicted several developmental outcomes including school performance,
affect regulation, and psychopathology (Arend et al. 1979; Erickson et al. 1983;
Kobak and Sceery 1988; Lewis et al. 1984; Lyons-Ruth et al. 1993; Sroufe 1985).
Further, infants of depressed mothers are at risk for insecure attachments (Murray
and Cooper 1997).

As the theoretical thinking shifted from the individual psychoanalytic perspec-
tive to the attachment based parent–child perspective, Stern (1971, 1974, 1995) and
others (Beebe 2003, 2005; Giannino and Tronick 1988) pioneered the microanalytic
investigation of bi-directionality in the parent–infant relationship. Stern described
bidirectional attributes such as contingency in which each dyadic partner’s behavior
predicts the other’s behavior. Optimal cueing within a dyad occurs when sensitive,
well-timed responsiveness results in correspondence of affect states in both mem-
bers of an interactive pair. Beebe (2003) commented on the value of attaining this
coordination: “It indicates that each partner senses an ongoing willingness (or un-
willingness) to be influenced, as well as an ongoing impact (or failure of impact)
on the other” (p. 52). This mutual exchange fosters what Fonagy and Target (1998)
termed mentalization. In other words, the mother’s mind is open to her infant, cre-
ating the kind of equilibrium that Tronick and Weinberg (1997) asserted is required
for infants to begin to find their own sense of agency.

Jaffe et al. (2001) conceptualized interactive regulation on a continuum, with
an optimum midrange and two poles. The two poles were defined by excessive or
inhibited monitoring of the partner. At age four months, midrange coordinated inter-
personal timing (CIT) predicted secure attachment, while low and high extreme CIT
predicted insecure attachment. Jaffe et al. (2001) consider that both infant and care-
giver create this coordination of communication, espousing a dyadic systems view.

Beebe and many of her colleagues concluded that the mutual regulation system
between mother and baby functions optimally when each member of the dyad shifts
and adjusts to the other’s cues without the rigidity or choreography implied by tight
coordination. Instead, such regulation occurs through the flexibility of attunement,
with mothers adjusting according to the perceived tempo and affective state of the
infant (Beebe and Gerstman 1980; Beebe and Lachmann 1994, 1998; Tronick and
Giannino 1986; Tronick and Weinberg 1997). These studies supply evidence that
corroborates the perception that an infant’s security is positively linked to its mother’s
sensitive handling of cues, but in a manner that is neither too tightly matched, nor
escalates arousal or neglects to provide an appropriate response.

Tronick’s (2007) Mutual Regulation Model sees infants as part of a dyadic com-
municative system. Within this system, the infant and adult mutually regulate and
scaffold their engagement with each other by communicating their own intentions
and responding to one another. Tronick created the face-to-face/still-face (FFSF)
paradigm, which is based on the idea that if infants are regulating themselves and
the state of interaction by responding to the adult’s regulatory input, then when the
adult communication is perturbed, the infant should respond by attempting to correct
it. The research indeed showed that in this situation the infants attempted to solicit
the mother’s attention and when she did not respond they eventually looked away,
withdrew or showed anger or sad affect (Tronick 1989; Tronick and Cohn 1989).
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The internal processing of experience also plays an important role in psychic
organization. In an ideal parenting situation, a responsive mother accurately reg-
isters the meaning of visual cues communicated by her infant and responds by
increasing or decreasing the level of stimulation she is providing. Infants then re-
spond accordingly. This interactive contingency—involving each partner’s use of
self- and mutual-regulation maneuvers—characterizes mother–infant interactions
(Tronick and Weinberg 1997). Infants need to develop their own sense of reality
and agency. This sense is born of dyadic attempts to repair the minor disruptions
that inevitably occur in the ordinary interplay between mother and child (Tronick
and Weinberg 1997). Infants’ psychic organization rests on the co-creation of mental
representation within the dyadic system. Mothers’ and infants’ states of mind are
built together by their attempts and failures to understand each other.

Current researchers and theorists state that “good enough” mothering (Winnicott
1965, p. 145) is most correctly understood as a co-construction by mother and in-
fant, not the work of mother alone. Cohn and Tronick (1988) assert that coordination
of infant and mother is bi-directional. Jaffe and Beebe’s research presents the ad-
ditional conclusion that “good enough” mothering (Winnicott 1965, p. 145) is not
simply a matter of bi-directionality, but also a function of the degree and intensity of
the coordination (Jaffe et al. 2001). Too much or too little coordination is not “good
enough” mothering. Mutual regulation patterns are most effective for building sta-
ble and beneficial internal representations when these patterns are flexible. “Good
enough” mothering permits the infant to sustain its own self-regulation while staying
in optimal contact with its reliable attachment figure, with allowances made for the
infant’s rudimentary autonomy.

Mother–Infant Research Predicts Attachment

Beebe et al. (2010) predicted 12-month insecure attachment outcomes, specifically
resistant and disorganized attachment patterns, from a microanalysis of 4-month
old infant–mother face-to-face communication. The results show that more contin-
gency is not necessarily better in relation to attachment security. Beebe et al. (2010)
found that infants with anxious-ambivalent/resistant attachment styles have dysreg-
ulated tactile and/or spatial exchanges with their caregivers. The “chase and dodge”
pattern that characterizes this attachment style originates in maternal impinge-
ment (“chase”) which babies orient themselves away from (“dodge”), generating
approach–withdrawal patterns. The strategy used by these infants for managing
maternal touch is to tune it out; however, doing so compromises their ability to
communicate about maternal touch. Beebe et al. (2010) propose that these infants
have difficulty feeling sensed and known when maternal spatial/tactile impingements
occur.

Conflict in the context of distressed infants is the central feature of disorganized
attachment. Failures of maternal affective correspondence and lowered maternal
contingent coordination are present in infants exhibiting a disorganized attachment
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style. These maternal deficiencies compromise infant interactive agency and emo-
tional coherence. In contrast to resistantly attached babies who have difficulty in
feeling sensed and known by the mother, disorganized infants in states of distress
experience not sensing and knowing their own internal state (Beebe et al. 2010). In
disorganized attached infants, maternal response to distress may lead such infants
to develop an internal working model of confusion about their own basic emotional
organization, and to a disturbance of the fundamental integration of their selfhood.

Beebe and others use a dyadic systems approach, examining contributions of both
infant and mother, and of self and interactive contingency across multiple commu-
nication modalities to the process of attachment formation (Beebe et al. 1992, 2000;
Jaffe et al. 2001; Sander 1977; Tronick 1989). While these researchers emphasize
locating the source of difficulty in a dyad either by finding a problem in one partner
or the other, Beebe et al. (2010) focus on both partners.

Bowlby (1958, 1969, 1973) also held a systems view. He considered patterns of
relational behavior, what activated and terminated them, and their function within the
social context. His attachment theory is consistent with a model of mutual regulation
in mother–infant research in that mother and infant both contribute in essential ways
to the attachment relationship.

Beebe’s research focus on mutual regulation has significant implications for
attachment-based clinical work. Mutual regulation is based on the premise that a
mother understands her child’s needs in part because of what is activated in her own
attachment system. Treatment informed by Beebe’s findings on mutual regulation
provides tools for parents to better mobilize their inner resources in the service of
strengthening the attachment relationship.

The Use of Video in Mother–Infant Research

Interventions using videotape have played a crucial role in mother–infant research
(Beebe et al. 1985, 2008; Beebe and Stern 1977; Tronick et al. 1978; Tronick and
Weinberg 1997). The use of video cameras, playback equipment, and computers for
managing data and computing statistical results has contributed dramatically to the
volume of infant research produced in the past four decades (Beebe 2000, 2003;
Field 1981, 1994; Stern 1974, 1985; Tronick 1989, 2001; Weinberg et al. 1998).
Infancy research, now international in scope, benefits from tremendous advances in
technology.

The Use of Video in Clinical Interventions

The use of video by the “Great Baby Watchers” (Guedeney and Guedeney 2010,
p. 3), Brazelton, Stern, Beebe, and Tronick, gave insight into the way parent–infant
interaction develops and paved the way for numerous attachment-based interven-
tions using video as a primary tool. Beebe and Stern (1977) began using video in
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parent–infant psychotherapy in order to help improve the mother–infant face-to-face
interaction and maternal attunement. Fraiberg (1980) used film to assess and inter-
vene with high-risk infants and their mothers. McDonough (1993) was one of the
first clinicians to use video to engage hard-to-reach families.

More recently, interventions using video include the “Circle of Security” project
(Marvin et al. 2002, p. 107). This intervention model uses videotape to establish an
assessment of secure base behavior that can be used in group or individual sessions,
educating parents using their reactions to the strange situation with their child with
the goal of strengthening the attachment relationship. Lyons-Ruth et al. (2005) and
Slade (2008) use video in interactional guidance with high-risk dyads to increase
self-reflective functioning in the mother.

The use of video, an outgrowth of mother–infant research, is now a major tool
for psychotherapeutic intervention and prevention. It allows clinicians to spot brief
and meaningful events that can be reviewed with the parents. It thus provides an
opportunity to focus on the young child’s reactions and interactions within the context
of developing relationships. In the midst of a difficult relationship, parents are often
unable to perceive the positive aspects of their interactions. In such cases, video
enables parents to take note of both their behaviors that enhance and impede the
attachment relationships with their children.

Using Mother–Infant Research in Clinical Practice

Beebe’s (2003) mother–infant research has had a far-reaching influence on clinical in-
tervention strategies. Her 2003 study of 4-month old infants and mothers confirms the
importance of early intervention for parent–child dyads. While attachment theory has
informed clinical practice in a variety of settings since its inception, only recently has
knowledge about the intricacies of the interaction between caregivers and babies in
the first few months of life been applied in clinical settings. The following case exam-
ple illustrates just such an application. The treating therapist for this case example was
the first author. This case was videotaped as part of the treatment, and video feedback
sessions took place with both parents. The therapist paid special attention to the de-
veloping attachment relationships between these adopted children and their parents.

Background

Ariel was adopted at the age of 13 months by an American couple from New York
City. The couple had tried to get pregnant for a long time and finally decided to adopt
a Caucasian baby from Russia. They are Jewish, he from South America and she
from the United States. When Ariel was first adopted, both of her parents were at
home with her. Her adoptive mother had taken family leave from her job for three
months. Her adoptive father works at home, so he was with Ariel until she started
nursery school. When Ariel’s mother returned to work, the transition was difficult
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for all of them. According to her parents, Ariel began to show more significant signs
of separation anxiety about a year after the adoption.

Ariel first came to the first author when she was having difficulty at age 3, while
in nursery school. Every day at dismissal, she refused to put on her jacket. Her
parents reported that she seemed to have lots of sensory issues. She did not like the
way her clothes felt. Everything she wore bothered her. Getting Ariel dressed in the
morning also became difficult. She did not like the drive to school because she did
not want to get into her car seat. She would throw a tantrum if her parents tried to
force her to do these things. She had bad dreams at night. When they brought her
to family gatherings where there were many adults, Ariel became hyperactive and
oppositional.

Her parents described the process of adopting Ariel from the orphanage. Their
first trip to Russia was to meet her and to discuss the adoption with the administration
there. It was difficult for them because they got to spend time with her, but then had
to leave her there until they returned several months later to take her home. Ariel
lived in one of the baby houses with many other children, all of them slept in the
same room. According to her parents, the children’s physical needs were met en
masse. They were all put on the toilet together. No child left the bathroom until they
all went. Her parents also speculated that the orphanage staff did not attend to the
children’s individual needs and preferences in terms of comfort, feeding, playing,
and face-to-face interaction.

Ariel’s parents described her as a cheerful girl who was curious and interested in
the toys that they brought her when they met her in Russia. Upon adoption, Ariel’s
parents changed her name: As in the Jewish tradition, she was named after her father’s
deceased grandmother. This is a great source of pride for her adoptive father. When
they left the orphanage they traveled with her in a car that did not have a car seat, and
then flew home to the United States. Ariel had never been in a car or a plane before.
Initially, her parents brought her to visit a neighbor who spoke Russian, so that she
would still be exposed to her native language. They soon stopped doing this however,
because they did not think Ariel was responding favorably to it. Ariel’s connection
to her homeland was thus ended fairly early into her life in the United States. My
reaction was that I (the first author) felt that Ariel’s parents minimized how much
this exposure meant to her and it was not clear what it meant to the parents. I also
felt angry at them for changing her name. By one year, children know their names.

Ariel’s parents were very interested in managing her oppositional behavior when
they first came to me. As they described their understanding of her presenting prob-
lems, I felt it was important for them to consider the possibility that her early
experiences in the orphanage might have impacted how she was responding to her
current environment. Initially, they were resistant to considering this and we worked
together to imagine what her first year of life might have been like. They were so
happy to have become parents that it was difficult for them to see the transition for
Ariel as anything but positive. In addition, they felt that she could not remember her
time at the orphanage.

We spent many sessions discussing the care that Ariel probably received in her
early months and her parents slowly began to make connections to her symptoms. I
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learned from them about the uniformity with which all of the children were bathed,
clothed, fed, and put to bed. We discussed the possible connections between her re-
actions to grown-ups coming together. We wondered if for Ariel “big things happen”
when the big people get together. Her father began to wonder if her aversion to the
car seat, which is not so unusual, might have been connected to her early experience
of them whisking her away in a car. The focus of the treatment was encouraging and
supporting the reflective functioning of both parents. I found it frustrating that often
they were not attuned to Ariel’s feelings and focused instead on her misbehavior. I
sometimes felt reluctant to point this out to them, but I felt that Ariel needed me to do
so. Her parents trusted me and felt I had been helpful, so they listened and seemed
genuinely to want to understand Ariel’s experience despite their own frustration.

As one might have expected, Ariel always needed to be in control, which was
particularly challenging for her parents. Over time, they began to understand that her
need for control was perhaps a result of her early attachment issues, that Ariel acted
in an overly confident manner which served to mask her attachment anxiety. As her
parents began to understand her symptoms and their potential meaning, they felt less
upset and angry by her behavior. They were able to be more empathic and to give her
choices and opportunities to be in control, while still setting limits and boundaries.
Her symptoms began to lessen and her parents began to feel more confident in their
parenting.

Ariel’s controlling behavior was particularly evident in the videotaped sessions
with her parents. As we viewed together the videotape of her playing with them,
we discussed reasons why she might need to be in control. Her parents developed
the capacity to reflect during these sessions on what her early life was like. They
speculated that very often there were things being done to her rather than her being
given the opportunity to have her own sense of agency.

WhenAriel was about 5 years old, her parents decided to adopt another child. This
time it was a boy, from the same orphanage in Russia. While we spent a good deal of
time discussing how to prepare her for her brother’s arrival, Ariel had understandable
reactions to sharing her home with a new 13-month old. While she was very protective
of him, she also began to display aggressive, oppositional, and fearful behavior. She
struggled with the idea that there would be enough love for both of them, and she
was able to express this directly. As her behavior escalated, her parents had difficulty
controlling their own frustration and anger. Again, it was a challenge for them to
see her behavior as something they should expect. They felt she was being willful
and manipulative. We returned to some of our earlier discussions about Ariel’s early
experience and how this new sibling might threaten her sense of attachment security.

Meeting Ariel

My initial reaction to meeting Ariel was that she was charming and adorable. I noted
that I felt this more strongly than I typically did with other children I worked with,
and sensed that this countertransference was important to examine. As I reflected
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on this, I realized others responded similarly to her in the waiting room: People
seemed drawn to Ariel. Ariel also appeared older than her stated age in terms of
her relatedness to relative strangers. I wondered if this ease was a façade underneath
which she might actually feel anxious. As I examined my own feelings, I realized that
I was disturbed by her pseudo-maturity. Given her lack of wariness towards strangers,
her seemingly outward lack of anxiety and her pseudo-maturity, I wondered if she
had an avoidant-anxious attachment style.

Becoming Attached: Keeping Mommy and Me Together

In one session, Ariel drew a picture of two figures that she described as herself with
Mommy. She then took glue and proceeded to put clear tape across the figures. As
I looked to her mother and father, they both smiled. I said to Ariel, “Mommy and
Ariel are together.You taped them together.” She smiled and said, “Yes, Mommy and
Ariel are together.” In a collateral session with her parents, we explored the meaning
of this action. Ariel’s mother said she felt it was significant, but did not quite know
what it meant. We discussed the idea that perhaps Ariel was telling us that she never
wanted her mother to go away. We discussed how difficult it was sometimes for both
Ariel and her mother when her mother left for work, but this was also a positive sign
that Ariel feels attached to her.

The session in which Ariel made this drawing was one of the most poignant
moments in the early treatment. As she carefully drew, I felt tenderness and warmth
toward her. I felt that I was sharing a very special moment between Ariel and her
parents. I smiled as I witnessed this and felt like I was being let in. I felt hope for
Ariel as I realized that she was becoming attached to her new mother. I saw that her
mother had tears in her eyes as she smiled as well.

Separation During a Vulnerable Time: A Break in Treatment

I worked with Ariel from the time she was 3 years old until she was about 4.5 years
old, when her symptoms had abated. While I encouraged her parents to continue in
treatment as they were considering adopting another child, they felt that our work
was done. I felt some anger toward them for this because I was concerned about the
impact of the adoption on Ariel and had hoped to assist them in helping her. We did
discuss this prior to their leaving and I expressed that they were always welcome
to call and/or return. I suspected they would return and felt that we had developed
a good enough alliance that when they felt they could use my help they would ask
for it. I respected their need to be separate from me at this vulnerable time, while
worrying about Ariel. Countertransferentially, this termination was also difficult as
I felt that the timing of Ariel’s separation from me would complicate the arrival of
her brother.
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The Betrayal: Ariel Gets a Baby Brother

Ariel was 5 years old when her parents adopted their second child. She returned to
treatment when she was 5.5 years old, as she began to once again have symptoms
of not feeling comfortable in her clothes and shoes. Ariel’s new brother Jacob was
13 months old when adopted from the same orphanage. While Ariel stated that she
was happy to get a sibling, she seemed worried, jealous, and angry.

When her parents talked about adopting another child, I felt protective of Ariel.
They seemed to dismiss her concerns and focused on the practical aspects of the
adoption process. I anticipated that Ariel would regress and worry about what the
arrival of another child would mean for her relationship to her parents. I worried
that she would feel like her parents did not have enough love and attention to give
to both her and her brother or worse that they would give her away. While this is a
normal concern for all children who first become a sibling, Ariel’s reality that her own
biological parents had given her up for adoption made this threat more significant.

Night Terrors

When they returned to treatment, Ariel’s parents expressed a need for help with
both children and with their own adjustment to the difficulty of caring for more than
one child. I felt a sense of relief that the family had returned because I had felt
worried for Ariel. Although her parents were coming to discuss Ariel’s response to
her new brother, they also wanted help with their new son. My initial response to
little Jacob was very similar to my initial reactions to Ariel. He was adorable and
very competent. Everyone in the waiting area was drawn to him. Again I wondered
what was happening internally for Jacob. Was he anxious beneath his façade of
confidence?

His parents described Jacob’s night terrors, how he would wake up in the middle
of the night and how difficult it was to soothe him. I tried to imagine what his
experience was like in his new home and wondered what his sleeping arrangements
had been like in the orphanage. I realized that his parents had not been thinking about
his transition in this way. I asked them what they knew about his early experience.
I had the feeling that they wanted to put this behind them and in doing so, were not
attuned to Jacob’s feelings. I was initially frustrated with them as I had hoped that
our previous work would have translated into greater insight during the transition for
their new child. At times, I felt that the mom was defensive. I felt that the parents
wanted to understand their children, but found it difficult to do so.

The parents explained that Ariel and Jacob slept in the same room. I asked them if
Jacob could see Ariel from his crib in the middle of the night when he woke up. They
looked at me puzzled and asked “why?” I explained that I suspected that the children
in the orphanage may have slept in a large room together and that the children might
have felt comforted by having each other. The parents explained that Jacob slept with
a large teddy bear, and that the way he slept with it told them that he had perhaps
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shared a crib with another baby. I smiled at Jacob’s father who seemed pleased to
have figured this out.

That night they moved Jacob’s crib and put a nightlight in the room so that he
could see Ariel in her bed when he woke up at night. They also had Ariel lay down
on the bed before Jacob fell asleep so that he could see that she was there. What they
figured out was that he did not know his sister slept in the room because she went to
bed later than he did. Jacob did not have night terrors after this.

Falling Apart

One session, I came out to get Jacob and his parents in the waiting room and found
Jacob lying in the hallway crying. His parents looked paralyzed. They were ten feet
away from him as he kicked and screamed on the floor. I slowly moved toward them,
and they explained that, when this happens, Jacob does not want them near. I lowered
my body as I slowly moved toward him. I said, “Jacob is very upset right now and he
is having a hard time letting mommy and daddy comfort him but they are right here
with him.” While I spoke, I matched his facial affect and I encouraged his parents
to approach him slowly. As they moved toward him, he began to calm down and
eventually he let his mother pick him up. This felt like an important moment for all
of us as Jacob was calmed, and his parents felt more competent in their ability to
soothe him.

You Are Scaring Me

There were several sessions in which Ariel showed me her anger and underlying fear.
In one session, she wanted to throw a ball to me and began doing so very hard, to the
point of frightening me. I asked if she could throw it less hard because it frightened
me. Initially, this was hard for her to do. We talked about what it feels like to be
frightened. At this point, Ariel hid her own fear, but had induced it in me. Not long
after that session, she had a nightmare that a vicious animal was going to devour
her. It was terrifying to her. Upon further exploration, I discovered that both of her
parents had been pretty scary lately in their attempts to discipline her. I discussed
this with them alone and then we talked with Ariel about how they would try very
hard not to yell because they understood that it frightened her. When I met with her
parents, we wondered about Ariel’s early life at the orphanage and hypothesized that
it was traumatizing. Perhaps her father’s yelling was triggering this early trauma and
frightening her.

The next session, Ariel announced that she figured out how to stop the bad dreams.
She said she was sleeping with her stuffed animal and, as long as she did, she felt
better. I asked her how she figured this out, and she responded that after last week
she was thinking about it. I hoped this meant Ariel felt effective in communicating
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her fear. I worried, however, that she might believe that she had to figure out how
to soothe herself and, like many avoidant children, had had to take care of her own
needs. I expressed how positive it was that she comforted herself with the stuffed
animal and that she also let me know how scared she was. I told her it was helpful
because we could let her parents know what scares her and then they could respond.
Ariel did not behave aggressively toward me in that session or in any subsequent
sessions.

Later in the treatment, Ariel announced that parents do not always do what they
are supposed to, even if you tell them. She explained that her father had been yelling
again. Ariel began to exhibit a new symptom at this point: a tick in which she would
incessantly wipe her eye with her index finger. When I observed this, it looked as
though she were wiping away tears. I askedAriel how she felt about her father yelling
even after we talked about it. She looked at me and stated it made her mad. I validated
this feeling and then looked at her very sad face; I found myself matching the sadness
in my own expression. We looked at one another for a while that way until Ariel said,
“and maybe it makes me sad too.” We were later able to share her feelings with her
parents and they were able to validate them as well. The tick subsided.

As I worked with Ariel and Jacob, I often wondered what their early caregiving
was really like. Were they responded to when in distress? Were they helped to regulate
their internal states of arousal or were they left to self-regulate? What was the early
face-to-face interaction like? The use of videotape in this case helped the parents to
see how they were interacting with the children, both verbally and nonverbally. We
imagined together what each child felt during their first year of their life. As a result,
Ariel and Jacob’s parents were able to create a different, more attuned relationship
with them as the attachment between them developed.

Analysis of the Case

The case of these adoptees illustrates how the use of an attachment-based intervention
informed by parent–Infant theory and research can make a significant difference
in the lives of very young children. The clinical approach in this case is based
on Bowlby’s theory of attachment. Ariel, in her first year of life, did not have a
consistently and sensitively attuned primary caregiver. Being treated like all of the
other children in the orphanage in terms of toileting, bathing, holding, and feeding,
created an attachment style in which she needed to be pseudo-independent. Her
avoidant attachment style served her well, as she was not too demanding (Ainsworth
and Wittig 1969). This coping strategy, along with her charming personality, likely
helped her create proximity to the orphanage caregivers. Over time, Ariel began to
develop a more positive attachment relationship with her parents. She demonstrated
her attachment through her drawing of her mother and herself taped together.

Her parents’ consistent, sensitive caregiving paved the way for Ariel to expect
something different in terms of an attachment relationship. She was able to express
her needs more directly, first through her actions and behavior and later with words.
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Understandably, in times of transition or change, she felt less secure, more anxious,
and became symptomatic. These times of regression were opportunities for her adop-
tive parents to demonstrate a concern for her experience of the situation and attend
to Ariel with a relatedness that contrasted with how she had been responded to in her
first year of life.

Winnicott’s (1965) theory on holding and creating a facilitating environment is
relevant in this case. Ariel’s issues with her clothing not feeling right and her refusal
to wear her coat are examples of difficulty in early holding environments. The uni-
formity with which each child was clothed in the orphanage is an example of a lack
of sensitivity to children’s needs. Ariel is a child who gets overheated more quickly
than other children but her early caregivers did not take this into consideration. In
addition, multiple caregivers do the actual holding of the children in the orphanage
and apparently less frequently than needed. Helping her parents understand this al-
lowed them to individualize her care and provide a new holding environment for her.
Her parents were mindful of her unique needs and tailored their responses to her as a
result. For example, they allowed her to wear shorts until late in the fall because she
tended to be hot much of the time. In addition, her parents held her literally when
she sought comfort but also respected her need at times for space. They allowed
her to make her own choices about clothing, food, toys, etc. They provided a safe,
consistent, and stable home with extended family, friends, and a strong community.

Tronick and Giannino’s (1986) concept of rupture and repair applies to this treat-
ment case. Empathic attunement to moments when Ariel frightened the therapist
repaired her early ruptures of being frightened by allowing the therapist to feel the
way she had. This use of projective identification allowed the therapist to interpret
Ariel’s fear and repair the rupture regarding her adoptive father frightening her.

Facilitating the parents’ ability to mentalize the states of their children was espe-
cially helpful in this treatment (Fonagy and Target 1998). Watching the videotapes
together was an important tool in facilitating the parents’ ability to imagine what
Ariel was thinking and feeling and what she had experienced early in her life. Once
they were able to envision the lives of their children in the orphanage and its im-
pact on their emotional states, the parents focused less on behavior and more on
understanding the meaning of the behavior and the feelings behind it.

These are examples of how attachment-based clinical work can be highly effective
with at-risk children using multiple theoretical perspectives and research. There is
tremendous opportunity to help families using this approach. Specialized training
in this work is necessary in order for clinicians to be able to maximize positive
outcomes.

Conclusion

This chapter demonstrates how mother–infant theorists and researchers have influ-
enced clinical practice. It traces how the research on attachment and mother–infant
face-to-face interaction is being used to intervene and prevent difficulties in the
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parent–infant relationship. It highlights how videotape, once primarily used in ob-
servation and research, is now used in clinical settings. It demonstrates that videotape
can serve as a useful clinical intervention; as with research, the ability to see what the
naked eye cannot, or to see their interaction with their child after the actual moment,
provides rich insight for parents and clinicians alike.

The case example demonstrates that with this knowledge base and the ability
to videotape, less than optimal early parent–infant relationships can be repaired.
Engaging parents in the process of understanding the meaning of their children’s
behavior and helping them to better attune, hold, and nurture their young children
is both possible and potentially quite effective. The early attachment relationships
that are forged in the first year of life can be modified through different patterns of
caregiving. Supporting families in providing “good enough” parenting is possible
when the clinician is working from a perspective of attachment. A “secure base”
(Bowlby 1958, p. 11) can be created with the caregivers within the context of the
therapeutic work, providing the groundwork for the child to attain more positive
outcomes in the future. The earlier the clinician intervenes, the more opportunity
there is to minimize negative effects and optimize the child’s potential. This is a
hopeful prospect.
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Using Modern Attachment Theory to Guide
Clinical Assessments of Early Attachment
Relationships

Allan N. Schore and Ruth P. Newton

Introduction

In an editorial of a recent issue of the Journal of Child Psychology and Psychiatry
entitled “Developmental neuroscience comes of age,” Leckman and March (2011)
describe “the phenomenal progress of the past three decades in the developmental
neurosciences” (p. 333). Summarizing the critical meaning of this rapidly expanding
body of research for a deeper understanding of human development, they assert,

Over the past decade it has also become abundantly clear that . . . the in utero and immediate
postnatal environments and the dyadic relations between child and caregivers within the
first years of life can have direct and enduring effects on the child’s brain development and
behavior . . . Indeed, the enduring impact of early maternal care and the role of epigenetic
modifications of the genome during critical periods in early brain development in health and
disease is likely to be one of the most important discoveries in all of science that have major
implications for our field. (p. 334, emphasis added)

Leckman and March conclude that “A scientific consensus is emerging that the ori-
gins of adult disease are often found among developmental and biological disruptions
occurring during the early years of life” (p. 333). Similarly, in the psychiatric liter-
ature Insel and Fenton (2005) assert, “Most mental illnesses . . . begin far earlier in
life than was previously believed” (p. 590).

In fact, recent approaches integrating neuroscience and pediatrics focus on reduc-
ing significant stress and adversity in the early periods of childhood (Shonkoff et al.
2009). Attempting to forge tighter links between advances in developmental theory
and research with innovative clinical applications, Shonkoff (2011) calls for “early
childhood policy and practice” to have a better understanding “of the extent to which
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early experiences are incorporated into the developing brain, for better or for worse”
(p. 982). He suggests that “interventions that enhance the mental health, executive
function skills, and self-regulation capacities of vulnerable mothers, beginning as
early as pregnancy, suggest promising strategies to protect the developing brains of
their children” (p. 983). Congruent with this proposal, researchers studying the de-
velopmental neurobiological basis of human attachment assert, “Understanding the
motivational basis of healthy and at-risk parenting may open new theoretical vistas
and clinical opportunities and may lead to the construction of more specific interven-
tions that can target disruptions to maternal–infant bonding at an earlier stage and in
a more accurate manner” (Atzil et al. 2011, p. 11).

Thus, the next step forward would create more efficient programs of early inter-
vention and prevention which require that clinicians working with children under
five incorporate recent data from neuroscience on brain development into their
clinical assessments of primary attachment relationships. Because development in
infancy occurs within the relational context of nonverbal, implicit nonconscious in-
fant/caregiver attachment dynamics, clinicians assessing these early relationships
must also be able to integrate recent advances in developmental psychoanalysis
and neuropsychoanalysis on the early relational development of the unconscious
mind into their early interventions. In line with current relational psychoana-
lytic approaches, clinicians must do more than objectively observe a particular
maternal–infant relationship. Rather they need to act as participant–observers who in-
tersubjectively join, feel, attune to, and resonate with the nonverbal, implicit world of
affective communications that lie at the core of the mutually constructed attachment
system.

Stern (2005) states, “Without the nonverbal it would be hard to achieve the em-
pathic, participatory, and resonating aspects of intersubjectivity. One would only
be left with a kind of pared down, neutral ‘understanding’ of the other’s subjective
experience” (p. 80). This dictum applies directly to clinical mother–infant attach-
ment assessments. Alluding to the limitations of relying too heavily on adult verbal
mechanisms in understanding infancy, he beautifully describes the impact of learning
verbal language on the nonverbal child “whose comfortable, rich, implicit, pre-verbal
world is fractured into unrecognizable pieces by attaching language to his implicit
experiences . . . The loss is of wholeness, felt truth, richness and honesty” (Stern
2004, p. 144). It is this implicit world—prior to language—that clinicians assess,
especially in cases where a preverbal infant does not have a comfortable relationship
with his primary attachment caregiver.

Modern attachment theory (Schore and Schore 2008) advances Bowlby’s (1969)
basic tenet that attachment is biological in nature and in the service of infant pro-
tection to the primacy of the attachment relationship in emotional regulation, the
structural connectivity of the right hemisphere, and the development of the implicit
self. This expansion of Bowlby’s seminal ideas allows for “new understandings in
clinical assessments, shaping therapeutic interventions from relevant theory, and
providing a unique awareness of the adaptive nonconscious functions of the im-
plicit self” (Schore and Schore 2008, p. 17). As opposed to classical attachment
theory which focuses on behavioral and cognitive development in infancy, modern
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attachment theory describes the earliest stages of social and emotional development,
emphasizing the central roles of affect communication and affect regulation (Schore
and Schore 2008).

In contrast to cognitive developmental psychological theories, regulation theory
integrates developmental affective psychology and affective neuroscience in order to
generate more complex psychobiological models of not just the infant’s developing
mind, but mind/brain/body. In this interpersonal neurobiological perspective, the
nonconscious interactive regulation of not behavior but affective arousal, especially
states of autonomic arousal, lies at the core of the bodily based attachment dynamic.
We suggest that the significant advances in developmental neuroscience can directly
inform and even significantly alter our assessments and therapeutic interventions
with high risk infants and their primary caregivers. Thus, therapists treating young
children and their families can now use clinical models grounded in robust scientific
evidence showing the inseparable nature of brain development and lived experience
within the primary attachment relationship (Schore 1994, 2001a, b, in press).

Modern attachment theory posits that the hard wiring of the infant’s developing
right brain, which is dominant for the emotional sense of self, is influenced by im-
plicit intersubjective affective transactions embedded in the attachment relationship
with the mother (Schore 1994, 2005). Developmental intersubjective studies con-
clude that implicit, nonconscious processing of nonverbal affective cues in infancy
‘is repetitive, automatic, provides quick categorization and decision-making, and
operates outside the realm of focal attention and verbalized experience’ (Lyons-Ruth
1999, p. 576). Neuroscience now reveals that the medial orbitofrontal cortex of adults
rapidly and thereby implicitly responds to the image of an infant’s face in 130 ms,
beneath levels of conscious awareness (Kringelbach et al. 2008). These authors con-
clude, the orbitofrontal cortex expresses a specific and rapid signature for parental
instinct. We suggest that in order to assess any infant–mother system of attachment
communications, the clinician must be able to not only be aware of but enter into
this rapid-acting nonverbal realm of implicit relational knowledge. The clinician’s
own right brain instinctive psychobiological attunement to the moment-to- moment
implicit bodily based affective communication of both mother and infant is thus
essential in the evaluation of the development of a young child under 5.

Regulation theory also integrates developmental psychoanalytic data back into
attachment models, thereby focusing on both the development of the mind and
unconscious processes. Schore (1991–2012) offers clinical data and experimental
research documenting that the experience-dependent maturation of the right brain
equates with the early development of the biological substrate of the human un-
conscious. This developmental neuropsychoanalytic conception is echoed in recent
neuroscientific writings by Tucker and Moller (2007): “The right hemisphere’s
specialization for emotional communication through nonverbal channels seems to
suggest a domain of the mind that is close to the motivationally charged psychoan-
alytic unconscious” (p. 91). The psychoanalytic perspective of modern attachment
theory thus dictates that the early structural and functional development of the human
unconscious occurs in a critical period of infancy, and that this emerging mind/body
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system is impacted, for better or worse, by its emotional interactions embedded in
the attachment relationship with the mother’s unconscious mind/body system.

Schore (1994, 2003a, 2011, 2012) also cites ongoing interdisciplinary data indi-
cating that nonverbal right brain functions underlie what psychoanalysis has long
described as primary process operations. Indeed, Schore and Schore (2008, p.
14) propose that “during heightened affective moments . . . right brain dialogues
between the relational unconscious of both the patient and therapist (like the attach-
ment communications of the infant and mother) are examples of ‘primary process
communication’ (Dorpat 2001).” Dorpat further proposes,

The primary process system analyzes, regulates, and communicates an individual’s relations
with the environment . . . [A]ffective and object-relational information is transmitted pre-
dominantly by primary process communication. Nonverbal communication includes body
movements (kinesics), posture, gesture, facial expression, voice inflection, and the sequence,
rhythm, and pitch of the spoken words. (Dorpat 2001, p. 451)

Note that these same communications are transacted in the attachment relationship
the clinician is attempting to assess. This means that, in an assessment of an attach-
ment dyad, the clinician attends not to the mother’s left brain secondary process
expressions, but to her and her infant’s right brain primary process expressions.

The major goal of this chapter is to offer the reader recent knowledge about the
structural development and unique functional activities of the early developing right
brain (Schore 1994, 2001a, b). Indeed the now well-established principle that the right
hemisphere is in a critical growth period from the last trimester of pregnancy to 2.5–3
years of age (Chiron et al. 1997; Mento et al. 2010), suggests that the experience-
dependent maturation of the right hemisphere is the primary developmental task of
the first 3 years of life (Newton 2008a). The dynamic forces of brain development,
the unfolding of critical periods, the impacting of attachment by epigenetics, and
lived experience occur within this foundational socio-emotional developmental pe-
riod. The attachment relationship occurs in the nonverbal body-world between the
infant and the primary caregiver, usually the mother. According to Bowlby (1969),
attachment is an evolutionary driven biological system designed to protect the infant
from predation, and therefore it represents the primary force for development. In-
fants without attachments fail to thrive and often die (Robertson 1952; Spitz 1947).
The rhythmic developmental movement between survival-security and exploration
etches a template in the brain for the rest of the life span. The quality of maternal
response thus directly impacts her child’s future self development and the ability to
intersubjectively be with another.

Both experimental research and clinical data emphasize the critical importance of
the “good-enough” (Winnicott 1965, p. 145), psychobiologically attuned caregiver
who can sensitively respond to her infant’s needs, that is, receive and meaningfully
process her infant’s affective attachment communications and regulate them. Our
interpersonal neurobiological perspective describes how the mother’s ability to down-
regulate stressful high arousal states through soothing and up-regulate stressful low
arousal states in play states acts as an epigenetic mechanism by which the connectivity
between the central nervous system (CNS) and autonomic nervous system (ANS) in
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the infant’s developing emotional right brain is enhanced. Optimal interactive arousal
regulation allows for more complex right brain functions, expressed in more efficient
strategies of affect regulation, attachment security, and a burgeoning positive sense of
self. This security in turn allows the child to explore by playfully looking, listening,
feeling, smelling, studying, reaching, holding, transferring objects from hand to
hand, and experiencing what can be created from objects in the physical and social
environment. When caregivers scaffold age-appropriate levels of exploration, the
typical and rhythmic developmental movement of moving outward for exploration
and returning inward for safety is seen in children and is the hallmark of emotional
security. When caregivers support this natural life rhythm, the mind/brain/body of
the securely attached child passes through the ensuing developmental stages toward
more complex human growth and development.

But as clinicians know, attachment histories can be regulated or dysregulated,
secure, or insecure. Current research supports what clinicians have long known—“all
mothers are not created equal” (Barrett and Fleming 2011, p. 368).

The interaction between a mother and her infant can be like a dance. There are routines,
standards and missteps, there is give and take, there is unparalleled intimacy, there are
often vast differences in skill level and motivation, there is learning . . . . This dance can be
beautiful, it can be tender, it can be awkward, it can be difficult. And sometimes it just does
not occur. (Barrett and Fleming 2011, p. 368)

Frequently, this latter dynamic presents itself as high risk dyads that require clinical
assessments. Regulation theory can assist therapists in intervening in a misattuned
infant/caregiver relationship by providing a lens for observing, experiencing, and
evaluating the communication of affects and the regulation of affective arousal be-
tween the mother’s and infant’s right brains. Through the therapist’s own right brain
connection to the infant’s and the mother’s right brains, she can assess (1) the dyadic
strength and attunement of caregiver/infant nonverbal communications of eyes, fa-
cial expressions, voice prosody, gesture, and touch, (2) the caregiver’s ability to
regulate infant hypo-and hyper arousal, (3) the caregiver’s support of exploration,
(4) the impressions of the attachment relationship based upon both caregiver and
infant behavior, and (5) the knowledge of developmental stages as they relate to
brain development. A fundamental tenet of modern attachment theory dictates that
the early developing right brain which is involved in survival functions is shaped by
attachment dynamics. Thus the evolutionary mechanism of attachment is critical to
more than just the development of overt behaviors and cognitive mental functions;
it is critical to developing organismic psychobiological capacities that are essential
for adaptive functioning (Schore 1994, 2001b, 2003a).

In this chapter, we will offer a review of recent research on mother–infant right
brain-to-right brain visual, auditory, and tactile attachment communications, and on
the interpersonal neurobiological mechanisms that facilitate or inhibit experience-
dependent maturation of the infant’s developing right brain. We then utilize regulation
theory to model the brain/mind/body neurodynamics of a relational sequence between
a 7-month-old infant and his mother, and finally, offer some thoughts about the unique
contributions of regulation theory’s integration of biological and psychological
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domains in constructing more effective models of early assessment, intervention,
and prevention. We shall suggest that in applying the subjective trans-theoretical
lens of regulation theory to the clinical evaluation of the mother–infant relationship,
the assessment technique is not as important as the assessment process.

Recent Studies of Right Brain-to-Right Brain Attachment
Communications

In 1996, Schore proposed the interpersonal neurobiological principle that “[T]he
self-organization of the developing brain occurs in the context of a relationship with
another self, another brain” (p. 60). Thus from the perspective of modern attach-
ment theory, a central question is: How are intersubjective emotional attachment
communications transmitted between the mother’s and the infant’s right brains?

At about the same time that Bowlby was describing affective attachment commu-
nications of facial expression, posture, and tone of voice, Brown and Jaffe’s (1975)
developmental neuropsychological research indicated, “The right hemisphere can be
considered dominant in infancy, for the type of visual and acoustic communication
which is relevant for the prelinguistic child” (Brown and Jaffe 1975, p. 108). Fol-
lowing Bowlby’s lead, Schore (1994) suggested that, during attachment episodes of
visual–facial, auditory–prosodic, and tactile–gestural affective communications, the
psychobiologically attuned caregiver regulates the infant’s internal states of arousal.

The infant’s early maturing right hemisphere, which is dominant for the child’s processing of
visual emotional information, the infant’s recognition of the mother’s face, and the perception
of arousal-inducing maternal facial expressions, is psychobiologically attuned to the output
of the mother’s right hemisphere, which is involved in the expression and processing of
emotional information and in nonverbal communication. (Schore 1994, p. 63)

A large body of developmental neurobiological studies supports the hypothesis that
the attachment mechanism is embedded in infant–caregiver right brain-to-right brain
affective transactions (Schore 1994, 2003a, 2011).

Visual–Facial Attachment Communications

Research now clearly demonstrates that face-to-face mutual gaze is critical to early
social development (Trevarthen and Aitken 2001). The development of the capacity
to efficiently process information from faces requires visual input to the right (and
not left) hemisphere during infancy (Le Grand et al. 2003). At 2 months of age, the
onset of a critical period during which synaptic connections in the developing oc-
cipital cortex are modified by visual experience (Yamada et al. 2000), infants show
right hemispheric activation when exposed to a woman’s face ( Tzourio-Mazoyer
et al. 2002). Using electroencephalography (EEG) methodology, Grossmann et al.
(2007) report that 4-month-old infants presented with images of a female face gazing
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directly ahead show enhanced gamma electrical activity over right prefrontal areas.
Recent near-infrared spectroscopy (NIRS) research (perhaps the most suitable of all
neuroscience methodologies applicable to human infants) reveals that specifically the
5-month-olds’ right hemisphere responds to images of adult female faces (Nakato
et al. 2009; Otsuka et al. 2007). By 6-months, infants show a right lateralized left
gaze bias when viewing faces (Guo et al. 2009), right temporal activation when
looking at angry faces (Nakato et al. 2011), and a significantly greater right fron-
totemporal activation when viewing their own mother’s (as opposed to a stranger’s)
face (Carlsson et al. 2008).

In total, these research data mean that the future capacity to process the essential
social information expressed in face-to-face communications, a central aspect of all
later intimate relationships is dependent upon caregiver/infant eye contact and visual
gazing during this critical period. Thus, how often and in what contexts the mother
and infant look (and not look) directly at each other is of key importance to a clinician
when evaluating an infant’s development and the health of the dyadic relationship.
When there is mutual infant/caregiver visual gazing that looks and feels natural to
the clinician, the clinician knows that likely the infant’s brain is developing well in
this area.

Auditory–Prosodic Attachment Communications

Ongoing studies of prenatal, perinatal, and postnatal auditory–prosodic attachment
communications also highlight the role of the right brain. In an EEG study of auditory
pitch processing in preterm infants born at 30 gestational weeks, Mento et al. (2010)
conclude, “. . . the earlier right structural maturation in foetal epochs seems to be
paralleled by a right functional development” (p. 1). A functional magnetic resonance
imaging (MRI) study of 1- to 3-day-old newborns reports that music evokes right
hemispheric activation in the auditory cortex (Perani et al. 2010). Using NIRS with
2–6-day-old neonates, Telkemeyer et al. (2009) observe “responses to slow acoustic
modulations are lateralized to the right hemisphere” (p. 14726). This same optical
brain imaging technology reveals that prosodic processing of emotional voices in
3-month-old (Homae et al. 2006) and 4-month-old infants (Minagawa-Kawai et al.
2011) activates the right temporoparietal region. Grossmann et al. (2010) report that
7-month-old infants respond to emotional voices in a voice-sensitive region of the
right superior temporal sulcus, and happy prosody specifically activates the right
inferior frontal cortex. These authors conclude, “The pattern of finding suggests that
temporal regions specialize in processing voices very early in development and that,
already in infancy, emotions differentially modulate voice processing in the right
hemisphere” (p. 852). This research shows that the emotional quality of what infants
hear in the early stages of infancy affects the development of the auditory processing
areas of the right hemisphere.

The caregiver’s use of infant-directed speech (“motherese”) is critical for the de-
velopment of the child’s prosodic–emotional functions. Compared to adult-directed
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speech, motherese is higher in pitch, has a wider pitch range, and exhibits exag-
gerated pitch contours. In addition it is shorter, slower, and separated by longer
pauses than adult speech (Fernald 1989; Stern et al. 1983). Developmental neuro-
science research demonstrates that 7- to 9-month-old infants show greater activation
to maternal infant-directed speech in the right temporal area than 4- to 6-month old
infants (Naoi et al. 2011). In 11-month-old infants, the voice of a woman’s infant-
directed speech (i.e., with somewhat exaggerated prosody), elicits a right-lateralized
event-related potential (Thierry et al. 2003). Clinically, these studies indicate the
importance of assessing not the verbal content but the melody of the mother’s voice,
and whether or not she’s using infant-directed versus adult directed speech in her
interactions with her child, especially in playful contexts. This use of infant-directed
speech is essential to the development of the infant’s right temporal areas and her
burgeoning ability to read the emotional tone of others’ voices, an essential element
of adaptive social relationships.

Tactile–Gestural Attachment Communications

Tactile–gestural attachment communications found in touch affect the developing
right hemisphere (Sieratzki and Woll 1996). The authors assert that the emotional
impact of touch is more direct and immediate if an infant is held on the left side of the
body. Because the left side of the body projects directly into the right hemisphere,
infants cradled on the left receive direct input into their developing right brain (Bourne
and Todd 2004; Huggenberger et al. 2009; Reissland et al. 2009). In contrast, mothers
classified as depressed and those with a history of domestic violence show right sided
cradling (Weatherill et al. 2004).

Other studies demonstrate the essential role of maternal touch on human infant
development in the first year of life (Ferber et al. 2008; Jean et al. 2009). Touch
allows the infant and mother to create a system of “touch synchrony” to alter vagal
tone and cortisol reactivity (Feldman et al. 2010, p. 271). The dyad thus uses inter-
personal touch as a communication system (Gallace and Spence 2010), especially
for the communication and regulation of emotional information (Hertenstein 2002;
Hertenstein and Campos 2001). High levels of tactile stimulation and mutual touch
occur in breastfeeding (Lavelli and Poli 1998). Lehtonen et al.’s (2002) research ob-
served an increase in EEG amplitude in right posterior cortical areas in 6-month-old
infants during the intense somatosensory tactile contact of breastfeeding. This re-
search supports the infant’s need for affectionate touch for healthy right hemisphere
development, which can be observed in an infant/caregiver assessment.

With respect to gestures, Nagy (2006) demonstrates a “lateralized system for
neonatal imitation” and concludes, “The early advantage of the right hemisphere
(Chiron et al. 1997; Schore 2000; Trevarthen 2001) in the first few months of life may
affect the lateralized appearance of the first imitative gestures” (p. 227). Moreover,
Montirosso et al. (2010, p. 108) document left-sided regulatory gestures (right hemi-
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sphere controlled) when infants are stressed. Summarizing their work on gestures,
they state,

Infants cope with the emotional distress caused by unresponsive mothers through self-
regulation behaviors associated with a greater activation of the right hemisphere. In sum,
this finding supports the view that during a stressful condition there is a state-dependent
activation of the right hemisphere . . . . More generally these findings suggest that the right
hemisphere is more involved in the social and biological functions regarding infant caregiver
emotional bonding (Schore 2005; Siegel 1999). (Montirosso et al. 2010, p. 108)

Role of Maternal Psychobiological Attunement in Infant Right
Brain Development

Confirming this relational neurobiological model, Noriuchi et al. (2008) report in-
teresting results in recent functional magnetic resonance imaging (fMRI) studies of
mother–infant emotional communication. They found activation of the mother’s right
orbitofrontal cortex during moments of maternal love triggered by viewing a video
of her own infant. Another NIRS study of infant–mother attachment at 12 months
shows right orbitofrontal activation in the mother when viewing a video of her smil-
ing infant. The authors conclude, “our results are in agreement with that of Schore
(1999, 2000) who addressed the importance of the right hemisphere in the attachment
system” (Minagawa-Kawai et al. 2009, p. 289).

In the course of these right brain-to-right brain transactions, the infant forms
an internal working model of his or her attachment relationship with the primary
caregiver that is stored in right lateralized nonverbal implicit-procedural memory.
These interactive representations encode strategies of affect regulation and contain
coping mechanisms for maintaining basic regulation and positive affect in the face of
environmental challenge. At the most fundamental level, attachment represents the
biological connection between the infant and mother. What is learned in emotionally
laden attachment transactions and imprinted into the emotional right brain is stored
not in conscious verbal declarative memory, but in nonconscious implicit-procedural
memory where biologically wired instincts are interacting with the lived experience
embedded in the primary caregiver/infant bodily-based nonverbal relationship. It is
this implicit, nonverbal world that the clinician is accessing and assessing.

Therefore, mother’s psychobiological attunement to the infant’s arousal and psy-
chobiological state occurs in nonverbal communications of eyes, faces, voice prosody
(infant-directed speech), and touch, and in body-based transactions in which she in-
tuits what the infant feels and needs in the moment. Attuned sensitivity of caregivers
is amply supported by research as being the one factor consistently associated with
secure attachment (Ainsworth et al. 1978; De Wolff and van IJzendoorn 1997; van
IJzendoorn and De Wolff 1997). Psychobiologically attuned mothering represents a
right brain process. If all that parents do to respond to an infant’s nonverbal com-
munications were done by the left brain (adult-directed speech), there would be a
narrow focus on the details of parenting without the emotional elements; this would
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be stressful to both caregiver and infant. In a functional magnetic resonance study of
maternal communication within the attachment relationship, Lenzi et al. (2009) offer
data “supporting the theory that the right hemisphere is more involved than the left
hemisphere in emotional processing and thus, mothering” (p. 1131). Yet clinicians
often see mothers who are trying to parent exclusively with their left brains, that is,
mothers who focus more on the non-relational tasks of infant care rather than the
nonverbal communications of the infant.

McGilchrist (2009) describes the differences between the two hemispheric pro-
cessors: “The world of the left hemisphere, dependent on denotative language and
abstraction, yields clarity and power to manipulate things that are known, fixed, static,
isolated, decontextualized, explicit, disembodied, general in nature, but ultimately
lifeless” (p. 174). In contrast, “the right hemisphere . . . yields a world of individ-
ual, changing, evolving, interconnected, implicit, incarnate, living beings within the
context of the lived world, but in the nature of things never fully graspable, always
imperfectly known—and to this world it exists in a relationship of care” (p. 174).
This essential human capacity of the right brain optimally evolves in an interpersonal
context of a secure attachment bond, a relationship of care.

Current Studies of Attachment and the Experience-Dependent
Maturation of the Right Brain

In the aforementioned editorial by Leckman and March (2011), the authors describe
“A complex, dynamic story is unfolding of evolutionarily conserved genetic pro-
grams that guide mammalian brain development and how our in utero and our early
postnatal interpersonal worlds shape and mold the individuals (infants, children,
adolescents, adults and caregivers) we are to become” (p. 333). The shaping of brain
development by our early interpersonal worlds is an essential focus of the field of
interpersonal neurobiology (Schore 2003a). Indeed, over the last two decades our
understanding of how brain development is impacted by early experience has been
radically transformed.

The brain has a bottom up (caudal to rostral) developmental trajectory with the
lower and phylogenetically older brain systems maturing first (Gogtay et al. 2004).
During prenatal and postnatal critical periods, the rate of synaptogenesis (the for-
mation of synapses) is estimated at 40,000 new synapses every second (Lagercrantz
and Ringstedt 2001). In a structural MRI study of the human brain from birth to
two, Knickmeyer et al. (2008) report, “Total brain volume increased 101 % in the
first year, with a 15 % increase in the second . . . The volume of the subcortical area
(including brainstem) increased by 130 % in the first year and by 14 % in the second
year” (p. 12178). Thus, the developmental stage of infancy is a critical stage for both
cortical and subcortical brain development. We also know that this growth is not
just genetically encoded. Rather it is epigenetically influenced and requires human
interaction. Both variations in maternal caregiving and caregiver maltreatment are
now seen as epigenetic modifications that regulate gene activity in the developing
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brain (Roth and Sweatt 2011). This means that the quality of the primary attachment
experience affects synaptogenesis and brain volume. Clinicians therefore need to
be especially able to assess the quality of infant/caregiver relationships and provide
interventions when needed.

Schore (1994) proposed that attachment experiences specifically influence the
maturation of the early developing right brain Subsequently, Sieratzki and Woll
(1996) asserted, “The role of the right hemisphere is crucial in relation to the most
precious needs of mothers and infants” (p. 1747). Chiron et al. (1997) also pub-
lished a study asserting, “The right brain hemisphere is dominant in human infants”
(p. 1057). Studies of the unique functions of the right brain subsequently increased
(Schore 2001a, 2003a). Braun et al. (2002) assert, “The right and left human brain
hemispheres differ in macrostructure, ultra-structure, physiology, chemistry, and
control of behavior” (p. 97). Indeed, a number of anatomical and imaging studies
now show earlier maturation of the right hemisphere in prenatal and postnatal stages
of human development (Gupta et al. 2005; Howard and Reggia 2007; Sun et al.
2005). This research supports the earlier work of Previc (1991), who suggested that
the origins of cerebral asymmetry emanate in the intrauterine environment and that
the prenatal positioning of the fetus in the womb allows the inward facing left ear
to receive a greater amount of vestibular stimulation and thus an earlier organiza-
tion of the right hemispheric vestibular cortex, a brain system involved in emotion
processing (Carmona et al. 2009). For clinicians, this means that early emotional
processing appears to begin in utero. Therefore, assessing emotional well-being of
the mother-to-be in pregnancy is critical.

There is now an emerging consensus that “the emotional experience(s) of the
infant . . . are disproportionately stored or processed in the right hemisphere dur-
ing the formative stages of brain ontogeny.” (Semrud-Clikeman and Hynd 1990,
p. 198). The experiences the infant has in his or her interactions with the primary
caregiver affect the development of the right hemisphere which is the foundation
for self-development (Devinsky 2000; Devue et al. 2007; Kaplan et al. 2008). Over
the course of the first year, increasingly complex right brain-to-right brain attach-
ment communications first imprint the right posterior cerebral areas involved in
sensory processing (e.g., right occipital, right fusiform gyrus, right superior tem-
poral sulcus, right temporoparietal regions) and later right anterior cerebral areas.
Classical studies reveal regional differences in the time course of cortical synapto-
genesis (Huttenlocher 1990) and that the metabolic activity that underlies regional
cerebral function is ontogenetically highest in the posterior sensorimotor cortex and
only later rises in anterior cortex (Chugani and Phelps 1986). Indeed, although a
period of synaptic excess occurs at 4-months in visual cortex, a similar process does
not onset in the prefrontal anterior cortex until the end of the first year of human life
(Huttenlocher 1979). Because of these critical periods of brain development that are
wiring the somatosensory and visual cortices, particularly in the right hemisphere,
clinicians need to assess not only the quality and amount of caregiver/infant eye
gazing and nonverbal auditory communication, but also the quality and amount of
sensitive interpersonal touch the infant is receiving.
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Maternal–infant emotional transactions, however, allow for more than the matu-
ration of cortical connections within the right cerebral hemisphere that are dependent
upon caregiver/infant experience. In line with the principle of the sequential caudal to
rostral structural development of the brain, bodily based attachment transactions also
imprint cortical–subcortical connections of the right brain, which is deeply connected
into emotion processing limbic system. Recall Bowlby’s (1969) original description
of mother–infant attachment communications that are “accompanied by the strongest
of feelings and emotions, happy or the reverse” (p. 242). Basic research in devel-
opmental neuroscience now demonstrates, “The functional maturation of limbic
circuits is significantly influenced by early socio-emotional experience” (Helmeke
et al. 2001, p. 717). Using fMRI research, Dapretto et al. (2006) contend, “Typically
developing children can rely upon a right hemisphere-mirroring neural mechanism—
interfacing with the limbic system via the insula—whereby the meaning of imitated
(or observed) emotion is directly felt and hence understood” (p. 30). Attachment
studies strongly support Panksepp’s (2008) bold assertion of the primacy of affective
neuroscience: “Now cognitive science must re-learn that ancient emotional systems
have a power that is quite independent of neocortical cognitive processes” (p. 51). In
other words, what is learned cognitively and stored in the left hemisphere has little
to do with the affective relational, two person experiences stored in the right hemi-
sphere. Clinicians can only assess these patterns through their own implicit right
brain connections with their clients, that is, by accessing their own bodily based
instinctive responses.

A prime example of an ancient emotional system is the ANS, “the physiological
bottom of the mind” (Jackson 1931), and a central component of the human stress
response. Studies indicate that maternal care within the attachment relationship
shapes the infant’s hypothalamic–pituitary–adrenocortical (HPA) stress regulating
axis (Gunnar 2000) and that epigenetic programming of maternal behavior alters
the development of HPA responses to stress through tissue-specific effects on gene
transcription (Weaver et al. 2004). The cortical and subcortical systems of the right
brain are known to play a dominant role in regulating the HPA axis and in mediating
the human stress response. Indeed, the right hemisphere, more so than the left, is
central to the control of vital functions supporting survival and enabling the organism
to cope with stresses and challenges (Wittling 1997).

Bodily based attachment communications between the infant and primary care-
giver act as an epigenetic mechanism that imprints the circuits of the stress regulating
system. Studies now indicate that during early critical periods, prenatal and postnatal
interpersonal events wire the connectivity of structures in the developing CNS with
the sympathetic and parasympathetic branches of the evolving ANS. According to
McGilchrist (2009, p. 437), “The right hemisphere is . . . more closely in touch with
emotion and the body (therefore with the neurologically ‘inferior’ and more ancient
regions of the central nervous system).” There is now consensus that the right brain
plays a greater role than the left in autonomic arousal and therefore the somatic as-
pects of emotional states. Porges (2007) concludes, “Consistent with the views that
the right hemisphere appears to play a greater role in affect, especially the adaptive
expression of negative affect, the right hemisphere also appears to have a greater role
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in regulation of cardiac function presumably via shifts in (parasympathetic) vagal
regulation” (p. 126).

Regulation theory asserts that the attuned caregiver’s dampening of negative affect
arousal, as well as enhancing positive affective arousal, entrains a balance between
the energy-expending sympathetic and energy-conserving parasympathetic branches
of the infant’s ANS, thus creating optimal arousal ranges associated with focused
attention, homeostatic visceral–somatic processing and secure attachment. Slade
(2005) articulates the importance of the infant’s developing the capacity of “experi-
encing the links between, affect, behavior, the body, and self-experience” (p. 271).
We suggest that “the body” specifically refers to the functions of the ANS, the sys-
tem of peripheral neurons that controls in an involuntary fashion, visceral organs, the
cardiovascular system, and effectors in the skin. In classical writings, Basch (1976)
speculated that “the language of mother and infant consists of signals produced by
the autonomic, involuntary nervous system in both parties” (p. 766). These infant
and mother bodily based affective autonomic signals need to be incorporated into
clinical treatment models so that therapists can evaluate the strength and the quality
of the synchrony between the caregiver/infant affective signals.

The ANS harnesses and regulates the energy in the body needed for life processes
(Recordati 2003). The sympathetic nervous system (SNS) is triggered when more
energy is needed in the body, and the parasympathetic nervous system (PNS) is
triggered for balancing energy or energy renewal. The Polyvagal theory proposed by
Porges (1995, 2001, 2009) suggests that the vagus nerve, a cranial nerve that connects
the face, heart, and viscera and controls facial expression, vocalization, and listening
is the newest phylogenetic circuit that evolved for social communication. The social
engagement system (called the ventral vagal system) is myelinated, enabling it to
respond quickly, but it can only be used when a person is feeling safe within their
optimal arousal range. If a person senses a threat, even unconsciously, the SNS
mobilization system then prepares the body for flight or fight by increasing energy.
Should the danger be a life threat with no possibility of escape, a phylogenetically
older unmyelinated vagus system (called the dorsal vagal system) controlled by the
PNS can take control and put the body into a freeze or feigning death state by shutting
down the brain. In animals, this feigning death state appears to function as a possible
survival mechanism as some predators become disinterested in an animal that appears
dead (Levine 1997). Schore (2009) equates this immobilized dorsal vagal state with
dissociation, described as detachment from an unbearable situation (Mollon 1996),
the escape when there is no escape (Putnam 1997) and a last resort defensive strategy
(Dixon 1998).

As the SNS response is associated with increased arousal or hyperarousal with
increased respiration and heart rate whereas the PNS is associated with decreased
arousal or hypoarousal with a decrease in respiration and heart rate, the quality of the
co-regulation experience lived in the early attachment relationship entrains set-points
within the developing ANS. Optimal arousal ranges are created when good-enough
sensitive parenting occurs so that an infant and young child does not spend large
amounts of time in hyperaroused or hypoaroused states. Specifically, caregivers try
to soothe crying infants so that they are not in long hyperaroused states and play with
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their infants so they are not in long hypoaroused states. These caregiver responses
are associated with creating optimal arousal ranges in the ANS.

On the other hand, chronic hyperarousal can be imprinted into infants who use
their inborn attachment signaling for their primary caregiver by crying, but whose
caregivers respond sometimes, but the infant never knows when. This dynamic could
contribute to the infant’s brain being organized more toward the SNS side of arousal
because the infant has developed a nonconscious survival strategy that hyperactivates
the biological attachment system. Conversely, some infants learn not to use their in-
born attachment signals to cry when needing their primary caregiver because crying
has been chronically responded to harshly or not at all or the caregiver is too fright-
ening. Such infants may develop a nonconscious survival strategy that deactivates
the attachment system with an ANS organized more toward the PNS side of arousal.
Infants and young children coping with frightening behavior in their caregivers pos-
sess subcortical circuits that fire repeatedly to protect the child from danger. Since
infants can’t remove themselves from danger, dissociation and the auto-regulation of
the PNS is often the outcome. Sadly, an unseen and unheard baby may have a better
chance of surviving in family systems where trauma and violence are the norm. The
biological attachment instinct that emits stressful regulatory signals of active protest
by crying can thus be facilitated or inhibited by the primary caregiver. This essential
instinct can be reshaped and altered by the demands of the lived environment.

Furthermore, during early critical periods these transactions shape the cortical–
subcortical stress regulating circuits of the developing right brain. Indeed, basic
research now establishes that optimal stress regulation is dependent on “right hemi-
spheric specialization in regulating stress—and emotion-related processes” (Sullivan
and Dufresne 2006, p. 55). Schore (2001a) proposes that critical periods for the de-
velopment and connectivity of the regulatory centers in the right hemisphere occur
within the attachment relationship during infancy. Specifically, the amygdala and
insula, subcortical structures capable of harnessing the ANS in the service of sur-
vival, function at birth. At 3 to 9 months of age, the anterior cingulate (medial frontal
cortex), a cortical-limbic structure that is associated with responsivity to social cues,
comes online, giving the infant greater regulatory capacity when there is good-enough
caregiver co-regulation. From 10 to 12 months of age, the regulatory center in the
orbitofrontal cortex begins its developmental growth period. This ventromedial pre-
frontal cortex, especially in the right hemisphere, is the executive control center for
emotion. With optimal attachment experiences, the vertical axis that connects the
orbitofrontal cortex with its interconnected subcortical areas gets well developed,
allowing the right orbitofrontal cortex to regulate the amygdala (see Barbas 2007,
and Schore 2001a, 2012 for a more in-depth discussion). Indeed, for the rest of the
life span the right, and not left, lateralized prefrontal regions are responsible for the
regulation of affect and stress (Cerqueira et al. 2008; Schore 1994; Sullivan and
Gratton 2002; Wang et al. 2005). These data clearly indicate that the right or-
bitofrontal cortex is considered the highest regulatory center in the brain and its
connectivity is associated with the emotional regulation that is commonly found in
secure children.
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We suggest that the in utero and postnatal dyadic relations between the child and
caregiver have enduring effects on brain development. We further propose that these
effects are elucidated by a deeper understanding of the interpersonal neurobiolog-
ical mechanisms by which the early attachment relationship acts as the germinal
matrix of right brain development. The best current description of the path of neu-
rodevelopment is that it is “malleable” (Leckman and March 2011, p. 333). The
attachment relationship shapes, for better or worse, the child’s capacity for resilience
or a predisposition for psychopathology.

Application of Regulation Theory to Clinical Assessment

The maternal attuned nonverbal communications needed to optimally facilitate the
early development of the infant’s right hemisphere require that the caregiver is able
to implicitly and intuitively use her own right hemisphere and her own instincts in
the service of co-creating the attachment bond. This principle of right brain domi-
nance is true for clinicians as well. Therapists using regulation theory in work with
young children and their families use their own carefully honed clinical instincts.
Specifically, they use their own right brains to intuitively read and assess the nonver-
bal communications of the body-world of an infant/caregiver dyad (Newton 2008b;
see Schore and Schore 2008 and Schore 2011 for discussions of the neurobiology
of clinical intuition). This often private right hemisphere world is inextricably tied
to the true nature of the primary attachment relationship. But it can be missed if
therapists observe only the infant’s overt behaviors and only interact verbally with
the caregiver (see Newton 2008a). Shai and Belsky (2011) assert:

Whereas verbal manifestations of the parent’s representation of the child may be meaningful,
and thereby developmentally significant for the older child, it is unlikely that the preverbal
infant could directly experience such mentalizing in a semantically meaningful way. More-
over, verbal parental mentalizing cannot illuminate the process by which parents’ mental
capacities actually affect the infant . . . (p. 2)

Since clinicians’ own use of their right brains is so critical in assessing and treating
young children and their families, the second author will often playfully insist that
interns “Train your left hemisphere to sit on command,” meaning focus on your
initial spontaneous instinctive bodily based responses.

As a part of her initial evaluation of a dyadic infant/caregiver relationship, the
second author begins all assessments with a 5 min structured and 5 min unstructured
play experience between caregiver and child. For infants under 12-months of age,
only the play experience is used. With consent, these sessions are videotaped to be
used in intervention if needed. Clinicians watching the play session are accessing
their own right hemispheres and using their instincts to see, feel, and evaluate the
quality and intensity of the caregiver’s attunement, misattunement, and repair of the
infant’s regulated and dysregulated affective communications as there are no verbal
interactions between the caregiver and clinician at this point in the observation.
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In this approach, the assessment technique is not as important as the assessment
process. The interdisciplinary lens of regulation theory illuminates how one’s sub-
jectivity and implicit corporeal self is used in assessment and treatment at all stages
of the lifespan, including infancy. The following vignette is offered to demonstrate
the approach of regulation theory.

Clinical Assessment of an Infant–Mother Dyad

Jonathan was a cute 7-month-old infant who was accompanied by his mother to an ini-
tial evaluation through a specialized birth to 5 training program at St. Vincent de Paul
Village, a large homeless rehabilitation center in downtown San Diego. Jonathan’s
mother had been homeless since he was 4 months old, having left Jonathan’s
father due to domestic violence. Jonathan and his mother were referred by the onsite
childcare program staff who were concerned about his lack of facial expression and
vocalizations. He also appeared withdrawn. The observer in the program noted “at
times, he seems to be staring off into space, and he doesn’t seem to respond much
when his mother picks him up.” The evaluation began with a 5 min play session with
the clinician, while training interns observed from behind a one-way mirror. As per
protocol for the Parent–Child Early Relational Assessment (Clark 1985), his mother
was asked to play with Jonathan like she usually does. Jonathan sat on a blanket
covering mats on the floor with his mother. On the blanket were a number of infant
banging toys including rattles, blocks, and an infant mirror.

His mother first picked up the infant rain stick rattle and began upending it to make
sound. She shook the rattle close to his face, and Jonathan turned his head away. She
then picked up another rattle asking, “What’s this? What’s this?” Jonathan reached
for the rattle at the top when mother said, “No, hold it like this” and clasped his hand
around the handle. Mother then picked up two rattles together and shook them close
to Jonathan’s face. Jonathan responded by turning his head and body toward the door.
She quickly dropped one rattle for another, shaking the rattles intensely and close to
his face. From behind the one-way mirror, the second author was beginning to feel
tense as mother showed no signs of being aware that her son was overstimulated even
when he was clearly doing his best to signal to his mother that he was overaroused
by turning his head and then his body away from his mother.

Jonathan then reached for the rain stick and began to explore it when his mother
grabbed the other end and began pulling it away from him. Jonathan looked away,
then down. His mother began pulling it out of his hand saying in a rising shrill tone,
“Gimme, gimme, gimme. Mine, mine, mine.” His mother then moved toward him,
dangling her hair in his face laughing louder saying, “I’m going to get you.” She then
added a growl to her voice and began to laugh in a rhythmic decrescendo. Jonathan’s
body stilled and he began to collapse his body away from his mother. In response, his
mother used all the rattles, shaking them around Jonathan’s face saying, “Hey, right
over here.” It appeared she was trying to recapture his attention. He made no sounds.
He did not smile and his eyes were fixed. His body alternated between still and jerky.
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Jonathan tried to look at his mother when she showed him the infant mirror. He
appeared to have a beginning smile for her and began patting the mirror, however,
his mother then took it from him and asked if he wanted to crawl. At this point, his
mother changed Jonathan to a crawl position.

After this initial observation, the testing team engaged with the infant while mother
was interviewed at a distance but within sight of the infant. During the testing which
used the Bayley Scales of Infant Development II (BSID-II: Bayley 1993), Jonathan
sat on the blanket and interacted with the toys given by the intern examiner who
also sat on the floor at a distance of about 3 ft. Jonathan studied the ring and easily
transferred it between hands and shook the bell multiple times while cooing and
babbling. He smiled a number of times at the examiner. He did not look at his
mother during the half hour testing even though she was sitting approximately 4 ft
away to his right; he appeared to stiffen when she picked him up at the end of testing.
Jonathan’s BSID-II cognitive and motor scores were in typical ranges for his age. The
Behavioral Rating Scale showed delays, which supported our clinical observations
that the socio-emotional developmental domain was delayed. Given that Jonathan
showed more typical relational interaction with the intern than his mother, we now
had both observational and testing data that supported an optimistic beginning of an
intervention with the attachment relationship.

Assessment of Parental Nonverbal Communication and Infant
Dissociation

In the assessment of the dyad, our treatment team perceived that Jonathan’s mother
was attempting to play with him, yet she could not read his face, his lack of vocal-
ization and eye contact, and his striking head and whole body gestural turns away
from his mother to reduce the increasing stimulation. Nor did she understand his
body collapse was a last ditch effort to reduce stimulation. Jonathan had little facial
expression during this 5 min play interaction that indicated he was enjoying the play.
His exploration with his mother was lifeless, halting, slow moving, jerky, and pep-
pered with many gaze and body aversions. At 7 months, a baby’s right brain should
be reading his caregiver’s face, eyes, voice prosody, gesture, and touch.

Earlier we cited research showing infants at this age express right temporal acti-
vation when looking at an angry face (Nakato et al. 2011). Jonathan’s mother’s face
was contorted much of the time and her voice showed a deficit in infant-directed
speech. In fact her prosody (rising shrill tone) was clearly scary especially when she
began growling and laughing loudly in a repetitive pattern that sounded frighten-
ingly eerie. Her tactile–gestural expressions lacked “touch synchrony” and instead
was combative and competitive as she tried to pull items away from him and change
his posture when no signal was given to do this. His mother’s behavior was intense
and Jonathan showed signs of being over-stimulated and hyper-aroused, yet he did
not cry or complain. Instead he tried to modulate the over stimulation by looking
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down, turning his body away and withdrawing, fixating his eyes in a dissociative
stare, and eventually collapsing his body away from his mother.

Because there was no caregiver interactive regulation of Jonathan’s nervous sys-
tem that moved into critically high and aversive SNS hyperarousal, Jonathan’s own
body began auto-regulating the hyperarousal through dissociation and eventual shut-
down. This shut-down is a function of the parasympathetic nervous system when
there is life threatening fear with no escape. Not only was his mother intrusively am-
plifying his state of accelerating hyperarousal, she appeared not to sense that there
was any need for repair. Research shows that when mothers are stressed, such stress
interferes with their parenting of infants (Suter et al. 2007). Mothers in states of ultra-
high or ultra-low states of dysregulated arousal become less sensitive as caregivers,
more autocratic, and less able to pick up subtle infant emotional communications. If
caregivers become so overwhelmed that they cannot regulate their own stress state,
they cannot act as a regulator of their babies’ states. Thus, the first treatment goal
was for Jonathan’s mother to become aware of his thresholds for arousal dysregu-
lation and behavioral disorganization. A further therapeutic goal was to reduce her
own arousal in order to expand her ability to read her son’s nonverbal communi-
cations. The therapeutic focus on the infant included attention to his dysregulated
hyperarousal that resulted in dissociative hypoarousal as the only available strategy
of affect regulation.

According to Schore (2002), pathological dissociation is manifested in a mal-
adaptive highly defensive rigid, closed self system, one that responds to even low
levels of intersubjective stress with parasympathetic dorsal vagal parasympathetic
hypoarousal, heart rate deceleration, and passive disengagement. This fragile un-
conscious system is susceptible to relational stress-induced mind/body metabolic
collapse and thereby a loss of energy-dependent synaptic connectivity within the
right brain, expressed in a sudden implosion of the implicit self and a rupture of
self-continuity. As the right hemisphere mediates the communication and regulation
of emotional states, a chronic rupture of intersubjectivity in the mother/infant rela-
tionship is accompanied by an instant dissipation of safety and trust in the dyad and
a sense of fear and danger in the infant.

Jonathan’s dissociative stares, lack of eye contact and vocalization, relational
withdrawal, slow gestural movements, and body collapse all point to Jonathan’s body
moving into the dorsal vagal function of the PNS. Clinicians trained to understand
the role of this autonomic survival strategy and to recognize how infants appear in
this state of frozen fear recognize this immobilization as his ANS responding to a
life threatening situation that must be addressed. Indeed, very recent research from
neuroscience and child psychiatry now shows that under severe interpersonal stress
or relational trauma, an infant does not cry, but will disengage and shut down. If
it becomes chronic, this relational withdrawal is the most pathological of all infant
responses to stress. In this involuntary disengagement from the social environment,
the infant is still and silent.

These observations of a mother and her 7-month infant are very similar to the
characterization of intrusive mothers and their 4–6-month-old infants by Atzil et al.
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(2011). Using fMRI they document that these mothers show significant right amyg-
dala activation associated with fear and anxiety while watching videos of their
own infants interacting with them. The authors interpret this neural activation pat-
tern as underlying “insufficient behavioral inhibition, which may lead to excessive,
non-modulated maternal behavior typical of the intrusive style” and “behaviors . . .

marked by overstimulation, excessive parenting, and miscoordination” (p. 10).
Note the similarities also to Shai and Belsky’s (2011) videotape of a 6-month-old

and a psychobiologically misattuned mother who cannot read her infant’s kines-
thetic responses to her dysregulating interventions. They document that when the
mother moves into the infant’s personal space, the infant shrinks his body so that his
shoulders, arms, and legs come close to the body center in an enclosing movement,
thereby withdrawing from the mother’s stimulation. During withdrawal, the infant’s
muscles tense. When the mother moves away from him he twists his torso away
from her. As this continues she presses his arms to the floor, restricting his efforts to
move away. Subsequently the infant brings his arms towards his belly, attempting to
block the stimulus. The authors note these defensive movements signal the infant’s
desperation and distress. Ultimately, the infant’s body stiffens and is turned away
from the mother, yet despite these signals the mother continues her stimulation.

A deeper understanding of Jonathan’s responses to his emotionally dysregulating
caregiver (dissociative stilling and body collapse while interacting with her and body
stiffening upon reunion) is also informed by Beebe and colleagues’ (2010) studies of
mothers of 4-month-old infants who later show disorganized attachment. They ob-
serve that the mothers of these infants are overwhelmed with their own unresolved
abuse or trauma and therefore cannot bear to intersubjectively engage with their in-
fants’ distress. Because these mothers are unable to regulate their own distress, they
cannot regulate their infant’s distress. These mothers are unable to allow themselves
to be emotionally affected by their infant’s dysregulated state, thus they shut down
emotionally closing their faces, looking away from the infant’s face and failing to
coordinate with the infant’s emotional state. Beebe interprets this fearful maternal be-
havior as a defensive dissociation, a strategy that protects the mother from the facial
and visual intimacy that would come from joining the infant’s distressed moments.
This type of mother thus shows disrupted and contradictory forms of affective com-
munication (intrusiveness and disengagement), especially around the infant’s need
for comfort when distressed (Beebe et al. 2010).

Schore (2001b) describes the intergenerational transmission of not just the intense
emotional distress of relational trauma, but of the defensive response of pathological
dissociation. Over the ongoing period of relational trauma in this case the mother’s
disengagement and detachment from an unbearable situation has been matched by
the infant’s disengagement, detachment, and withdrawal. Milne et al. (2009) describe
the long-term negative developmental impact of social withdrawal and depression in
6-month-old infants. They conclude, “A withdrawal response in infancy is prob-
lematic behavior . . . not because it leads to later withdrawal per se, but because
of the compounding effects on development of not being present in the interper-
sonal space—the space upon which much of infant development depends” (p. 165).
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Guedeney et al. (2008) report a study of relational withdrawal in infants aged 14–
18 months. This withdrawal reaction reflects inadequate parent–infant interactions
and is a feature of disorganized attachment. Guedeney et al. (2008) note, “Sustained
withdrawal behavior may be viewed as a chronic diminution of the attachment sys-
tem, which is gradually generalized into a diminished engagement and lowered
reactivity to the environment as a whole” (p. 151). They conclude, “Withdrawn so-
cial behavior from as early as 2 months of age, indicated by a lack of either positive
(e.g., smiling, eye contact) or negative (e.g., vocal protestations) behavior, is more
akin to a state of learned helplessness and should alert the clinician to the possibility
that the infant is not displaying age-appropriate emotional/social behavior” (p. 151).

Notably, the childcare program referred Jonathan for evaluation because he had
minimal facial expression, minimal vocalizations, and appeared withdrawn. Since
his evaluation in a more optimal relational context showed normative cognitive and
motor development, his lack of reactivity on the childcare site provided some support
for a likely history of diminished caregiver attention to his attachment needs. Thus,
the second treatment goal was for the mother to recognize her infant’s dissociative
withdrawal as a cue to not increase but decrease her stimulation and provide more
physical and psychological space between them when they played.

Caregiver Support for Exploration

The attuned caregiver not only down regulates stressful negatively charged arousal,
she also up regulates positive arousal necessary for exploration. The developmental
concern for Jonathan was not only his mother’s overstimulating-to-frightening behav-
ior but also her clasping his hand around the rattle and misinterpreting Jonathan’s col-
lapsing behavior as an infant-generated desire to crawl. Responding to an infant’s ex-
ploratory behavior with chronic misidentification of infant intent and feelings can lead
to the infant’s creation of a false self based more on the expectations and definitions
from parents than the infant’s own true bodily based self expressions (Newton 2006).

Winnicott (1960/1965) speculated the deadness of the false self was a defensive
structure developed within the early infant relationship with the caregiver. He stated,
“The mother who is not good enough . . . substitutes her own gesture which is to be
given sense by the compliance of the infant. This compliance on the part of the infant
is the earliest stage of the False Self, and belongs to the mother’s inability to sense
her infant’s needs” (p. 145). Most clinicians treating adults will often recognize the
profound differences between a client’s conceptual or false self versus their true self.
Sadly, a false self can develop when a child has experienced little to no accurate
labeling of their intrinsic psychobiological nature, visceral feeling, and relational
intent.

A typically developing 7-month-old is generally quite content to explore by
reaching, holding, transferring objects from hand to hand, looking, studying, and
experiencing what can be created from the object when feeling secure-enough in
the environment. For Jonathan, his mother was doing the experiencing for him, by
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showing him the toys without letting him take the initiative to explore them himself.
However, when he was tested with the intern examiner who did not encroach on his
space, Jonathan’s exploration was more typical for his age. He was delighted with
the discovery that he could make the bell ring, and he cooed and wiggled a num-
ber of times as he did so. The intern examiner was equally delighted in Jonathan’s
exploration and vocalizations giving Jonathan a matched, attuned, and affectively
resonant dyadic interaction.

Jonathan’s play with his mother was in stark contrast with his more robust ex-
ploration that included vocalizations with an attuned intern. When his mother saw
Jonathan play with the intern, she appeared hurt by what she saw and this clini-
cian felt a great sadness and empathy for her when she said, “He doesn’t play like
that with me.” Our observations, that Jonathan could form a relational bond with a
non-intrusive adult and that his mother could subjectively experience the differences
between his play with her and feel saddened by this, were positive prognostic signs
for a therapeutic intervention. It was easy for the team to see that the intervention
that would likely make the most change in the dyad was helping mother give her son
more space when he plays and helping her to learn to understand and respond to his
right brain nonverbal signals.

In all developmental assessments after the family leaves, the second author asks
the team, “How do you feel now?” and “How does it feel to be with this dyad?” This
is because training using regulation theory focuses on the clinician’s own intersub-
jective body-based somatic markers and affective responses (Newton 2008b; Schore
2009, 2011). The subsequent discussion integrated subjective observations and feel-
ings with other objective assessments. Out of this dialogue, the team created an
intervention plan. Some of the words the interns used to describe their feelings were
“shell-shocked,” “dazed,” and “angry.” The words they used to describe the infant’s
subjective states were “exhausted,” “scared,” “confused,” and “sad.” For training
interns, it is often easier to focus on the infant’s distress without seeing the mother’s
responses as likely reflecting her own attachment experiences. When expanding the
focus into mother’s past and current trauma however, there was a noticeable and
appropriate shift toward a more empathetic appreciation of the mother’s stressful
state. The third treatment goal was to help mother engage in nonintrusive play by
following Jonathan’s lead and amplifying his states of regulated positive arousal.

Impressions of the Attachment Relationship

The attachment impressions observed in Jonathan’s play interaction with his mother
was that of childhood disorganization. When his mother could not read his gaze
aversions, lack of eye contact, vocalization, and whole body turns away from her,
Jonathan used a dissociative defense to cope with intense arousal followed by a
body collapse when he could no longer continue the engagement. Because his
mother was looming over Jonathan while shaking rattles close to his face and using
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voices that included growling, there was ample observational evidence to support
this impression.

According to Main and Solomon (1990), disorganized attachment behavior in
infants is often seen as odd, anomalous, contradictory, and/or disoriented behavior,
often lasting for only a few seconds, that appears to “lack a readily observable goal,
intention, or explanation” (p. 122). Hesse and Main (2000, p. 1097) describe disorga-
nized behavior as a “collapse in behavioral and attentional strategies.” Disorganized
attachment behaviors are thought to represent the untenable position of a stressed
infant seeking his caregiver for protection and soothing with his attachment system
fully activated while at the same time being fearful of the same caregiver, a condi-
tion that Hesse and Main (2006) term “fright without solution” (p. 311). Importantly,
Hesse and Main (1999) note that disorganization and disorientation is phenotypically
similar to dissociative states.

Our observations of Jonathan and his mother call to mind another aspect of Beebe’s
important research in this area. In a comprehensive study of 84 four-month-old
infant–mother dyads whose communications and interactions were videotaped and
rated, Beebe et al. (2010) found that mother–infant communications at 4 months
predicted both insecure-resistant (C) and disorganized (D) attachment at 12 months
of age. Specifically what predicted disorganized attachment was “not being sensed
and known by the mother (p. 7) . . . and confusion in sensing and knowing himself”
(p. 119, italics in the original). Furthermore, all communication modalities were
affected, such as “attention, touch . . . spatial orientation as well as facial and vocal
affect, and facial–visual engagement” (p. 119). These authors conclude that “Aspects
of the phenomena of 12-month C and D attachment are thus already in place at
4 months” (p. 119, italics in the original).

Disorganized attachment is a serious childhood indicator for immediate parent–
child intervention. This attachment pattern is highly associated with unresolved loss
and trauma in adults and frightening, threatening, and dissociative behavior in par-
ents (Hesse and Main 2000, 2006; Main and Hesse 1990). Jonathan’s mother had
come from a violent relationship with Jonathan’s father and also indicated that she
experienced attachment trauma in her own childhood. It is well known that the in-
tergenerational transmission of attachment trauma is high, thus increasing the risk if
no intervention is offered (Benoit and Parker 1994; Lieberman et al. 2011).

The previously cited fMRI study by Atzil et al. (2011) also documented that
mothers who are in synchrony with their 4–6 month old infants have brain responses
that show a “clearer organization” across time periods whereas intrusive mothers
had brain responses that show “greater cross-time disorganization” (p. 1). A clin-
ician trained in regulation theory knows quite well the development trajectory for
Jonathan if no immediate assistance is given to him and his mother. Jonathan is in
high-risk: his mother has a history of unresolved childhood trauma, was in a violent
relationship and then became homeless when he was 4 months old, and at 7 months,
he showed many signs of childhood disorganization. This may have been overlooked
by a therapist focused mainly on mother’s verbal narrative of her attachment expe-
riences and history. Jonathan himself tells the true story that “this is the way it
is with mother” through his nonverbal communications. Fortunately, we heard his
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message. The fourth treatment goal then was to have mother in individual psychother-
apy for trauma resolution as well in Healthy Relationships, a psychoeducational
group focused on developing healthy relationships.

Knowledge of Developmental Stages and Brain Development

Knowing the developmental stages and their correspondence with brain development,
helps the clinician evaluate the impact of relational trauma behavior on the maturing
brain (Schore 2010a, b). For example, in the case of Jonathan, the second author
wondered how often and how intensely his amygdala, the major fear center in the
brain, was firing to protect him from his mother’s intense interactions and from
the violence he possibly experienced between his parents. Since these traumatic
experiences occurred in a critical period of brain development, these dysregulating
events could, and if chronic would, be training the amygdala toward chronic survival
reactions, such as characterological dissociation. The arousal dysregulation could
also reduce the set point of the HPA and interfere with the ability of the right brain
to process stress and nonverbal affect communications.

These events could also negatively impact development of the right insula (thereby
causing a deficit in empathy), the right anterior cingulate (causing a deficit in affilia-
tive behaviors), and, if the attachment pattern is unchanged, the later maturing right
orbitofrontal cortex (resulting in deficits in affect and stress regulation). There is ev-
idence that children raised in severely depriving situations have brains with smaller
overall gray and white matter volumes, yet larger amygdala volumes especially in the
right hemisphere (Mehta et al. 2009; Schore 2001b). There are also now a number
of imaging studies that show amygdala—orbitofrontal disconnections (New et al.
2007), hyper amygdala reactivity (Donegan et al. 2003), and abnormal brain asym-
metries in teens and adults diagnosed with borderline personality disorder (Chanen
et al. 2008; Irle et al. 2005). Perhaps most strikingly, a very recent study reports
that a phenotype of early infancy identified at 4 months predicts individual differ-
ences in reactivity of the right amygdala to faces almost two decades later in adults
(Schwartz et al. 2011). This rapidly growing body of research emphasizes the impor-
tant need for clinical assessment and early intervention for chronically misattuned
caregiver–infant communications that are found in contexts of relational attachment
trauma.

A 7-month-old baby is typically curious about his environment, interested in the
sounds he can make through banging, studying toys, reaching and exploring with
hands and sometimes mouth, looking down at the floor when something falls off a
table, and babbling. Most 6–7 month olds are good-natured. Their range of emotions
tends to be positive, displaying frequent smiling and laughter. But they can also feel
angry and frustrated if things do not go as expected (Newton 2008a). Within this
same 7-month period, the regulatory centers in the anterior cingulate are maturing.
When optimally functioning, this medial frontal limbic structure, which has direct
bidirectional connections with the amygdala, regulates autonomic and endocrine
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functions. It is also involved in conditioned emotional learning, vocalizations as-
sociated with expressing internal states, assessments of motivational content, and
assigning emotional valence to internal and external stimuli, and human maternal
behavior (Devinsky et al. 1995; Lorberbaum et al. 2002; Schore 2001a). If the re-
lationship itself triggers fear responses more than positive interactions, the anterior
cingulate may not acquire the robustness needed to down-regulate the amygdala.
A weakened connection in the anterior cingulate could also mean a weak connec-
tion to the orbitofrontal cortex, the highest emotional regulation center in the brain.
This weakness would mean that without a functional change in his mother’s regula-
tory capacity, Jonathan’s future development toward emotional regulation would be
comprised.

Although Jonathan’s communication and exploration improved when interacting
with an affectively attuned intern, Jonathan’s mother appeared to have no understand-
ing that her son needed her interactive regulation and resonant attunement to support
his brain growth and social–emotional development. The fifth treatment goal then
was to give his mother some basic information about the critical role of attunement,
affect-arousal regulation, security, exploration, and play in brain development.

Interventions Informed by Regulation Theory

Observations based upon the clinical integration of attachment, regulation, and de-
velopmental neuroscientific theories set up interventions that target all aspects of
the dyadic system at different levels of mind/brain/body in both mother and in-
fant. Jonathan’s disorganized attachment is a known risk factor for later forming
psychopathologies (Sroufe et al. 2005), as well as future deficits in right brain social–
emotional processing (Schore 2001b, 2003b). His use of relational withdrawal and
dissociative defenses indicated that his emotional and social development was seri-
ously at risk. Thus, immediate intervention targeted at helping his mother change as
indicated in the five treatment goals, was needed.

The use of regulation theory to guide both the observations and theoretical ori-
entation of the assessment specifically informs the clinician regarding risk level.
Jonathan’s development was at risk for a vulnerability to later psychopathologies.
Thus, an approach to helping his mother and the dyad, change their dysregulating
affective dynamics was needed immediately. This intervention was timely, not only
because of the ongoing relational traumatic context of the insecure attachment bond,
but because it was occurring in a period of maximal plasticity, the human brain
growth spurt.

Although this paper is focused on assessment, we offer a general broad overview
of the mother–infant therapeutic interventions that followed. In any intervention with
mothers and infants, a primary mechanism is co-constructing an empathic intersub-
jective connection with the mother. In light of this mother’s trauma history, this
involved some clinical skill. The developing therapeutic alliance allows the clini-
cian to act as a psychobiological regulator of the mother’s dysregulating affective
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arousal underlying the stressful affects she is experiencing and defending against
in the insecure attachment relationship (e.g., fear, aggression, and shame). This
right amygdala-driven state of hyperarousal interferes with her receiving and res-
onating with the nonverbal right brain signals Jonathan is communicating. Once this
arousal can be interactively regulated within the clinician–caregiver relationship, the
mother’s right orbitofrontal and medial frontal areas become more able to resonate
with the infant’s distress, form a two-way psychobiological feedback loop with him,
and create a more efficient system of rupture and repair. By increasing the mother’s
regulatory capacities, the therapist can help the mother become a more effective
interactive regulator of her infant’s negative affects.

According to the protocol of the second author, the interventions in this case in-
cluded review of videos taken during the initial evaluation and other dyadic therapy
sessions (Newton 2008b). Neuroimaging research demonstrates that videos of both
positively and negatively valenced social interactions directly activate right hemi-
spheric circuits (Semrud-Klikeman et al. 2011). Thus video review is a particularly
helpful support for dyadic therapy as caregivers are less stressed and generally in
their more optimal range of arousal themselves when not interacting with their child
(Clark 1985; Newton 2008b). Using video feedback as a part of treatment also
has been found to be an effective treatment for mothers with insecure attachment
(Bakermans-Kranenburg et al. 1998). For parents with unresolved relational trauma,
it is often easier to wonder about what can be seen in a tape when the sound is off.
This is becauseANS arousal associated with trauma can be easily triggered by sound.

Over the course of the relational intervention, Jonathan’s mother learned how to
implicitly match his vocalizations with expressive and warmer voice prosody, facial
expression, and interpersonal touch. As she began to work through her complex
feelings about Jonathan’s father in individual therapy, she improved in her ability
to play with her son using appropriate voicing and following his lead. This therapy
would have continued but Jonathan and his mother left the village, transitioning from
homelessness to living with her sister, a very positive change for both.

Prevention: Enhancing the Future Developmental Trajectory
of the Right Brain

A number of disciplines stress the importance of early intervention: infant mental
health, child psychology and psychiatry, developmental psychoanalysis, pediatrics,
clinical social work, and developmental neuroscience. Authors in this latter field
assert,

The large increase in total brain volume in the first year of life suggests that this is a critical
period in which disruption of developmental processes, as the result of innate genetic abnor-
malities or as a consequence of environmental insults, may have long-lasting or permanent
effects on brain structure and function . . . Although the first year of life may be a period
of developmental vulnerability, it may also be a period in which therapeutic interventions
would have the greatest positive affect. (Knickmeyer et al. 2008, p. 12179–80)
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Regulation theory indicates that early interventions which attempt to optimize infant
brain development need to utilize assessments of caregiver–infant right brain-to-right
brain communication and regulation systems. Thus, clinical training needs to include
a neuropsychoanalytic knowledge base of brain development as it unfolds within the
developmental stages as well as a relational psychoanalytic focus on the clinician’s
use of their own instincts, that is, their own right brain. What aspects of the attachment
communications and how the clinician uses her own subjectivity to evaluate the
intersubjective strengths and deficits are critical to an informative assessment. Schore
(in press) proposes that, in the first year of life, evolving right lateralized visual–
facial, auditory–prosodic, and tactile-gestural functions of the human social brain can
be assessed over the pre- and postnatal stages of infancy to appraise the ongoing status
of emotional and social development. Indeed, current developmental neuroscience
concludes that the strong and consistent predominance for the right hemisphere
emerges postnatally (Allman et al. 2005) and so this increasing right lateralization
trend should be evaluated in infants.

More specifically, in reference to evolving visual–facial functions, Mento et al.
(2010) assert, “the right hemisphere would sustain the functions necessary for the
survival of the species, such as visuospatial or emotional processes. Consequently
the earlier and faster development of the neural substrates underlying these functions
is needed to prevent possible impairment during infancy and childhood” (p. 7).
In regard to auditory–prosodic processing, Grossmann et al. (2010) argue that in
postnatal periods, “responses to voices and emotional prosody . . . might thus serve
as one of potentially multiple markers that can help with an early identification of
infants at risk for neurodevelopmental disorders” (p. 856). And in terms of tactile–
gestural functions, Montirosso et al. (2010) propose that studies that simultaneously
measure gesture and brain functions “would also be useful with samples of high
risk-infants whose behavior and brain organization may be compromised” (p. 109).
On the matter of high-risk infants, Schore (2010a) concludes,

Recent models of early life trauma are altering their focus from deficits in later matur-
ing conscious, verbal, explicit and voluntary behavior, to impairments of early maturing
nonconscious, nonverbal, implicit and automatic adaptive social emotional functions . . .

Developmental neuroscience is now moving from studies of later maturing left brain con-
scious verbal cognitive processes into the early preverbal development of adaptive emotion
processing right brain systems in pre- and postnatal periods. (p. 144)

Regulation theory asserts that therapeutic interventions that take place within criti-
cal periods can positively impact the experience-dependent maturation of developing
brain systems (Schore 1994, 2001b, 2011). Indeed, an early therapeutic interven-
tion aimed towards increasing maternal sensitivity with a different high risk group
(preterm infants) documents enhanced maturation and connectivity of white mat-
ter and improved cerebral micro-structural development (Milgrom et al. 2010). The
therapeutic goals of that study is also focused on increasing maternal sensitivity and
regulation and were very similar to our model: training the parent to recognize signs
of infant stress, shut-down mechanisms, alert-available behavior quality of motor
behaviors, facial expressions, posture/muscle/tone; how to optimize interactions and
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avoid overwhelming infants; touch, vocal, visual and multisensory stimulation, and
normalizing parental feelings.

At the beginning of this chapter, we suggested that the transformation of classi-
cal attachment theory into modern attachment theory alters our clinical approaches
to the assessment and treatment of developmental disturbances in early childhood.
Shai and Belsky (2011) argue that “Parental reflective functioning (Slade 2005)
concerns the parent’s capacity to think reflectively about, and articulate verbally,
the child and his mental states as motivators of behavior” (p. 2). They suggest
that exclusive reliance on verbal processes does not capture the embodied rela-
tional perspective for investigating parent–infant interaction. Modern attachment
theory focuses on the nonverbal communication of affective states and the relational
regulation of the infant’s developing brain/mind/body. Clinical assessments and in-
terventions grounded in regulation theory are centered in the clinician’s own bodily
based affective responses and instincts, that is, in their own right brain nonverbal
functions.

A fundamental theme of this chapter is that nonverbal psychobiological attachment
communications are located in the right brain. Regulation theory attempts a deeper
understanding of critical intersubjective forces that operate at implicit levels of all
emotional relationships, beneath the exchanges of language and explicit cognitions.
This theoretical perspective attempts to elucidate the interpersonal neurobiological
mechanisms that underlie changes in “implicit relational knowing” (Boston Change
Process Study Group 2007, p. 845) which is encoded in the right brain (Schore
2003a). Infant researchers now assert, “Preverbal communication . . . is the realm
of non-consciously regulated intuitive behavior and implicit relational knowledge.
Whether information is transferred or shared, which information gets across, and on
which level it is ‘understood,’ does not necessarily depend on the sender’s intention
or conscious awareness” (Papousek 2007, p. 258, emphasis added). Recall, the adult
orbitofrontal cortex rapidly and thereby implicitly responds to the image of an infant’s
face in 130 ms, beneath levels of conscious awareness (Kringelbach et al. 2008).

We suggest that attachment interventions that attempt to expand the mother’s
mentalization functions and conscious awareness of intentions are too focused on
the caregiver’s left brain. Indeed, neuroimaging research indicates that reflective
mentalization is associated with activation of the left inferior frontal gyrus, left
posterior superior temporal sulcus, and left temporoparietal function (Nolte et al.
2010). Recall the fMRI study of maternal attachment communication by Lenzi et al.
(2009) that documents the mother’s right hemisphere is more involved than the
left in emotional processing and mothering. That study also reports that maternal
reflective function involved in empathically ascribing her baby’s emotion correlates
with activation of her right anterior insula, a right lateralized cortical area involved
in viscera motor integration and the interoceptive state of the body. In line with
regulation theory, these authors conclude that increased activity in the right insula
in more empathic mothers represents a greater ability to bodily feel the infant’s
emotions.

Supporting this idea, a recent study of mothers of young infants looking at pho-
tographs of infant facial expressions found no correlation between recognition of
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infant cues of emotion and either maternal mentalization or executive functioning
ability (Turner et al. 2008). These researchers also report “no significant relationship
were found between bonding scores and performance on the executive functioning
and mentalization measures” (p. 499), which, they say, suggests that these factors
are unrelated. We propose this is because executive functions and mentalization are
functions of the left brain, while facial emotion recognition and bonding are right
brain functions. These and the above research data clearly imply that interventions
should focus not so much on the primary caregiver’s left brain explicit, rational ver-
bal metacognitions, theory of mind, and executive functions, but on her right brain
abilities to intuitively read her infant’s nonverbal signals and her interoceptive bodily
based responses to these communications, and then to implicitly regulate his states
of affective arousal. The clinician’s trust and use of her own interoceptive bodily
based responses, intuition, and instinct that helps foster a right-brain to right-brain
connection is thus essential to the assessment process.

From the perspective of interpersonal neurobiology, models of effective early
intervention in the period of the brain growth spurt (the last trimester of pregnancy
through the second year) are equated with prevention. For clinicians, an optimal
connectivity of the right brain is a prime generator of emotional wellbeing and is the
socio-emotional foundation upon which all other development rests (Newton 2008a).
Although the right brain initially evolves in prenatal and postnatal critical periods in
infancy, it continues to enter later growth spurts (Thatcher 1997). The attachment
relationship sets the developmental trajectory of the right brain at later stages of life
and in this manner, attachment experiences influence all later development.

In all stages of human development, the bodily based functions of the emotional,
social right brain hemisphere are centrally involved in attachment, attentional pro-
cesses, autonomic functions, and stress regulation. A healthy right brain is also
involved in imagery, play, humor, affiliation, novelty, context, empathy, creativity,
metaphor, intuition, and the feeling laced communications found in eyes, faces,
voices, body movements, gestures, and touch (Schore 2003a, b, in press). The right
lateralized system is dynamic, nonlinear, integrative, and is the source of what Fogel
and Garvey (2007, p. 256) describe as “aliveness.” The developing right brain, the
biological substrate of the human unconscious, is malleable and indelibly shaped by
dyadic attachment transactions. Given the fact that both research and clinical data
demonstrate the essential role of this hemispheric system in survival functions, a
central tenet of modern attachment theory dictates that the right brain must be a fun-
damental focus of early clinical assessment, intervention, and prevention programs.
Advances in theory, research, and clinical models are converging to emphasize that
relational affective communications and interactive regulation lie at the core of the at-
tachment relationship. This clearly means that early assessment and treatment should
also be relational.
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Adolescent mothers are particularly at risk of attachment difficulties. Coley and
Chase-Landale (1998) found that teenage mothers were more likely to experience
attachment problems and that their infants are more likely to be recipients of reported
child abuse and neglect, as well as to be placed in foster care, than are children of
older mothers. In a study of 67 infants and their adolescent mothers, Hann et al.
(1991) found that 62 % of these infants displayed disorganized attachment patterns,
which also predicted future aggression. The mothers of disorganized infants showed
less affection than mothers whose attachment relationships with their children were
secure. The disorganized infants demonstrated the lowest frequency of initiating
social interactions, while also tending to refuse more of their mothers’ initiatives.
Children of teenage mothers are also more likely to have behavior problems in pre-
school (Leadbeater and Bishop 1994). In Leadbeater and Bishop’s study, maternal
reports on the Child Behavior Checklist/2–3 (CBCL/2–3) evaluated predictors of
behavior problems in 83 pre-school children of adolescent mothers. The results indi-
cated significant correlations between ratings on CBCL/2–3 and maternal depressive
symptoms, social supports and life stress.

Adolescent motherhood is also linked to depression (Osofsky et al. 1993). Mater-
nal depression produces negative consequences on infants and their development of a
secure attachment style (Beebe et al. 2010). Interactions between depressed mothers
and their infants are significantly more negative than those in a non-depressed pop-
ulation, and these infants appear to be more passive and helpless (Dodge 1990).
Furthermore, infants of depressed mothers exhibit emotional dysregulation and
diminished cognitive functioning (Whiffen and Gottlieb 1989; Cohn et al. 1990).

Teenage mothers often do not receive sufficient emotional support from the baby’s
father (Osofsky et al. 1993), and the father’s support is a key factor impacting the
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mother’s capacity to foster a secure attachment to her child (Bowlby 1952). Adoles-
cents’own families may respond negatively to their pregnancies, resulting in a lack of
support from the teenage mother’s own primary attachment figures. Such conflicts
between the mother and her family, or mother and the baby’s father, may lead to
difficulties in her parenting in a sensitive, positive manner (Mayers et al. 2008).

The psychological stress of adolescent motherhood has a negative impact on the
social and emotional development of both the mother and infant (Brooks-Gunn and
Furstenberg 1986). To become a mother during adolescence interrupts the mother’s
developmental trajectory that includes separation from old attachments and the cre-
ation of new ones (Siegler 1997). Instead of transitioning toward being less dependent
on her family, an adolescent mother may become more dependent on her family
(Mayers and Siegler 2004). The adolescent developmental tasks of identity consoli-
dation and increased independent functioning are thus often at risk of being compro-
mised. In addition, their experiences of motherhood may not correspond with their
fantasies of having a baby, often resulting in a disappointed, withdrawn, or rageful
reaction that leads to a cycle of expectation and despair in the mother–child dyad.

Mayers and colleagues designed the Chances for Children Teen Parent–Infant
Project (CFC: Mayers et al. 2008) to improve the attachment relationship between
teenage mothers and their babies. They worked in collaboration with the Institute
for Child, Adolescent, and Family Studies (ICAFS), a non-profit psychodynamic
training institute for mental health professionals, and the NewYork City Department
of Education’s Living for theYoung Family Through Education (LYFE) program. The
LYFE program provides on-site daycare centers in selected inner-city high schools
in order to enable teen mothers to attend classes. Mayers and colleagues thus had the
opportunity to implement the CFC intervention with new mothers and their babies
in the first years of their babies’ lives. The founders of the project (seventh and eighth
authors), both social workers, trained the LYFE program’s social work staff in the
model, and provided services in the schools for 7 years.

Chances for Children evolved to address the specific needs of each mother–child
dyad, with particular attention to the effects of depression and parenting stress on
vulnerable dyads. Its overall aim was to amplify mothers’ understanding of their
children’s needs in order to bolster parenting skills. More specifically, the goal of
the intervention was to increase positive interactions between mother and child, and
to decrease negative ones. By helping mothers improve their ability to be sensitive
to their babies’ needs, the intervention sought to strengthen the attachment in the
dyad. Concurrently, CFC provided the opportunity to diagnose and treat emotional
illnesses of the mother, and to assess and intervene when babies show early signs of
disturbed development (Mayers and Siegler 2004).

Theoretical Underpinnings of the Project

This strengths-based, early intervention model integrates a series of strategies de-
signed to improve the attachment relationship between caregivers and their infants.
It aims to provide coping skills for caregivers and to prevent disruptions in the
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parent–infant bond that could compromise the healthy development of both care-
giver and child. Three components make up this model: individual, dyadic, and play
therapy treatment for caregiver and child, parenting support groups, and support for
the staff.

The mother–baby treatment component of the program is based upon several
clinical approaches. The first of these approaches is psychodynamic psychotherapy,
centered on the work of Fraiberg (1987) and Lieberman and Pawl (1993), which
focuses on linking the past to the present. This model proposes to drive out the
mother’s “ghosts in the nursery,” by helping the mother to identify experiences from
her own infancy that may be impacting her current psychological state in relation
to her baby (Fraiberg 1987, p. 387). The second of these approaches is a strength-
based interaction guidance model derived from McDonough (2008) that incorporates
videotape analysis feedback techniques used by Beebe (2003) to identify dyadic
patterns of behavior. Third, the project utilizes the mentalization treatment technique
originally conceptualized by Fonagy et al. (2002), which focuses on increasing
caregivers’ reflective functioning.

One of the key theoretical underpinnings of the CFC model is Tronick’s concept
of rupture and repair as the mechanism that allows for development to progress
(Tronick 2007). He states,

It is our hypothesis that reparation of interactive errors is the critical process of normal
interactions that is related to developmental outcome rather than synchrony or positive affect
per se. That is, reparation, its experience and extent, is the ‘social-interactive mechanism’
that affects the infant’s development. (Tronick 2007, p. 283)

Therapists commonly observe how interactive and intersubjective ruptures can derail
patients and therapists themselves. Yet these ruptures are clinical opportunities as
well, for successful reparations teach infants and adults alike that relationships can
be mended and survive.

As infant researchers and neurobiologists continue to explore the moment-to-
moment exchanges between caregivers and their babies (Beebe 2003; Schore 2000;
Tronick 2007), there is increasing scientific evidence for the co-creation of rela-
tionships and attachments (Beebe 2000). For example, the same area of the brain
(the orbitofrontal cortex) appears involved in both the comforting function of care-
givers and in the attachment system in infants (Schore 2001). Researchers believe
that something equivalent to a right hemisphere dialogue occurs between mother and
infant that mediates attachment (Trevarthen 2001). Some further note that one out-
come of a flexible dialogue between the right brains of a caregiver and her infant is
a secure attachment (Schore 2006). Besides biological and physiological regulation,
the mother–infant dyad also shares the regulation of moment-to-moment stimulus–
response interactions that Stern terms affect attunements (Stern 1985). This finding
is consistent with Schore’s hypothesis that the formation of attachment bonds derives
from a recurrent experience of affective rhythms that are appropriately and sensi-
tively regulated, bringing about homeostasis. For this reason, Schore characterizes
the attachment theory as essentially a regulatory theory and views the regulation of
affect as the central organizing principle of development, motivation, and resilience.
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CFC’s Video Intervention

Several pioneers in the field of infant mental health paved the way for the use of
video in clinical work with children. Spitz and Cobliner (1965); Bowlby (1973),
and Robertson (1971) used film to deepen our understanding of early childhood
development. Subsequently, Stern (1985); Brazelton et al. (1975); Tronick (2007),
and Beebe (2000) used video in their research on mothers and infants and set the
stage for the use of video in clinical interventions.

Building on these historical influences, the CFC intervention involves videotaping
caregiver–infant dyads for 10 min of free-play, with the therapist instructing the
caregiver to play with her child as she would at home. In a subsequent session,
caregiver and therapist watch the videotape together and discuss it non-judgmentally,
looking for strengths in the interaction. This perspective focuses on the positive
aspects of the dyadic relationship, rather than on educative instruction or criticism.
The mutual viewing experience allows for a therapist–caregiver alliance to develop,
as the therapist begins to understand the caregiver’s experience of her infant and to
model reflection over reaction.

Mothers who participated in the original CFC Teen Parent–Infant Project inter-
vention improved their interactions with their infants in the areas of responsiveness,
affective availability, and directiveness (Mayers et al. 2008). Additionally, infants in
the treatment group were found to increase their interest in mother, respond more
positively to physical contact, and improve their general emotional tone. These find-
ings remained even for mothers who were depressed, confirming that it is possible
for a depressed mother to improve her interaction with her infant without specifically
targeting her depression (Mayers et al. 2008).

CFC Project Training and Implementation in a Community
Mental Health Center

The CFC intervention was originally designed to address the needs of adolescent
mothers and their babies in a school-based setting, and was highly effective with that
population. At-risk caregiver–infant dyads in an outpatient mental health setting are
another population that would benefit from this intervention. Like teen-aged moth-
ers, depressed mothers and their infants are at risk for insecure attachments (Murray
and Cooper 1997). Other researchers studying at-risk mothers, those with histories
of trauma, mental illness, and the negative effects of poverty, have focused upon
attachment problems in this population (Sadler et al. 2006). As a result, the CFC
project was introduced to a community mental health setting in New York City as a
treatment and research model. This outpatient mental health agency houses a wide
range of programs for adults, children, and adolescents, including a program for
young children in its Early Childhood Center. The Early Childhood Team received
extensive training in both parent–infant psychotherapy and video-intervention mod-
els, including studying the theoretical groundwork and technical issues involved in
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videotaping. CFC’s leaders integrated the approach into the agency’s services with a
team of social workers and psychologists. Parents with children ages 0 to 4 years old
participated in video recording sessions to address their developmental, behavioral,
or emotional concerns by assisting them in enhancing their connection.

The purpose of the CFC intervention in this setting was to improve caregiver–
infant attachment by focusing on the strengths evidenced in the dyadic relationship.
Clinicians videotaped the caregivers and their children in 10-min free-play interac-
tions. For each videotaped session, clinicians subsequently viewed the video with
caregivers, identifying positive elements manifested in the relationship with the in-
fant. Some areas considered by the clinician in this strengths-based model included
both the caregiver’s and the infant’s self-regulation techniques, and the dyad’s in-
teractions vis-a-vis gaze, facial expression, orientation, touch, and vocalizations. In
building a positive therapeutic alliance with caregivers, clinicians invited caregivers
to ponder the baby’s emotional and mental state at various moments in the video.
This aspect of the intervention helps develop reflective functioning, the capacity of
mothers to reflect on their infants’ experiences. Concurrently, clinicians focused on
the mother’s thoughts and feelings while watching the video together. The therapist’s
affective attunement to the caregiver provides a model for caregivers to learn how to
attune more affectively to their infants. In the course of treatment, clinicians provide
caregivers the space to reflect on their own early childhood experiences, supporting
them while making links between the present and lurking demons from the past.

The CFC intervention implemented at the outpatient center in New York City
included training seven staff members—five social workers and two psycholo-
gists. Over 30 families received this intervention. During this 2-year pilot project,
the CFC model was successfully replicated. Families with 21 boys and 17 girls
received services utilizing CFC dyadic treatment. Children’s ages ranged from
1 month to 6 years; diagnoses in the families included: maternal post-partum de-
pression, attachment disorder, separation anxiety, post-traumatic stress disorder,
pervasive developmental disorders/autism, selective mutism, sleep problems, adjust-
ment disorder, attention deficit hyperactivity disorder, opposition defiant disorder,
and regulatory disorders.

Some of the specialized staff training of the CFC program included: experts
in early childhood treatment attending team meetings, team visits to relevant pro-
fessional conferences, and team members’ receiving weekly individual supervision
on their clinical work and specifically on their videotaping. In addition, the team
met weekly as a group to discuss progress, obstacles, opportunities, outcomes, and
countertransference.

Case Vignettes

The following three case vignettes illustrate the implementation of the CFC inter-
vention in a community mental health setting. The team observed several positive
outcomes across all three cases. In each case, the CFC video intervention appeared to
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strengthen the attachment between caregiver and baby. Clinicians helped caregivers
heighten their understanding of their babies’ affects, which resulted in their increas-
ing positive interactions with their babies and decreasing negative ones. The first case
provides an example of how CFC was used to treat a mother whose own childhood
was marred with abuse and neglect, and who had difficulty in reading and attending
to her daughter’s emotional needs. The second case involves a father–son dyad that
developed a more attuned bond through the father’s recognition of the rigidity and
directiveness with which he interacted with his son. The third vignette depicts how a
single interaction captured on videotape and closely looked at, helped one mother–
who was recovering from drug and alcohol addiction–begin to feel competent in her
ability to comfort and soothe her son.

The Case of Laura and Mary

The fourth author began to work with Laura, aged 33, when Laura’s daughter Mary
was under a year old. Laura had a longstanding history of depression, emotional
abuse, and neglect, starting in early childhood and continuing into her current mar-
riage, for which she had been in traditional psychotherapy. As a mother, Laura felt
frustrated and powerless, and described how Mary was often uncooperative and
unresponsive to her. Instead, Mary seemed to tune her out and withdraw into her
own world. Laura had little support in taking care of Mary, and although Laura’s
own mother provided some assistance, she often made Laura feel incompetent as a
mother. The dyad seemed locked in a pattern of feeling alienated from one another.

Laura’s childhood was characterized by poverty, alcoholism, and domestic vi-
olence between her parents. Laura’s father drank regularly and beat her mother
throughout Laura’s early years. At the age of 13, during a particularly grueling fight,
in which Laura thought that her mother’s life was in danger, Laura stabbed her father
in the leg. The notoriety that ensued left her feeling alienated from her community
for the rest of her teenage years. Laura never completed high school.

Laura stated that she was ineffective at getting the people in her life to take her
seriously. She used the refrain, “They take me for a joke” to describe how she felt
about anyone she was intimately involved with, especially her husband, whom she
believed was engaged in a long-term affair. Pre-dyadic work with Laura focused on
helping her feel less depressed and powerless, and on having her begin to see her
role in perpetuating some of the misery she currently experienced. The goal was
for Laura to feel more optimistic and motivated to make both internal as well as
behavioral changes toward her daughter. For example, Laura worried about how to
manage Mary’s apparent separation anxiety, which she described as Mary “having a
panic attack when I leave out the door.”

In the initial phase of dyadic treatment, Laura’s capacity to bond with Mary was
assessed by videotaping the dyad in free play. Laura appeared to relate to Mary
as if she were a doll that had the power to become animated and attacking. Mary
never referenced her mother. Though she would sit near her mother, there was no eye
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contact between them. During one early session, Laura was so unaware of her baby’s
cries that she laughed while her daughter was in tears. It also seemed at times that
Laura felt her baby was persecuting her. For example, when Mary was struggling to
get a toy she was interested in and that her mother was attempting to hide from her,
Laura commented to Mary, “You’re trying to beat me up.” Unable to read Mary’s
communications, Laura did not respond empathically to Mary. On the other hand,
Mary was on her way to becoming another victimizer in her mother’s life.

Laura had no idea how to help Mary explore, how to help expand her play, or
how to teach her. She did not understand that exploration was an important behavior
for a baby to engage in. When Mary made moves toward creativity or exploration of
her environment, Laura would attempt to engage Mary in a monotonous, repetitive
task that was, predictably, rejected by Mary. When Mary expressed her discontent
verbally, or made attempts through gestures to signal her desire to move to another
activity, Laura perceived Mary as “having a temper tantrum.”

Through the videotaping component of CFC, Laura, for the first time in her life,
began to see and hear herself in a way that was different from her prior experience
in her own individual treatment. Closeness had been painful and fraught with terror
throughout Laura’s early years, and dissociation continued to function to keep her
emotions at bay. Emphasizing Laura’s strengths helped her feel a sense of compe-
tence. Laura began to recognize that she could affect and was actively impacting her
daughter. Viewing herself playing with Mary in a safe environment on videotape,
Laura began to feel more hopeful. She began to reflect on her inaction, saw how her
sense of powerlessness permeated her relationship with her baby, and resulted in her
feeling ineffective as a mother.

For instance, as she viewed the videos Laura saw herself saying, “No, no” in a
singsong manner, and making no eye contact with Mary. Mary, in turn, did not seek
her mother’s face. Over time, this changed. In fact, Laura began to laugh at herself
as her capacity to tolerate positive affect grew. As Laura became more animated in
an appealing way, Mary began to respond to her, to seek her face, to laugh with
her. Laura was able to recognize that her “No” in the past did not communicate her
intended message. In the therapy, Laura practiced saying “No” in a way that really
meant “No,” and played with various vocal intonations to listen for their different
emotional effects. Laura identified the meaning and emotional resonance of her
being able to say “No” and mean “No.” With Mary present, Laura began to practice
saying, “No” while leaning her body in closer toward her daughter to scaffold her
as she explored her environment. Laura also learned to add eye contact, and saw
how this elicited from Mary not only the previously missing mutual recognition of
meaning, but also actual smiles of joy, as mother–daughter bonding occurred.

Mary’s affect changed too. From relative flatness and preoccupation with search-
ing for random objects to busy herself with, Mary became more active in seeking her
mother’s face and attention. Once Mary discovered how her mother was tuning in
to her, she showed delight in finding her. The videotaping not only benefited Laura
and Mary’s relationship, it also helped to support Laura in believing that she might
be capable of making changes in her other interpersonal relationships.

There are still some moments in which Laura plays in a way that is intrusive
and confusing for Mary. However, as Laura becomes better able to read Mary’s
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cues and act upon them, their relationship continues to improve. Through the CFC
intervention, the dyad has built a much better base for their relationship. Viewing
the videotapes and highlighting positive moments helped this mother to recognize
and appreciate her own capacities as a parent. As this therapist held Laura in mind,
she could keep her baby in mind. As a result, Mary demonstrated more relatedness,
cooperative behavior, and collaborative and expanded play. Ultimately, both mother
and baby achieved a sense of security and increased effectiveness as each began
to re-find the other emotionally, as was demonstrated in the final videotape of the
intervention. Mary’s face was full of joy as Laura more naturally followed her baby’s
cues, enjoyed her time with her daughter, and openly registered emotions on her face.
Laura had become capable of moments in which she could more fully relate to her
daughter, and Mary now knew when she had found her mother. As psychoanalyst and
pediatrician Donald Winnicott (1989) wrote, “It is a joy to be hidden, but a disaster
not to be found” (pp. 185–186). Not only was Mary now able to find her mother, but
she had the experience of being found.

The Case of Carlos and Carlitos

This case demonstrates an improvement in reflective functioning on the part of the
care-giving father. In addition, the intervention helped this father become less di-
rective in his style of play and learn to follow his son’s lead in their interactions.
The use of video here mobilized this father’s awareness of his role in the healthy
development of his son’s self-esteem.

Carlos and Carlitos were self-referred to the fifth author, by Carlitos’ mother,
Andrea, a 28-year-old Dominican woman. Andrea felt that her child, Carlitos, age
three, was perfectly normal, but that he grew very serious around his father, Carlos,
a 43-year-old Dominican man. Andrea thought that Carlos’ attitude about parenting
and his beliefs about his role as a father were interfering with her son’s normal social
and emotional development. Carlos was raised in the old-fashioned strict Dominican
way, in contrast to her own more open upbringing in an environment where children
could express their feelings. Andrea’s own father had been more fun and affectionate
than her mother.

Andrea described how when Carlos arrived home, he usually went through his
routine of settling in and then secluded himself in the bedroom. During this routine,
Carlitos diligently followed his father around, stopping whatever game he was play-
ing. Andrea felt that Carlitos should prefer to come back and play, but that perhaps
he was afraid to do so. She knew from what she had read about child development
that toddlers are generally silly, exuberant and even somewhat unruly. She worried
that her son was becoming overly compliant out of fear and anxiety, especially when
his father was around.

Since Carlos was primarily Spanish speaking, Andrea requested and secured a
bilingual therapist because she knew that language and culture were going to play a
role in the treatment. When Carlos and Andrea came in, the tension between them
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was quite palpable. Carlos was very polite and well spoken. He talked about his job
as a construction site inspector with relish. In session, Andrea explained to him what
her concerns about Carlitos were, how it seemed their son had quietly abdicated all
agency and renounced having fun to follow his father around in the hope of gaining
affection, or praise. Carlos seemed stumped and quietly rageful. He did not deny
that he was a quiet man, that he wanted to arrive home to the calm he thought he
deserved after a long day at work. He explained that Carlitos following him around
was proof that his system of keeping order and control was working.

Emerging as well in this initial session was the marital disconnect of a couple with
a significant age difference, as well as marked cultural and parenting differences. This
therapist speculated that Carlitos’behavior around his father might also be an attempt
at keeping the peace. Andrea and Carlos agreed to bring Carlitos for an initial session,
following which Carlos and Carlitos would be videotaped in free play.

Carlitos appeared to be a normal, slightly shy 3 year-old. He separated from his
mother nicely in the waiting room and entered the office exhibiting a mixture of
excitement and anxiety, which rapidly gave way to Carlitos becoming constricted,
almost frozen. He sat on his hands in a chair in front of the dollhouse. With some
prompting he was able to explore it, asking questions about the different objects. It
was clear Carlitos needed several sessions to help him not only learn to explore, but
to construct a story. In subsequent sessions, still with prompting, he focused on the
bathroom, putting father in the tub or placing every single object from the dollhouse
on a truck, impossibly balancing items. In one session, he set up a scene of a family
watching TV, a different and more hopeful theme, seeming to be a response to Carlos
joining the family the previous weekend when they were all watching a movie. It
appeared Carlitos was expressing that certain things were difficult to manage and
balance, but good family moments made it better. Carlitos needed more of these
moments, especially with his father, in order to lessen his anxiety and increase his
sense of security.

Carlos’ and Carlitos’ play revealed significant problems, which coincided with
Andrea’s concerns. Carlos was extremely directive, causing Carlitos to give up min-
utes after the play began. Carlos was focused on fixing and putting things in order
in the dollhouse. Carlitos quietly watched, moving his head yes or no, and barely
touching the toys. When Carlitos decided to play parallel to his father, Carlos almost
touchingly said, “Papi, you are not going to play with me?” then directed him to do
so. Carlitos complied.

Carlos returned the following week for a feedback session during which he
watched a selection of several positive videotaped moments of their interaction. After
watching the first minute of the video, Carlos stated he did not feel that Carlitos was
having fun. As the video rolled Carlos continued to insist that Carlitos did not look
like he was enjoying their play. He also remarked on his own attitude, saying that
he was being too bossy. Carlos asked what he could do, and seemed to understand
the idea of following Carlitos, letting him lead the play. Carlos and Carlitos came
for several subsequent videotaped sessions. Both father and son began to enjoy their
interaction more as Carlos let his son lead the play. In their second session, for ex-
ample, they played with a train set. Carlos began to play second engineer to his son’s
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master engineer. Viewing the video, Carlos saw that he was still an active player,
making train and truck sounds, but the difference now was that he helped Carlitos
build ramps and praised Carlitos’ designs and ideas. During another video feedback
session, Carlos was able to see how he could also slip into the role of teacher, and
identified how this disengaged Carlitos from their play.

Carlitos began to relax as his father became more approachable; he could be silly,
for example, by freely putting a piece of track on his head without showing any fear
of Carlos’ reaction. As Carlos identified a negative aspect of his interaction with his
son almost immediately after seeing the first video, the intervention was immediate
in that Carlos quickly created a plan to change the tenor of their relationship. Through
CFC, Carlos learned to follow his son’s lead, rather than dictating the play or insisting
on the proper use of toys. In response, Carlitos began to feel safe and comfortable
enough to take agency in their co-constructed play. Carlos understood that allowing
Carlitos to be a toddler and experience more positive feelings during their interactions
would help his son develop a healthy sense of self-esteem, be more compliant with
rules, and create a more satisfactory relationship with his parents. Through the CFC
intervention and its lessening of Carlos’ directiveness in play, Carlitos began to
behave more authentically, as demonstrated by a marked change in his affect in
session—Carlitos in the final videotapes was engaged and giggling wholeheartedly
as he played with his father.

The Case of Rita and Michael

The last case example by the sixth author demonstrates how the CFC intervention
strengthened the attachment between a mother and a son and improved this mother’s
ability to recognize a key positive interaction between them. Her own past experience
interfered with her ability to see herself as a good mother, but through the intervention
she was able to claim her role as a mother.

Rita is a 40-year-old Hispanic woman who lives with her husband, Miguel, and
toddler son Michael. Rita came for treatment following inpatient psychiatric hospi-
talization, precipitated by a suicide attempt. Diagnosed as bipolar and bearing a long
history of chemical dependency, Rita described her internal experience that led her
to attempt to take her own life: “I am a work in progress and I have come a long way
but I have been and I am so filled with rage and bad feelings about myself that when
I tried to kill myself I genuinely thought that my husband and baby would be better
off if I were not in the picture.” From the outset it was clear that Rita could benefit
greatly from engaging in dyadic therapy with her son Michael.

In the initial interview, Rita described her early life as secure and happy, and
how she had enjoyed an intact family system. By the time Rita was 10, however,
both of her parents had succumbed to alcoholism, becoming extremely abusive to
one another and to Rita. The subsequent neglect and abuse resulted in Rita being
removed from the home and sent to live in a group home at the age of 12.

As an adult, Rita contained all of the pain and loneliness, fear and rage that marked
her internal life, in part through not only the exertion of her will, but also through
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her use of cocaine and other substances. Underneath the anesthetizing power of the
substances and her own striving for achievement was a lonely little girl devastated
by the loss of her family of origin to alcoholism. Rita managed to put down the drugs
and alcohol on her own, but without a holding environment, the rage and despair that
she kept so tightly held within led her to believe that her husband and child would
be better off without her. By ingesting a lethal dose of prescription medication, Rita
attempted to take her life.

Following inpatient hospitalization, Rita came to the clinic, was admitted for
chemical dependency treatment and through her work in group and individual psy-
chotherapy, began to gain safer access to her internal life. In the early stages of the
dyadic therapy, Rita described how she felt she was unimportant to her toddler son.
She disclosed her excruciatingly deep feelings of inferiority as a parent, especially
in comparing her parenting abilities to those of her husband. “Miguel is very hands
on and I am not,” she would say, and go on to describe with an insight how her son
had begun to become a symbol to her of her failings as a mother.

The initial sessions of dyadic play therapy between Michael and Rita evidenced
a significant difference between Rita’s perception of her relationship with Michael
and what we, the mother and therapist together, were witness to in watching video
footage of their interaction. The videotape of the third session showed Michael and
Rita on the floor together, playing with various toys. The two are sitting facing each
other, creating a warm and secure play space. In reviewing the video with Rita, it was
easy to focus on her strengths as a mother, how she warmly followed and facilitated
Michael’s play. After watching the video with sound in real time, we watched the
video again with no sound, and in slow motion. This allowed Rita to take in a powerful
moment between herself and her son.

Picking up a toy airplane, Michael is making flying gestures as Rita follows his
play and describes it back to her son. Michael, wanting to see the airplane actually
fly, throws the toy across the room, where it lands underneath a table behind the
camera and out of sight. Rita watches as Michael, in the process of retrieving the
airplane, hits his head on the table. Viewing this in slow motion, Rita and I could
see how her entire body tensed when Michael bumped his head. We continued to
watch as she then waved her hand to motion Michael to return to her. Michael comes
again into camera view as he seeks proximity to his mother, and sitting with his
back slightly turned toward her, presents his head for his mother to soothe. Rita
starts gently caressing and rubbing his head as a look of pure delight comes across
Michael’s face. Enjoying his return to this clearly secure base, and while continuing
to enjoy the caress of his mother’s touch on his head, Michael begins to shift his
attention back to the toys. Following his cue that he no longer wishes the touch to
continue, Rita withdraws her hand. Michael begins to rub his own head, but changes
his mind and decides to search for his mother’s hand, which he then places directly
back on his head.

Viewing the video in slow motion with Rita, we were able to see that although
Michael was perfectly able to rub his own head, he wanted his mother’s soothing
touch, and sought her out. While watching this moment with her, this therapist began
speaking for Michael, “You see Mommy, I can easily rub my own head, but I want
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you to do it Mommy.” When Rita resumed her caresses that unmistakable expression
of joy returned to Michael’s face. Rita’s face conveyed a very similar expression as
she observed and took in her son’s enjoyment of her. Rita was beginning to recognize
her strengths as a mother.

Analysis of the Cases

These three cases illustrate how the Chances for Children intervention can result in
profound changes in attachment relationships. Each case depicts the ways in which
the CFC intervention improved reflective functioning in the caregiver. The case of
Laura and Mary illustrates how psychodynamic psychotherapy helped the mother
begin to process her early trauma. The video feedback helped Laura recognize that the
abuse and neglect in her childhood was hindering her ability to tolerate positive affect
and be attuned to her child. Laura, previously traumatized by her past, also learned
how to set limits with Mary in a clear, nonthreatening manner. After the intervention
both members of the dyad showed more positive affect and mutual enjoyment. Carlos,
through viewing his play with Carlitos on video, was able to identify his son’s desire
to please him at the expense of enjoying his play. The father’s ability to examine
his relationship with his son and to make such rapid change in his style of play
highlights the efficacy of the mentalization component of this model (Fonagy et al.
2002). Carlos’ ability to mentalize allowed Carlitos to gain agency and confidence.
Playing the video of Rita and Michael in slow motion was instrumental in helping
this mother to feel more competent; this case demonstrates the positive impact of
videotape analysis feedback conducted from a strengths perspective (Beebe 2000;
McDonough 2010). This case also exemplifies an instance of rupture and repair
(Tronick 2007). Rita first stopped rubbing Michael’s head when it seemed she had
soothed him enough, and viewing the tape of how she subsequently successfully read
his cue for her to continue was clearly highly empowering.

The three cases presented in this chapter demonstrate the versatility of the CFC
intervention. The caregivers are from different cultural backgrounds. They struggle
with a range of challenges including: early childhood trauma, substance abuse, de-
pression, poverty, domestic violence, and foster care placement in childhood. They
are all able to make use of the intervention and improve in a variety of important
areas of parenting. They become better able to reflect, mentalize, wait, soothe, and
play. All of these are important elements in improving the attachment relationship.

Clinical Implications

Learning and implementing the CFC video intervention can change the way clin-
icians deliver clinical services to caregivers and their young children. The use of
video allows clinicians to help caregivers observe and be curious about their chil-
dren, in a way that in the absence of video, could not be attained. Mothers often
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present to the clinic as fearful and anxious, as they are the ones generally criti-
cized for the child’s behavior. CFC focuses on the positive interactions reflected on
tape, thus engaging the caregivers so that they can begin to pause and reflect upon
their children’s emotional states and respond in more attuned manners. While the
CFC model is strength based, highlighting the importance of mentalization, prior
caretaker trauma, and rupture and repair, the clinicians described in this chapter
also utilized other elements of parent–infant psychotherapy. This includes psycho-
educational information to parents about the importance of a nondirective approach
to daily play, clinicians modeling nondirective play, caregiver skill building (e.g.,
limit-setting through practicing with using voice as in the case of Laura and Mary),
and providing other developmental help (e.g., coordinating with early intervention
workers and pediatricians, answering questions about developmental issues).

The CFC video intervention has been used with mothers, fathers, grandmothers,
and foster parents. Engaging these caregivers in the filming and observing it with
them helps initially to strengthen the therapeutic relationship and ultimately the
attachment relationship. Joining the parent in the act of observing him/herself with
the child creates a shared focus in the treatment. The therapeutic alliance is positively
impacted by this joint attention on the caregiver–child interaction. The caregiver and
the clinician become baby watchers together. Seeing oneself interact with his/her
child is very powerful and therefore moves the treatment along more quickly than
mere discussion. Focusing on the positive aspects of the interaction helps build
caregiver’s self-esteem, improves the quality of play, and paves the way for caregivers
to identify areas that need improvement.

Training Implications

Several issues are important in transferring this early intervention model to other
settings. Supervisors and other team members must maintain the cohesiveness of a
special, CFC training group within the larger agency context. Most staff in mental
health settings manage heavy caseloads and do not have time to stop and reflect on
the complexities of most cases. Having to attend additional meetings initially seems
almost impossible. Team members receive weekly individual and group supervision
on their clinical work. Evaluating the videotapes in individual supervision and as
a team contributes to the motivation of the team members to follow the protocol
closely and to effectively evaluate their own work.

Thus, establishing a cohesive training group within a busy work setting is of
paramount importance to the success of this model. The team must be able to bond
through openness to acknowledging and discussing differences; they must recognize
that despite their individualities, they had all once been infants themselves. The team
must also connect through their ability to apply the key components of the CFC
model, mentalization and containment, to the team itself. Team members should
be encouraged to express their countertransference feelings in a nonjudgmental and
safe atmosphere. Supervisors should take care to address and repair disruptions in the
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group, with team members’ relationships with each other, and with their supervisors.
Parent–infant work can result in significant transference issues (Trout 2007), as
therapists shift between identifying with both child and parent roles. The ability
of the team to contain members’ negative affect, to allow team members to switch
from a non-mentalizing to a reflective, mentalizing stance, promotes positive group
interactions. This parallels and reinforces the therapists’ work in attempting to hold
in mind their caregiver–infant dyads.

Another key contributing factor in the development of each staff member’s iden-
tity as an early childhood specialist is the group’s participation in early childhood
conferences. Interacting with other professionals with common interests and other
skills and competencies solidifies each team member’s identity as an early childhood
expert. In addition, early childhood specialists in such areas as reflective functioning,
trauma, attachment, maternal depression, movement therapy, and video feedback,
greatly assist in the development of a common theoretical framework, and in turn, a
common identity for clinicians.

The issue of recruitment of families and caregiver–child dyads is also important in
utilizing this CFC model because many families are wary of mental health services
for their young children. Team members can initially obtain referrals from other staff
members within the agency itself by presenting at agency meetings and through word
of mouth. Marketing materials describing the program should be developed and dis-
tributed to parents, staff, and community organizations. Team members can conduct
individual meetings with local pediatricians, and preschool administrators and teach-
ers. Some team members can serve as consultants to preschools and Headstart pro-
grams, conducting workshops on various early childhood topics while also promoting
the video program. The specifics of how team members should discuss the benefits of
the program to both parents and referral sources should be reviewed in team meetings.
Team members become more enthusiastic about the program due to the successes
that they observe, making it easier to recruit new families as the project continues.
Families are also promised a CD of their play sessions at the end of the project;
transportation by paid car service, should be made available for needier families.

Being trained in the use of videotaping and setting up the research protocol is
crucial. Training in the use of video equipment is essential, and the fact that it is
easier for some team members than others must be taken into consideration. This
may require a few training sessions on the basic mechanics of handling the camera
as well as using a TV to display the video to caretakers. Other issues that need to be
addressed are designing consent forms, devising a standardized toy list by child’s age
that each team member is required to follow, labeling the videos, and transferring
the pre and post videos from cameras to a central computer server.

Conclusion

The CFC model proves successful in both a school-based setting with teenage moth-
ers and with an at-risk population of varying ages in a mental health clinic. It was
implemented with families from diverse backgrounds and improved the attachment
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relationships between the caregivers and their children. Since the staff training that
took place at our community mental health clinic, the intervention continues to be
used clinically as an effective modality of treatment for infants, toddlers and their
caregivers. Ongoing supervision is important to sustain the intervention. The three
most critical elements necessary to implement the Chances for Children Training
Program in order to offer the intervention are: enthusiastic support from the agency
being trained, well-trained clinicians who are consistent and reliable, and sufficiently
thorough outreach to have dyads to treat. Individuals and organizations wishing to
learn more about the Chances for Children Training Program can contact the authors
of this chapter.
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Trauma–Focused Child–Parent Psychotherapy
in a Community Pediatric Clinic:
A Cross-Disciplinary Collaboration

Todd S. Renschler, Alicia F. Lieberman, Miriam Hernandez Dimmler
and Nadine Burke Harris

The integration of mental health services in primary health care clinics has the po-
tential to create a coordinated approach to treatment that addresses the mental health
origins of many leading medical problems. This integrated approach can serve an
important preventive role in early childhood because long-term mental health and
medical problems often originate in the first years of life. Early childhood mental
health specialists, particularly social workers and child psychologists, can collaborate
productively with primary health providers in the early identification and treatment
of behavioral and mental health problems in families with young children (Groves
and Augustyn 2004; Cohen et al. 2008).

Parents often develop a deep trust in the capacity of pediatricians to keep their
child healthy and to address the child’s illnesses, and this positive attitude often
leads them to turn to the child’s doctor for advice as the first recourse when facing
troubling child behaviors at home or at school. In detailing a philosophy of holistic
pediatric care, Brazelton (1992) highlights the importance of developing meaning-
ful relationships with each family member in order to strengthen the pediatrician’s
understanding of the interpersonal and contextual dynamics that influence a child’s
growth and development. Because of this unique window into the child’s first re-
lationships, the community pediatric clinic holds special importance as a place for
early identification of disturbances in the parent–child relationship and the effects
of trauma (Groves and Augustyn 2011). Pediatricians, social workers, and psychol-
ogists embedded in the communities that they serve have an opportunity to better
understand the ecological influences—such as socio-economic status, community
violence, and trauma—that may have a negative impact on the parents’ capacity to
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provide adequate care and which significantly shape the young child’s early devel-
opment. Cross-disciplinary collaboration builds long-lasting relationships that foster
greater communication and the sharing of resources. The pediatrician’s capacity to
respond effectively is greatly enhanced when immediate referrals can be made to
on-site social work and psychological services.

In this chapter, we describe a unique model of collaboration between pediatricians
and mental health specialists at a pediatric clinic in San Francisco. Pediatricians at
this clinic routinely screen for the kinds of traumatic experiences that have been
shown to predispose children and parents to a variety of long-term physical and
mental health problems and work with an integrated team of mental health profes-
sionals to proactively address these problems. We proceed by describing child–parent
psychotherapy (CPP) as the treatment of choice for traumatized young children and
parents, and assert the importance of thoughtful, well-timed engagement, and collab-
oration when working with marginalized populations. This model of collaborative
treatment is proposed as having the potential of replication in communities facing
similar challenges.

The Pediatric Clinic as Mental Health Setting

The Bayview Child Health Center (BCHC) is a pediatric clinic located in the Bayview
Hunters Point neighborhood of San Francisco. Although historically a predominantly
AfricanAmerican neighborhood, the Bayview is increasingly diversified with a grow-
ing percentage of Pacific Islander, Asian, Latino, and Caucasian residents. Although
the neighborhood is ethnically and culturally diverse, many residents are affected
by poverty, lack of access to health care, lack of education, and ongoing exposure
to gang and drug related violence. One fifth of the neighborhood’s residents live in
poverty (Northern California Council for the Community 2004).

Community violence and other violent crimes affect many families who live in
the neighborhood. In this context, ongoing stress and chronic intergenerational and
complex trauma take a heavy toll on the physical and emotional wellbeing of the
families seen by clinic staff. BCHC was established in 2007 to address health dispar-
ities and to reduce rates of asthma hospitalization and raise rates of immunization in
a neighborhood that, at the time, had only one other pediatrician, but the largest num-
ber of children of any neighborhood citywide. The BCHC medical director quickly
recognized the important influence of ongoing exposure to trauma on the physical
and emotional well being of her patients (Burke et al. in press; Tough 2011).

BCHC staff strive to understand and address the impact of traumatic experiences
on the physical and mental health of their patients, and the clinic was founded with
the belief that physical and psychological services must be integrated in order to
effect long lasting change. The clinic serves patients with a staff of two full-time pe-
diatricians, three medical assistants, and one practice coordinator. The mental health
team comprises one social worker, one master’s level clinician working as a case
manager and parent advocate, and two clinical psychologists. With private funding
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from Tipping Point Community, the clinic has established a partnership with the
University of California, San Francisco, Child Trauma Research Program as part
of an special initiative to provide on-site early childhood mental health services for
children aged zero to five identified as having trauma exposure and/or behavioral and
mental health problems. This initiative is part of a larger effort to more broadly im-
plement trauma–focused CPP in collaboration with community agencies (Hernandez
Dimmler et al. in press).

BCHC is first and foremost a primary care clinic with in-house mental health
services as opposed to being a destination for patients seeking mental health care.
The trauma screen devised by clinic pediatricians is based on the adverse childhood
experiences (ACE) study (Felitti et al. 1998), a longitudinal study of more than
15,000 middle class, Kaiser Permanente patients that showed a correlation between
adverse childhood experiences, such as sexual abuse, neglect and trauma, and risk
for disease later in life.

The ACE screen is part of a comprehensive program intended to address the
impact of adverse childhood experiences as a major risk factor for chronic disease
(Burke et al. in press). Clinic pediatricians initially screen every patient for trauma
including physical and sexual abuse, substance use, neglect, domestic violence,
parental incarceration, history of mental illness, and past or current involvement
of child protective services. Once pediatricians have administered the screen, they
begin a consultation process with social workers and psychologists at the clinic to
determine the appropriateness of a referral to mental health services.

This consultation process begins when pediatric staff present families at the
multi-disciplinary rounds—a weekly consultation group that consists of a child
and adolescent psychologist, a social worker and psychologist trained in child–
parent psychotherapy, a case manager, and two pediatricians, in order to discuss
patients and to strategize about how to effectively offer services. After an interven-
tion plan is formulated, services are coordinated to address the physical and mental
health needs of the child and family. These services may include referral for brief
consultation with a staff therapist, case management, outside psychological, edu-
cational or neurodevelopmental assessment, and family, individual or child–parent
psychotherapy.

In addition to providing a forum for discussion of families, the multi-disciplinary
rounds process gives medical staff the opportunity to reflect on their experience of
the traumatic material generated in their interviews with patients. Clinicians and
care providers exposed to patients with traumatic histories are at risk of experiencing
burnout as a result of secondary traumatization (Figley 1996; McCann and Pearlmann
1990). The collaboration between the mental health and pediatric teams seeks to
encourage an organizational culture that values reflective capacity, self-care, and
the mitigation of secondary traumatization. The multi-disciplinary rounds process
intends to mitigate secondary traumatization by providing staff with a forum to reflect
on the overwhelming or upsetting images and affect generated by the ACE screen.

The mental health team has weekly meetings intended to reflect on organizational
process, presentation of challenging clinical material, and to discuss how to more
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effectively engage hard to reach families. The mental health team also provides
in-service trainings to clinic staff related to mental health.

Viewing Trauma Through an Attachment Lens

Our interdisciplinary model of collaboration has roots in an ecological/transactional
model of conceptualization and treatment (Cicchetti and Lynch 1993; Lieberman and
Van Horn 2009). This approach assumes that healthy development and psychopathol-
ogy are the result of the mutual influences between both risk and protective factors
within the child such as genetic biology, and environmental influences such as the
parent–child relationship, the family, community, and cultural context (Bronfenbren-
ner 1977). When considering the impact of trauma, our approach involves developing
a better understanding of the quality of the child’s primary attachment relationships
as a significant part of the context in which the trauma occurred.

Trauma in the first 5 years of life is profoundly disruptive of a child’s expected
developmental trajectory and often has a negative impact on the parent–child rela-
tionship. Infants and young children may remember traumatic events long after they
occur, and these memories can have profound effects on their play, development, and
expectations of the caregiver (Gaensbauer 1995). Following a traumatic event, the
parent’s past and present circumstances—including early attachments and trauma
history—influence their ability to function as a developmentally critical protective
shield for their child (Freud 1926/1959). When past traumas or unresolved develop-
mental conflicts are evoked by the present trauma, the parent may find it impossible
to provide the sense of safety needed to regulate the child’s fluctuating emotional and
physiological states (Lieberman and Amaya-Jackson 2005; Scheeringa and Zeanah
2001). As a result, an attachment system that has evolved to provide protection,
physiological and affective regulation, and a sense of safety for young children may
become a source of fear, insecurity, and dysregulation.

When both caregiver and child experience a traumatic event—such as when a
child witnesses domestic violence involving the parents—they may come to remind
each other of the trauma. The parent’s own symptoms of traumatic stress may be
triggered when the child’s dysregulated affect and behavior remind her of the event,
and her own distress may interfere with her ability to respond supportively to the
child (Lieberman and Van Horn 2005, 2008).

Trauma symptoms reflect the child’s developmental stage, and in the first year
of life may include prolonged and inconsolable crying, motor agitation, disorders
of feeding and sleep, and blunted affect. In toddler and preschool age children
symptoms may include reckless behavior, engaging in disinhibited or dangerous
behaviors and precocity of self-care (Lieberman and Van Horn 2005; Scheeringa
and Zeanah 1995a, b). According to the Diagnostic Classification of Mental Health
and Developmental Disorders of Infancy and Early Childhood-Revised (DC: 0–3R),
symptoms of Post Traumatic Stress Disorder (PTSD) in early childhood include re-
experiencing the event through repetitive posttraumatic play, recurrent recollections
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of the event, nightmares, physiological distress, flashbacks or dissociation, as well
as numbing of responsiveness, disruption of the child’s development and increased
arousal (National Center for Infants, Toddlers and Families 2005).

There is a striking similarity between the behavior of children classified as having
a disorganized attachment relationship to their mothers and those who have experi-
enced traumatic events. For example, children with a classification of disorganized
attachment may appear disoriented in relation to their surroundings, show contradic-
tory behaviors in rapid succession, may be inhibited in their exploration, and show
dysregulation of affect. Similar behaviors are observed in children who experienced
violence and chronic traumatic experiences, raising the possibility that exposure to
trauma may be a factor in the etiology of disorganized attachment (Lyons-Ruth and
Jacobvitz 1999; Lieberman and Amaya-Jackson 2005). The mutually influencing
nature of attachment and trauma make it critical for mental health providers to be
attentive to trauma history in the presence of a disorder of attachment. Some care-
givers, especially those with histories of trauma themselves, may find it difficult to
understand the connection between the traumatic event and the child’s behavior and
may mistake symptoms of traumatic stress as unexplained defiance, oppositional be-
havior, attention problems, rebelliousness or tantrums. The parent may then begin to
make negative attributions about the child, coming to believe that the child is “bad,”
“angry,” “a liar,” or “manipulative” (Silverman and Lieberman 1999).

Since avoidance and minimization are two common mechanisms of psychological
protection following a traumatic event, caregivers may also seek to downplay the
significance of the trauma. Parents may have trouble speaking about the trauma
directly with their children or believe that their children do not remember the trauma,
even when the children’s play indicates that they are remembering and reenacting
traumatic events that occurred before the acquisition of language (Gaensbauer
1995). Alternatively, a caregiver may be affected by the trauma in such a way that
their own anxiety, hyper vigilance, and misapprehension of danger leads them to
become overly protective, anticipating danger when there is no realistic reason for
it and over-interpreting developmentally expectable behaviors as manifestations of
the traumatic exposure.

When a family seeks treatment or advice for a child’s behavioral problems, they
often do so without necessarily making an explicit connection between the behavior
and the trauma. In part because of the disorganizing effects of trauma, parents may
wait to seek treatment or advice until their child’s behavior becomes severe enough
at home or school that it begins to fundamentally disrupt the child or parent’s ability
to function.

In the setting of a community pediatric clinic, pediatricians are often the first
provider to hear about these concerns, making them a particularly important part of
the system of care and an influential figure in the referral process.

Although pediatricians have the opportunity to identify behavioral, emotional,
and developmental problems in their earliest stages, they may be unaware of mental
health resources in the communities they work or unsure of how to utilize available
resources. As a result, they may feel pressure from parents to prescribe psychotropic
medications to address the symptoms of depression, anxiety, or hyperactivity that
may be linked to trauma, rather than referring to mental health providers. For this
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reason, there is a vital need for social workers, psychologists, and pediatricians to
work together on an early intervention/prevention model of treatment as a way of
addressing the needs of traumatized children.

Trauma–Focused Child–Parent Psychotherapy
in the Pediatric Clinic

Child–parent psychotherapy is an evidence-based form of clinical intervention that
focuses on improving relationships between parents and children aged zero to five
and takes place in joint sessions with the parent and the child (Lieberman and Van
Horn 2005, 2008; Lieberman et al. 2006). It is the treatment of choice for infants and
young children who have experienced trauma. Contemporary CPP evolved from the
groundbreaking work of Fraiberg (1980) who as a social worker and psychoanalyst
was uniquely positioned to develop a model of treatment of infants and parents
that was attuned to the intrapsychic “ghosts” of the parents past as well as to the
concrete social and psychological needs of vulnerable young children (St. John and
Lieberman in press). Psychotherapists trained in this approach take into account the
type and severity of the traumatic event, the quality of the child and parent’s individual
functioning before the trauma, the quality of the attachment of both parent and child,
and changes in the parent–child relationship since the traumatic event. One of the
hallmarks of CPP is the routine integration of variety of clinical modalities such as
developmental guidance, concrete assistance and advocacy, as well as perspectives
informed by psychoanalytic theory, social learning theory, mindfulness, attachment
theory, and cognitive-behavioral therapy.

Child–parent psychotherapy’s goals include evaluating and strengthening the
parent–child attachment and improving the overall emotional quality and sense of
safety in the dyad (Lieberman and Van Horn 2009). In order to foster greater affective
attunement and communication, therapists routinely offer translations of the child’s
behavior and affect during free play and parent–child interactions. This facilitates
greater parental self-awareness and a deeper understanding of the child’s subjectivity,
both of which contribute to healthy parent–child relationships (Lieberman and Van
Horn 2009). However, treatment is not limited to helping parents better understand
and respond to their child’s behavior. Thoughtfully timed provision of developmen-
tal guidance facilitates understanding and reduces anxiety, and concrete assistance
with problems of daily living strengthens the therapeutic alliance and encourages
self-care. Helping parents and children understand and make meaning of the trauma
is a central focus of the work. This is achieved through the co-creation of a narrative
that puts the traumatic events in context and allows parents and children to better
understand the ongoing internal and external factors that trigger their symptoms
(Lieberman and Van Horn 2009).
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Engaging Hard to Reach Families

The mental health team originated with the understanding that the mental health needs
of the community could only be met when those needs are identified and responded
to flexibly and individually. Using a dual lens of attachment and trauma, psychother-
apists at the clinic use a variety of means to understand and engage families.

Families who reside in marginalized communities affected by chronic violence,
trauma, and poverty are often reluctant to engage in psychological treatment (Selig-
man and Pawl 1984; Kiefer 2000). Engagement with systems of care requires a level
of trust and a stability of primary attachment relationships that is often absent in
the families from such communities. Rates of missed appointments and unreturned
phone calls are high. Because of unexpected moves, homelessness, financial stress,
and other reasons, patients may change phone numbers frequently and working num-
bers are suddenly disconnected. Without a way of contacting or following up with a
family, staff can become frustrated and disheartened.

BCHC was founded to facilitate an early intervention/prevention model of treat-
ment in the service of a larger public health perspective. However, because of ongoing
emotional and socioeconomic stress and lack of trust of systems of care, many fami-
lies wait until symptoms are significant before coming to the clinic to see the doctor.
Some African American families may be reluctant to seek mental health services
once established at the clinic because of the longstanding stigma related to mental
health services in the African American community (Sanders Thompson et al. 2004;
Diller 1999).

Patients who have developed a strong bond with the pediatric staff including front
desk staff and medical assistants tend to engage more readily. The front desk staff
is crucial in building rapport with families and in helping them feel at ease and are
often more aware of the life stories of the families served than members of either
the pediatric or mental health teams. They observe families in the waiting room and
often witness unfiltered interactions between family members. They often know how
to contact a family when that family has been out of touch, for instance, because
two family members had a falling out and the parent and child moved. In fact, many
families come to think of clinic staff as being “like family.” For this reason, clinic staff
is a vital part of the dialogue between the pediatric staff and the mental health team.
This strong rapport and sense of connection with the front desk staff is one important
reason why families accept the clinic as a place for their child’s mental health care.

Impediments to Engagement

Families who have been mandated by social services to attend therapy can be partic-
ularly reluctant to form a therapeutic alliance because of feelings of powerlessness
and their association of the therapist with the social service agency. Although from
the standpoint of the therapist, CPP is not a mandated service, psychotherapy is
often a requirement for families where child abuse or neglect is suspected or has
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been confirmed and CPS is involved. There are significant challenges in developing
a therapeutic relationship with a family when the family feels that the treatment has
been forced upon them.

Similarly, not every family who has experienced trauma is ready for treatment. In
fact, because avoidant behavior is common in families who have experienced trauma,
the task of engagement becomes that much more difficult. These families may un-
derreport adverse experiences, downplay symptoms, or minimize the pediatrician’s
concerns.

When speaking to a parent about mental health issues, the pediatrician takes
care to address the patient’s primary concern regarding the wellbeing of the family.
Parents may present concerns about their child’s behavior more readily than personal
feelings of depression or anxiety. Pediatric staff has become attuned to the way that
parents present their concerns and attempt to be respectful of the parent’s level of
functioning and readiness for treatment. This parallels the CPP assessment process,
in which the therapist begins with the parent’s primary concern about their child and
proceeds from there.

Engaging multiply stressed families in child–parent psychotherapy often involves
beginning with a family’s greatest need rather than addressing the traumatic incident
right away. This is especially true of families who have been referred, but are not
seeking treatment. Families who live in poverty are often in ill health, lack ade-
quate transportation and family support and are often uninterested in beginning a
course of talk therapy. As a result, engaging families in the concrete aspects of
their needs (i.e., physical health, services such as respite and daycare, and establish-
ment of appropriate benefits) is often the most effective way to engage families in
psychotherapy.

For example, following up on a referral by the child’s pediatrician, a clinician was
met with silence after presenting clinical services focused on trauma. After hearing
that the overwhelmed mother’s greatest concern was keeping her five children’s
clothes clean at home and that her rented washing machine had just broken and
would be too costly to repair, the clinician offered to help the mother find a new one.
The subsequent relationship that formed as a result of the clinician’s genuine efforts
on the family’s behalf led to critical involvement when the family experienced a crisis.
As in clinical social work, such concrete interventions are helpful when engaging
patients from marginalized communities.

Concrete interventions may also occur in the context of advocacy. This includes
interfacing with the legal system on behalf of patients, helping to review and complete
important documents with patients, and clarifying important information with other
caregivers and systems. When thoughtfully employed, such well-timed interventions
may also be considered to be nonverbal interpretations (Renschler 2009).

Home visiting is another aspect of initial or ongoing engagement of families who
are difficult to reach. For example, following a client’s surgery for a debilitating leg
injury, the clinician offered to travel to the family’s home for therapy rather than
allow the treatment to falter because of the patient’s difficult life circumstances.
The mother was touched by this accommodation, which allowed a deepening of the
therapeutic relationship. Because the family lived in a dangerous neighborhood, the
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visits evoked the mother’s protective feelings for the therapist, which allowed her
to feel, and more deeply express, her feelings of vulnerability about herself and her
child due to living in an area where community violence was common.

Culture and Class

Issues related to cultural differences between clinician and patient may present initial
impediments to engagement. Despite this, there can be significant advantages to treat-
ments that involve therapists and patients of different ethnicities. Clinicians, working
in communities where the predominant ethnicity is different than their own, have a
responsibility to develop the capacity to reflect on their own cultural background,
biases, and assumptions and to seek out culturally appropriate consultation. It is the
clinician’s readiness to address issues of culture and class in treatment and supervi-
sion that determines in part whether treatment will falter due to cultural differences
(Diller 1999). For this reason, reflective practice is vital to implementing a diversity-
informed approach to mental health treatment (Gosh Ippen and Lewis 2011).

SomeAfricanAmerican patients may feel that a white clinician cannot understand
their experience or they may associate the white therapist with a system of care
that has historically been anything but helpful (Williams 2008). However, it can be
significant when a strong relationship is formed between a therapist and patient of
different ethnicities in a spirit of mutual respect and collaboration. This is especially
true of patients who have never had a close relationship with a person of another
ethnicity. In one instance, anAfricanAmerican woman revealed to her white therapist
that she had been taught to “never trust the white man and never tell the white man
your problems.” When she followed her African American pediatrician’s advice and
pursued treatment with a white therapist, the resulting relationship caused her to
reflect that, “some things are more important than the color of your skin.”

The clinician’s willingness to engage in a thoughtful, self-reflective process
around his or her own cultural biases, ethnic background, and socioeconomic status
and how these elements differ from those of their patients is an important part of
addressing issues of culture and class in child–parent psychotherapy. When ther-
apists take this into account, they are better able to understand not just the larger
cultural context of their patients and of the community, but the culture specific to
the individual and the family as well. Ultimately, this approach facilitates flexible
adaptation to the specific needs of each child, parent, and family (Lieberman 1990;
Diller 1999; Devore and Schlesinger 1981).

Case Example

The following case example serves to illustrate the advantages to providing child–
parent psychotherapy in the context of the community pediatric clinic. In this case,
the referral from the pediatrician, typically a useful introduction to mental health
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services, was tainted by the pediatrician’s earlier referral of the mother to child
protective services on suspicion of neglect. This left the mother feeling betrayed,
resentful, and reluctant to engage with services. As the clinician would learn, the
mother’s attachment history left her untrusting of close relationships and without
close friends or significant family support. From an attachment perspective, the
mother’s capacity to be emotionally available and attunement to her own daughter
improved as her she developed a strong relationship with the clinician. This relation-
ship served to facilitate the gradual repair of longstanding hurts that had existed in
her relationship with her own mother which impaired her own ability to be attentive
to her daughter and left her without a healthy model of parenting. The co-location
of medical and psychological services at the clinic allowed for the later repair of the
damaged relationship with the pediatrician as well. As the mother’s self-awareness
increased by talking about herself in therapy, a new experience for her, she developed
a greater capacity to nurture and respond to her daughter’s changing needs. As the
therapeutic relationship strengthened, a traumatic event involving mother and child
threatened to damage the mother’s fragile attachment to the therapist as well as to
derail her growing bond with her child.

Presenting Problem

Charlene1 was a 25-year-old, African American, first-time mother when she was
referred with her 5-month-old daughter Nia, for CPP by Nia’s pediatrician. Born 8
weeks premature at three pounds, Nia had been diagnosed with nonorganic failure
to thrive after she continued to struggle to gain weight several months after being
released from the hospital. For the first few months of Nia’s life, the medical team
at the clinic worked closely with the family to understand the causes of Nia’s weight
problems. According to the pediatrician, there was no known physiological reason
that Nia should not be gaining weight, but she was increasingly concerned about
Charlene. The staff observed that Charlene often seemed annoyed and overwhelmed
by her daughter’s cries. On several occasions, they witnessed Charlene telling her
newborn to “shut up.” At other times, her affect was flat and she seemed distracted
and inattentive. Despite giving her careful instructions about how to feed and care for
Nia, the pediatrician was concerned that Charlene’s apparent postpartum depression
was affecting her capacity to care for daughter.

After several weeks of unsuccessful psychosocial intervention, including concrete
assistance, modeling, and detailed parenting instruction by the clinic case manager
and medical staff, Nia’s pediatrician recommended that she be hospitalized to further
assess the cause of her failure to thrive. Nia gained a significant amount of weight
during this four-day hospitalization but quickly lost these gains following her return

1 In this case example, names and identifying information have been changed to protect the
confidentiality of the patient and family.
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home. In order to ensure greater supervision and care for this family, and from the pe-
diatrician’s perspective, to save Nia’s life, the clinic case manager, at the request of the
pediatrician, informed Charlene that they would be filing a report with child protective
services (CPS) due to suspicion of neglect. At the time, Nia was under the third per-
centile for weight and was thought to be in considerable danger due to her low weight.

Following a team decision meeting arranged by the Child Protective Services
social worker, and discussion of the case at multi-disciplinary rounds, child–parent
psychotherapy was recommended to attempt to address both Charlene’s possible
postpartum depression as well as any other potential psychosocial causes for the
Nia’s failure to thrive. At the team meeting, Charlene’s mother, whom Charlene and
Nia lived with at the time, accused her daughter of neglectful behavior and publicly
scolded her. She seemed angry with Charlene and insinuated that it might be better if
Nia were removed from her care altogether. Despite this, CPS determined that as long
as Charlene would agree to participate in a variety of supportive services—including
child–parent psychotherapy—and if Nia began to gain weight, Nia would stay at
home with Charlene. Charlene and Nia were then referred to a psychotherapist at the
clinic who is trained in CPP.

Initial Assessment: Sharing the Mother’s Perspective

When the clinician first met Charlene, Charlene was withdrawn and her affect was
flat. In the initial sessions, she wore headphones over her ears with the volume
turned loud enough that the clinician could hear the music. The clinician initially
understood this to be a reflection of her depressed mood as well as her anger about
being referred to therapy against her wishes. In fact, the clinician was aware that from
Charlene’s perspective, CPS was ordering her to attend psychotherapy or risk losing
her baby. The clinician imagined how this might leave Charlene feeling powerless,
undermined, angry, and potentially humiliated both as a mother and a new parent.
Charlene insisted on referring to the clinician by his professional title and full last
name.

As the therapy was considered mandatory, the task of building rapport and safety
in the therapeutic relationship presented a special challenge. Initial attempts to en-
gage Charlene and to establish rapport focused on acknowledging her lack of choice
in coming to treatment and empathizing with her about the stress of CPS involve-
ment. With this in mind, the clinician also attempted to find ways to offer her more
choice within the framework of the treatment. The clinician focused a great deal in
the first session on clarifying his role as separate from that of the pediatrician and
the CPS social worker. He also focused on clarifying confidentiality and on help-
ing Charlene—who had never seen a therapist before—know what information was
considered private and when information would need to be shared. The clinician
stressed that in the event that something needed to be shared, such as if he learned
that a child was being hurt, he would always tell her what he was going to say first,
and if possible, the two of them would tell someone about it together.
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In the first session, rather than focusing on the presenting problem, which he
imagined might have put Charlene on the defensive, the clinician focused on concerns
she had about Nia and how things were going at home. The clinician said that even
though he understood that it was not her idea to receive services, he thought that
therapy could provide a space for her experience as a new parent and to talk about
the things that had been stressful for her and Nia. The clinician also told Charlene that
the three of them could work together to better understand some of the reasons for
her child’s difficulty with weight gain. Although guarded at first, Charlene seemed
relieved. It would take many more weeks before she began to open up about feelings
of betrayal by the pediatrician and her mother due to the CPS report.

As the clinician and Charlene completed the administrative paperwork necessary
to begin work together, Charlene said that she felt that she and her daughter had
spent more time in doctor’s offices filling out paperwork and being examined than
getting to know each other at home. The clinician took this as another opportunity to
offer Charlene a choice with respect to the early treatment. A typical CPP assessment
at CTRP lasts 5 to 6 weeks and involves a number of psychological measures that
assess the functioning and the history of both parent and child. This process can
evoke strong feelings in many parents and can be especially difficult when a parent
feels disempowered and distrustful of the system of care. With this in mind, the
clinician outlined the traditional assessment process but offered Charlene the option
of choosing how she would like to proceed and inquired what if any questions she
would like to learn more about her and her daughter. Charlene seemed surprised and
asked if it would be okay to just start by talking and the clinician agreed to this. This
approach reduced the sense of scrutiny and eased the feeling that she was at “another
doctor’s office.” Charlene began by talking about her most immediate concern: Her
frustration and exhaustion from Nia’s frequent night waking.

Charlene reported being sleep deprived and considerably frustrated with Nia’s
waking. Early therapeutic work involved understanding and normalizing this behav-
ior and helping Charlene to develop a consistent sleep routine for Nia. Discussions
of sleep issues—a common complaint among new parents—allowed the clinician to
express empathy and to collaborate with Charlene in a way that further strengthened
the therapeutic relationship.

When, after a few sessions, the new sleep routine began to pay off with Nia
sleeping longer stretches at night, the therapeutic relationship benefitted as a result.
Discussion of Charlene’s experience of exhaustion allowed her to vent about an issue
that was neutral and less charged than the CPS report. It also led the clinician to
inquire more about Charlene’s supports at home and to wonder aloud why, although
she lived with her mother and sister, she seemed to feel so alone and unsupported
during a time when any new parent would need support.
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Early Treatment: Ghosts in the Nursery Emerge

Charlene tentatively opened up about her relationship with her mother and the clin-
ician began to learn more about her history. Ever since telling her mother that she
was pregnant, Charlene felt that her mother had turned her back on her, offering
more criticism and judgment than support. Similarly, Charlene said that her older
sister often sided with her mother, leaving her feeling isolated and alone. She said
that she did not know why Nia was born prematurely and did not gain weight. The
clinician wondered initially about maternal substance use, but toxicology reports
were negative. Charlene expressed concern that because of Nia’s prematurity and
lack of weight gain she would grow up being frail, vulnerable, and unable to protect
herself as an adult. She presented herself as streetwise and tough, a former high
school track star who said she would never let another person get the best of her.
Still, the clinician wondered about Charlene’s own feelings of vulnerability and how
this might be influencing her fears about her daughter.

As they continued to form a therapeutic alliance, Charlene and the clinician
worked together to develop a better understanding of the scope of their work. For
Charlene, two of the most important initial goals were helping Nia get more sleep
and better understanding the reasons for her difficulty in gaining weight. She also ex-
pressed frustration with the CPS case and mentioned wanting it to be closed. Several
implicit goals began to emerge over the initial weeks of treatment: Helping Charlene
navigate her role as a new parent, better understanding her relationship with her
mother, and encouraging greater responsiveness and understanding in her relation-
ship with her daughter. As the initial treatment progressed, Charlene became very
explicit about wishing to have a different kind of relationship with her daughter than
she had with her mother. This desire opened a pathway of discussion that encouraged
a deepening of self-awareness and reflection.

After 2 months of treatment, Charlene seemed to feel better and made more eye
contact during sessions. Nia, because of her prematurity and her struggles to gain
weight, was still underweight and often slept during sessions. This sense of quiet
initially created space for Charlene to reflect on her experience of herself and Nia
without any pressure for her to be responsive to Nia’s needs. As Nia, now 7 months
old, began to be awake for more of the sessions, the clinician began to address
her directly in order to acknowledge Nia’s subjectivity and his awareness of her
as a person with her own needs and desires separate from her mother’s. Similarly,
Nia’s vocalizations and smiles became another opportunity for reflection about the
meaning of her behavior and about Charlene’s experience in relation to her.

Charlene’s wearing earphones during sessions left the impression of someone who
sought to tune out the world around her. As sessions progressed, Charlene began to
take out one earpiece to listen but would leave the other in with music still playing.
As Nia’s curiosity and capacity to reach out and interact with her mother grew, she
would often grab at the ear phones and pull them from her mother’s ears as if to say
to her mother that she wanted her to be more present and pay more attention to her.
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After 3 months of weekly treatment, Charlene began to take her earphones off
during sessions. During a collateral consultation with the pediatrician, the clinician
learned that Nia’s weight was beginning to stabilize. Because of her lingering negative
feelings towards the pediatrician, Charlene was especially reluctant to reach out to her
for advice or support. The clinician worked to facilitate a repair in the relationship by
asking for information from the pediatrician at Charlene’s request, and encouraging
her to ask such questions herself when she was ready to do so.

Feeding became an important part of the sessions. At first it appeared that Charlene
needed to show the clinician how well she was feeding Nia by methodically preparing
and giving her the bottle during session. Little by little however, Charlene began to
ask the clinician to help with the preparation of the bottle. She would direct the
clinician to fill the bottle with just the right combination of hot and cold water to
arrive at the right temperature for Nia. Charlene would test the water before giving it
to Nia and sometimes would send the clinician back to adjust the water temperature
at her direction. The clinician understood this interaction as reflecting an important
expression of care and support that Charlene did not feel comfortable asking for with
her own family, but was increasingly feeling able to ask of the clinician. In contrast
to the collaborative experience that developed in sessions around the preparation of
Nia’s bottle, at home Charlene continued to find criticism and conflict. For instance,
Charlene began to use the blender to make homemade baby food. On one occasion,
when Charlene forgot to unplug the blender, her mother became so upset with her
that she hid it from her and told her that she could no longer use it. This hurt and
confused Charlene, who expressed anger at her mother.

As Charlene began to open up about her significant relationships, the clinician
asked more directly about her experience of Nia’s birth and the following months.
She initially struggled to put words to her experiences and later said that she had
never been asked much about herself. She said that her family did not talk about
such things. Charlene said that the pregnancy was unplanned but said little else
about Nia’s father, Anthony. According to Charlene, Nia had seen Anthony only a
few times since the birth and he was not involved in her life. Regarding Nia’s difficult
birth, Charlene said that Nia had stopped growing in utero and needed to be delivered
via emergency surgery. She described feeling confused, overwhelmed, and alone and
was convinced that both she and Nia might not survive the surgery. She described
feeling physically and emotionally disconnected from Nia as she recovered in the
NICU for several weeks. She continued to worry that Nia might not survive. In
addition to struggling with depression, Charlene used avoidance as a response to the
trauma of Nia’s prematurity and fragility at birth, part of a pattern of attachment that
fends off emotional closeness as a means of protection against the danger of loss and
resulting emotional pain.

Charlene revealed a pattern of distant relationships with family. She described a
pattern of important people disappearing from her life without explanation, including
her two brothers and father. Charlene’s father now lived nearby but had 12 children
from several different partners. Charlene described feeling close to and protected
by him when she was little but had few interactions with him in recent years. As
Charlene continued to discuss the dynamics in her family, she expressed longing for
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a mother who could be there to support her in the way that she wanted. She painted
a picture of her mother as a distant figure who rarely spoke with her or asked about
her and whose support of her when she was growing up was limited to her athletic
potential. Charlene got a scholarship to run track in college but a knee injury in her
freshman year hampered her attempts to pursue that dream. She dropped out the
following year and after a few years at home became pregnant. She said that her
mother had stopped supporting her after she told her about the pregnancy, and often
treated her as if she were a nuisance around the house. She said that she sometimes
berated her and called her stupid.

Charlene said that she knew very little about her mother’s history and family. She
said that her mother had one sister who was mentally ill and who was apparently in
a hospital somewhere. She also said that her mother had another sibling who lived
nearby but whom Charlene barely knew and about whom her mother never spoke.
Charlene revealed a culture of silence in her family, a culture in which members
did not speak about important matters and showed little interest in or capacity for
self-reflection. People who experience trauma often use avoidance and emotional
distancing as a means of self-protection. The clinician modeled that knowledge can
be safe. Putting words to feelings, encouraging greater capacity for self-reflection,
and fostering a different kind of relationship between Charlene and her daughter
became implicit goals of the evolving treatment.

As Charlene became more curious about her family during therapy, she asked her
mother more questions at home. Each question was met with silence or rejection. One
afternoon Charlene was in her mother’s room when she uncovered personal papers
on her mother’s desk, one of which was her mother’s birth certificate. The certificate
had a different name listed for her mother’s parents than she recognized, and her
mother’s birth date was the same but her maiden name was also different. Charlene
confronted her mother with this information and her mother refused to address it,
telling her to mind her own business.

The mystery surrounding her mother’s identity and questions about why she had
cut off ties with her parents stirred new questions and feelings in Charlene. The caring
attention that she received in the therapeutic relationship caused Charlene to long for
deeper relationships with the important people in her life. Charlene began to feel a
kind of empathy for her mother, imagining that difficult things had happened to her
when she was little that had impacted her ability to be the kind of mother that she
wanted to be. She attempted to tell her mother how she felt about their relationship
and how she would like their relationship to be. At one point, with the help of the
clinician, she wrote a letter to her mother saying that she would like to do more things
together and fight less.

These attempts to reach out to her mother led her to seek greater closeness in her
relationship with Nia and to vow that things would be different between them. She
was increasingly able to better care for herself and her daughter. As she began to
understand and express her own relational needs, she was more able to be attentive
and engaged with Nia, seeming to take pleasure in Nia’s ever-changing development.
Nia, now nearly 9 months old, was steadily gaining weight. Although still delayed due
to her prematurity, she was sitting up and making gains developmentally. Charlene’s
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affect appeared brighter too. She seemed to enjoy our sessions and to feel safe to
speak about the things in her life that concerned her.

Another sign of the strength of the growing therapeutic relationship was that when
Charlene was mistakenly given a referral to a home visiting program offering similar
therapeutic services, Charlene expressed confusion and declined to follow up on the
referral telling the referring social worker that she already had a therapist. Charlene
said, “I told her this is where we come to talk about things now.”

A Disruption in Treatment: Experience of Trauma

When Nia was 10 months old, Charlene who had always been consistent in attending
sessions, suddenly did not show up or call for the scheduled session. The clinician
called and left a message on her phone but did not hear back from her. Later in the
afternoon, the clinician received a call from the Child Protective Services worker, a
clinical social worker, saying that Charlene had been attacked by Anthony while she
was holding Nia during a visit to his home.

Charlene did not come to therapy for the next two weeks and did not return
the clinician’s phone calls expressing concern. When she arrived for the session the
following week, the faint outline of a black eye was still visible. Charlene was wearing
her earphones again and avoided eye contact. Nia was screaming inconsolably in the
waiting room and Charlene appeared tired and withdrawn. She said that she had lost
Nia’s pacifier. Charlene sat down with a blank expression. She complained about
Nia’s unending screams. The clinician told Charlene that he had been concerned
about them and that he had wondered where they were and how they were doing when
he did not hear from them. Charlene did not respond. The clinician told Charlene
that he had heard from the social worker that something terrible had happened and
that Anthony had attacked her while she was with Nia. Charlene nodded. She said
that he “got off a cheap shot while I wasn’t looking.” She described how she tried to
defend herself and to protect Nia by putting her down on the bed so that Nia would
not be hurt.

Charlene expressed feeling angry, betrayed, and confused. She described calling
the police and filing a report. She said that she fled without Nia, leaving her in
Anthony’s apartment so that she could call the police. She said it was all that she
could do. She explained that she feared for her life. The clinician acknowledged how
difficult it must have been for both of them and how scared they both must have been.
Nia calmed down but appeared exhausted and on edge.

It became apparent over the next few sessions that Charlene’s depressive symp-
toms had returned and that her growing capacity to think about and care for Nia was
being threatened by the recent trauma. At the start of one session, she left Nia in
the waiting room while she went to the bathroom, leaving Nia screaming. Charlene
expressed that she could no longer tolerate Nia’s cries and that she did not know
why Nia was crying or what to do about it. The clinician asked, “I wonder if she was
frightened when she didn’t see you. She must have wondered where you went and
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when you would be back. With her cries she was saying, ‘Where did my mommy
go? Who are these people I don’t know.”’ This led Charlene to reflect on her own
feelings of distrust in other people and her desire to keep to herself and not leave the
house. She revealed a history of verbal and emotional abuse from Anthony. She said
that, when they were together, Anthony frequently called her stupid and told her she
was worthless.

Despite such abuse, Charlene explained that she wanted Nia to know her father
and to have a good relationship with him. She explained that this is why she sought
him out for the visit that led to the violence. Charlene could not understand what
caused Anthony to attack her. She wondered if he was using drugs or was mentally
ill. The clinician continued to link Charlene’s feeling of overwhelm, anxiety, and
intolerance for Nia’s cries with her experience of the violence, working to normalize
her heightened affect by putting it in the context of the trauma.

After the trauma, Nia’s sleep difficulties returned and Charlene withdrew further
from her relationships with her family. During one session, as she was discussing
the trauma, Charlene said quietly, “I’m having a moment.” When the clinician asked
what this meant, she said that it is a phrase she used when she felt upset and it
helped her to calm down. The clinician asked where she felt this upset feeling and
Charlene pointed to the core of her body. She said that she had been having this since
the attack and that she worried that she was “going coo coo.” The clinician worked
to normalize this response to the trauma and explained the way that such stressful
events can affect one’s body. Despite the fact that this was frightening for Charlene,
the clinician understood this revelation as a sign that Charlene’s reflective function
was improving, an important aspect of secure attachment relationships.

The clinician also worked to link Charlene’s frustrations with Nia’s cries with her
scared and dysregulated feelings in the aftermath of the domestic violence. During
one session, Charlene said, “She gets so upset when I am making the bottle. She gets
so angry at me.” The therapist said, “I think she is letting you know how hungry she
is.” Charlene said, “But she can’t go on having a short temper like this. People will
think she’s crazy.” The clinician linked this fear that others would think that Nia was
crazy with her concerns that she would be “like Anthony” who had surprised her by
becoming violent with both of them. Charlene said she was worried that Nia would
be an angry person, that she would blame Charlene for what happened, and that she
would treat Charlene the same way her father did.

During one session in which Charlene was discussing the impact of the violence,
and Nia, 11 months old now, was particularly fussy, the clinician turned to Nia
and said, “Your mommy told me that your daddy hit your mommy while she was
holding you, and you were so little, and scared and couldn’t do anything to stop
it.” Nia became very still and looked at the clinician with rapt attention and then
turned back to her mother, burrowing her face in her shirt. Charlene said, “Do
you think she remembers what happened? Nia, mommy is so sorry. Mommy loves
you.” She hugged Nia close. This exchange created the opportunity to reflect on
Nia’s experience of the trauma and to discuss how children her age remember scary
experiences.
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As the clinician and Charlene continued to discuss her feelings about the assault,
Charlene expressed deep shame at being attacked in front of her daughter and at
having her daughter see her as weak and helpless. She felt that she abandoned Nia
when she left her with Anthony. Still, her ambivalent feelings about Anthony and her
desire for Nia to know her father made it difficult for her to want to pursue charges
against him. She eventually decided to proceed, saying, “He needs to learn that he
can’t hurt us like that.” Anthony was convicted and sent to county jail. Charlene
felt proud of herself for setting an example for her daughter but also felt fearful of
Anthony’s reaction once he was released.

Putting words to these and other feelings seemed to give Charlene great relief
but her “moments” continued, especially when she was reminded of the trauma.
To more concretely address Charlene’s anxiety, the clinician offered to show her
several mindfulness-based breathing exercises and progressive relaxation designed
to increase her ability to regulate her body when she became anxious or upset. After
experimenting with these techniques at home, Charlene said that they helped her
to calm herself down including after having a difficult exchange with her mother.
Charlene would later remember to use the same techniques when feeling nervous
before a job interview and reported them being helpful.

Re-experiencing the Trauma

After Anthony was sent to jail, his mother began to reach out to Charlene and to
express an interest in seeing her granddaughter. Charlene was hesitant at first, but
as they began to see more of each other, Charlene began to trust this maternal figure
who expressed more warmth and concern for her than her own mother. This growing
relationship was complicated whenAnthony was released from jail and began coming
to his mother’s house. He also began calling Charlene to express interest in seeing
Nia, which was a violation of the restraining order. Charlene resisted Anthony’s
attempts to get in touch with her and was clear that she did not want to see him.

One afternoon, when Nia was 13 months old, Charlene was startled whenAnthony
answered the door at his mother’s house as she arrived with Nia for a visit. Charlene
was terrified. She described later that her heart began to race and she began to sweat
as she had visions of the assault. She was so flustered that, in an instant, she decided
to leave Nia at the house for the visit and to go on a walk in the neighborhood to calm
down. Later in session, the clinician and Charlene discussed Nia’s reaction to being
left with Anthony; Charlene was unsure. She was so flooded with feelings herself
that she did not notice her daughter’s state. The next week Charlene reported that Nia
was fussy the whole week and that she was not sleeping well. The clinician wondered
aloud if this was Nia’s way of saying what it was like for her to see her father and
that she, like her mother, was affected by seeing him. Charlene said she was not sure
what Nia remembered about what happened or what she thought of her father. Later
Charlene admitted that she was scared and was able to make a connection between
Nia’s fussy behavior after the visit and her own feelings about seeing Anthony. After
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the session, Charlene called Anthony’s mother to tell her that she did not want to see
Anthony during the visits, as seeing Anthony was a violation of the restraining order
and upsetting to her and Nia.

During this time, the clinician spoke directly with Nia, now over a year old,
about seeing her daddy and about being with him without her mommy. When the
clinician spoke to Nia about this, Nia would look at the clinician intensely. During
one of these moments Charlene said, “I think she understands what you are saying.
She remembers. She knows who she was with.” The clinician understood this to be
an important sign that Charlene was making connections between Nia’s emotional
experience and her awareness of the trauma.

Other aspects of Nia’s behavior began to trigger Charlene’s memory of the trauma.
When Nia hit her mother in what appeared to be an accidental or playful way Charlene
reacted to her by yelling at her to stop. Charlene feared that when her daughter became
upset that she was “crazy like her dad.” Other times she worried that her daughter
“doesn’t like me.” The clinician attempted to carefully link these attributions to the
experience of the trauma, which helped Charlene continue to integrate and recover
from the effects of the assault. Her concerns about her relationship with her daughter
also led her to express her longing for the loving, supportive relationship with her
mother that she always wanted.

Improvement and Consolidation

As the treatment progressed, the collaborative relationship between the clinician
and the CPS social worker became a critical part of the ongoing treatment. It was
important to be transparent with Charlene about any communications with the social
worker. Similarly, when the pediatric staff asked for updates about the case, the
clinician asked Charlene what information she felt comfortable being shared and tried
to limit information that was relevant to Nia’s health and well being. Throughout the
treatment, the CPS social worker was actively involved in monitoring Nia’s progress
and yet remained respectful of Charlene’s privacy.

As Nia’s weight and development improved and the end of the CPS case was in
sight, the CPS social worker began receiving calls from Charlene’s mother stating
that Charlene was endangering Nia at home. Although Charlene’s mother would
not give specifics, the social worker was concerned. After a series of visits to the
home and calls to the pediatrician and the clinician, the CPS worker began to believe
that it was the relationship between Charlene and her mother that needed attention.
During a consultation with the clinician, the clinician suggested a meeting between
Charlene and her mother to be facilitated by a therapist at CPS. The social worker
and the clinician agreed that mother and daughter could use a place to talk about their
relationship and that this would best be done with another therapist. Charlene agreed
that she did not want her mother to come to her child–parent therapy, because she
felt it would be an intrusion into the safe space that was created. She and the clinician
prepared a written list of feelings and thoughts that she would like to communicate
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to her mother in the meeting including, “I would like us to spend more time together
with Nia and go places like we did when I was little.”

Charlene’s mother cancelled the CPS meeting several times before attending a
meeting. According to the social worker, Charlene’s mother appeared angry and
resentful of Charlene. She repeated her belief that Charlene was endangering Nia. She
said that she did not clean up after herself and played loud music in her room at home.
When Charlene invited her mother to meet regularly with the CPS appointed therapist
and read her the list she had prepared, her mother was evasive. Finally, she agreed
to meet the following week but did not show for the meeting. Charlene expressed
sadness and confusion about this in her own therapy. Still, much to Charlene’s relief,
the social worker indicated that there was no reason for CPS to keep the case open
any longer.

When the CPS case was finally closed, Charlene called the clinician to leave a
celebratory message on his voicemail even though she knew he was out of town.
Despite occasional setbacks, Charlene and Nia seemed to be recovering from the
trauma. A significant shift occurred as Nia, initially delayed in her gross motor
skills, began to crawl—and, later, walk—in the therapy room. As Nia explored the
space, the clinician suggested to Charlene that they move to the floor so that they
could interact more readily with Nia. The clinician also wondered what Nia might
like to play with and invited Charlene to help choose toys that she thought Nia would
enjoy. Charlene appeared reluctant at first but as she moved to the floor, it became
clear how much Nia enjoyed this newfound attention and focus on her.

Charlene enjoyed this change as well, remarking that she wished that Nia could
be so relaxed at home and saying that she wished she had more toys that she could
play with there. The clinician and Charlene brainstormed about ways that Charlene
could create developmentally appropriate toys for Nia out of common household
items and Charlene experimented with this at home reporting that she and Nia had
spent time together that was enjoyable and free of worry and stress.

As the work continued, Charlene’s guilt and confusion about Nia’s prematurity
and early feeding problems, which were exacerbated by the domestic violence, occa-
sionally led her to feed Nia whatever she wanted in order to reassure herself that she
was a good mother. The clinician continued to work with Charlene to develop insight
into these feelings. Also, as Nia became more mobile and moved into toddlerhood,
Charlene struggled to set limits with her out of fear of upsetting her. Charlene dis-
closed that she tried to give Nia whatever she wanted because, when Nia got upset,
Charlene worried that Nia would be a sad and angry person the rest of her life. With
some well-timed developmental guidance, Charlene came to understand that limit
setting was actually healthy for Nia and would eventually lead her to feel safer and
more relaxed.

As Charlene gained confidence as a parent, she saw greater possibility that things
could be different at home. Being able to observe Nia become more curious about
the objects and toys in the office and to see her interactions and smiles at the clinician
allowed Charlene to think of Nia differently. Similarly, as Charlene’s relationship
with the clinician grew, her ambivalence and conflict about Nia’s attachment and
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need of her receded. Her growing ability to experience trust and safety in another
person continued to increase her capacity as a mother.

The mutual decision to move to the floor during sessions was especially significant
because it helped to facilitate Charlene’s acknowledgment of Nia’s separateness as
a person with interests, capacities, and ideas of her own—an awareness that was
greatly impeded by the trauma. This was especially important because it challenged
an intergenerational pattern in which Charlene had been treated by her mother as an
extension of her mother’s unfulfilled potential rather than as an individual with her
own needs and desires. She was treated as the child who would fulfill her mother’s
dreams of going to college and of succeeding in ways that she never felt that she
could.

Charlene’s depression receded over the course of the treatment. She took appro-
priate steps to enroll Nia in daycare, sought training for new employment and got a
job. She started saving money and looking for a place of her own where she hoped
that she and her daughter would create an environment that would be more hospitable
and nurturing of their relationship. She talked of returning to school to finish college
in order to study sports psychology so that she could help young athletes succeed
in their careers. Charlene’s relationships with women also began to improve. She
developed a trusting relationship with Anthony’s mom and a relationship with her
paternal aunt.

Nia’s language capacities steadily developed which decreased her frustration.
Charlene followed through on pediatrician referrals for speech and language evalu-
ation, as well as a nutritionist visit to learn how to foster healthy eating habits. Most
importantly, Charlene’s capacity to reflect on and express a full range of feelings
with respect to herself and her daughter markedly improved. Her work with the clin-
ician helped her to better care for herself and her baby, both of which were impaired
by the depression and her unresolved attachment relationships and compounded by
the trauma. Although Charlene had faced serious challenges from her postpartum
depression, the trauma of the domestic violence and lack of family support, her work
with the clinician helped her have a different relationship with her daughter than she
had with her mother.

Conclusion

Trauma damages the capacity to connect with others and to access one’s internal
resources (Lieberman and Amaya-Jackson 2005; Lieberman and Van Horn 2008).
Charlene had never been in therapy and had had little opportunity to cultivate self-
awareness. Her unresolved attachment relationship with her mother and postpartum
depression caused her to have difficulty forming trusting, intimate relationships,
including with her own daughter. Her feelings of abandonment by her mother put
her at risk of repeating this dynamic with Nia. Prior to therapy, she continued in
an abusive relationship that reinforced a depressive sense of herself. As the abuse
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escalated and then turned into violence, Charlene’s relationship with her daughter
became impaired as both suffered the effects of the trauma.

The relationship with the clinician facilitated the repair of the trauma and allowed
Charlene to strengthen her relationship with her daughter, improving her capacity to
protect and nourish her and to become a secure base for her growing explorations,
all key goals of child–parent psychotherapy (Busch and Lieberman 2007; Lieber-
man and Van Horn 2008). By developing a strong attachment relationship with the
clinician, Charlene was able to better understand and express her feelings of hurt,
disappointment, and anger about her relationship with her mother and to begin to trust
another person. Her growing reflective capacity in the context of this relationship
allowed her to make meaning of the trauma without it further damaging her relation-
ship with her daughter. This in turn allowed her to develop closer relationships and
to return to work.

Although the referral to child protective services was a source of rupture between
the pediatrician and Charlene, Charlene later proudly celebrated Nia’s weight gain
with her, highlighting the importance of the gradual repair of the attachment rela-
tionship with her child’s doctor, whose referral to CPS may have otherwise caused
Charlene to leave the clinic.

When Charlene finally moved out of her mother’s home, she did so in order to
gain some independence and to create a safer emotional environment to raise Nia.
One unintended consequence of the move was that Nia could no longer be seen at
the clinic using the state-funded health care plan that required her to get care in
her county of residence. Rather than simply referring her to another provider, Nia’s
pediatrician and the clinician worked together to ensure that Nia could continue to
receive services at the clinic and to benefit from the trusted relationships that she had
established there. While it remained a source of sadness for Charlene that repair was
not possible in her relationship with her own mother, she used her growing internal
resources to continue to make positive changes for herself and her daughter.

Recommendations for Practitioners

Families and children who experience trauma stand to benefit from the thoughtful,
cross-disciplinary collaboration of medical and mental health providers in unconven-
tional settings such as the community pediatric clinic (Groves and Augustyn 2011).
In the case example, the clinic-based treatment and ongoing collaboration with the
pediatrician allowed the clinician to support the mother as she navigated the com-
plexities of the relationships between the doctor, her daughter, her extended family,
and the CPS social worker. This collaboration helped to preserve the mother’s fragile
relationship with the pediatrician whose referral to CPS was initially experienced as
such a betrayal. Had the patient been seen at another clinic, communication about the
patient’s care may have faltered, raising the possibility of further CPS intervention.

The co-location of physical and mental health services in community health set-
tings acknowledges the fact that psychological problems are often the greatest barrier
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to physical wellbeing. Practitioners of various disciplines hear different stories and
hold different aspects of the families they serve. Bringing such differing perspectives
together, in coordination of care, benefits families as well as the systems that serve
them. Social workers and psychologists seeking innovative ways to engage high-risk
families from socio-economically marginalized communities may consider closer
collaboration with pediatricians. Pediatricians can also benefit from maintaining a
heightened awareness of the impact of trauma on the health and well being of their
patients (Burke et al. in press; Groves and Augustyn 2011). The trauma screen de-
veloped at BCHC is a useful tool to engage families in a conversation about the
emotional and psychological consequences of trauma that put their children at risk
for disease later in life. The screen de-stigmatizes the trauma, creating a dialogue
about a topic that is often experienced as shameful.

The use of multi-disciplinary rounds is an effective way of mitigating the long-
term effects of secondary traumatization and brings clarity to the referral process
through direct consultation and the sharing of resources and expertise. The multi-
disciplinary rounds process also relieves the pediatrician of the responsibility of
delving into traumatic material with the patient. Medical doctors often are reluctant
to ask about the emotional impact of trauma for fear of eliciting emotional material
for which they have little training about how to respond (Groves andAugustyn 2011).
Social workers and psychologists can support the community-based medical com-
munity by becoming engaged in forging closer alliances with doctors and nurses and
by advocating for the use of a comprehensive trauma screen. Such alliances serve
to mitigate the impact of trauma on children’s physical, emotional, and psychologi-
cal development. Trauma–focused interventions such as child–parent psychotherapy
increase parents’ ability to respond to their children’s needs, and are effective in en-
gaging hard to reach families cross-culturally (Lieberman 1990; Lieberman and Van
Horn 2008; Gosh Ippen and Lewis 2011). At a time when medical and psychologi-
cal services are increasingly specialized, this integrative model of cross-disciplinary
collaboration provides an effective attachment-based treatment for children and fam-
ilies affected by trauma while strengthening our ability to support and learn from
each other.
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The Essential Role of the Body in the
Parent–Infant Relationship: Nonverbal
Analysis of Attachment

Suzi Tortora

This chapter focuses on the imperative role of body/movement experience, nonverbal
understanding, nonverbal expression, and the felt-experiential nature of interpersonal
exchange in early childhood development. It explores how a mental and emotional
sense of self is linked to an experiential bodily felt state on both an intrapersonal and
interpersonal level. The concepts in this chapter follow the dissolution of the Carte-
sian theory of a mind–body dualism (Damasio 1994/2005), instead working from
the concept that a continuum exists between the mind, the body, and the emotions
(Tortora 2006).

Nonverbal movements are a powerful communication tool (Tortora 1994, 2004,
2006). The therapist gains insight into a patient’s sense of self through observing
personal nonverbal styles. The therapist obtains key information about the developing
attachment relationship between an infant and parent through observing their dyadic
nonverbal exchange (Tortora 2006, 2010, 2011).

The focal point of dance movement psychotherapy philosophy and intervention
methodology is the role of the body, nonverbal communication, and movement ex-
periences in development of self (Bartenieff and Lewis 1980; Levy 2005; Tortora,
1994, 2004, 2006, 2010, 2011). This chapter explains the relationship between
dance movement psychotherapy and infant mental health, through the Ways of
Seeing psychotherapy program developed by this author. It provides a comprehensive
review of specific infancy mental health theories and attachment research, highlight-
ing current thinking about the essential role the body, movement, and nonverbal
experience play in the development of the emotional self. An introduction to the
nonverbal parent–child attachment relationship analysis system developed by this
author called Dyadic, Attachment-based, Nonverbal, Communicative Expressions
(D.A.N.C.E.) exists elsewhere (Tortora 2010, 2011); this chapter will focus on its
application.

D.A.N.C.E.’s observation method offers a systematic way to organize nonverbal
interactions between individuals, especially parents and infants. It provides a means
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of communication and understanding through nonverbal movement analysis and
dialogue between the therapist, the child, and the parent, when used within the
context of the psychotherapeutic milieu.

Experiences Outside of Verbal Conscious Awareness

There is a growing interest among infant mental health researchers, psychoanalysts,
and theorists in understanding the infant’s experience occurring outside of verbal
conscious awareness (Boston Process Change Study Group 2010; Stern 1985, 2004,
2008, 2009, 2010; Malloch and Trevarthen 2009; Trevarthen 2009). The infant’s
nonverbal experiences have been analyzed to explain his/her experience of self and
other in the developing attachment relationship. Specifically, the authors have ex-
plored how the infant learns to process information during the development of a
sense of self (Stern 2004; Boston Process Change Study Group 2010)—infant mem-
ory (Gaensbauer 2004, 2011)—and how this information can inform parent–infant
psychotherapy (Boston Process Change Study Group 2010; Downing 2005, 2008;
Trevarthen 2009; Malloch and Trevarthen 2009).

Notably, the authors describe the nonverbal realm of our personal and social lives
differently: “lived experience” (Pally 2001, p. 72), “body to body, biology to biology”
(Pally 2001, p. 72), “lived interactions and implicit experiencing” (Boston Pro-
cess Change Study Group 2010, p. 195), “social connectedness” (Meltzoff and
Brooks 2007, p 149), “implicit knowing” (Stern 2004, p. 112), “moment-to-
moment implicit processes” (Beebe and Lachmann 2002, p. 210), “intersubjectivity”
(Trevarthen 1979, p. 521), and “perceptual–cognitive–affective–sensory-motor
schemata” (Gaensbauer 2004, p. 29).

Pally (2001) proposes “. . . language . . . causes a rupture between what one
says and how one feels, the verbalizable self and the experiencing self” (p. 73).
This quote highlights the experiential nature of interactions which occur beyond
the realm of verbal conscious understanding. Pally (2001) advocates for analysts to
increase their awareness of nonverbal communication during therapeutic exchanges.
She draws a distinction between language and nonverbal cues. She places value in the
abstract reasoning and self-reflective capacities of the verbalizing self. Pally (2001)
states that the nonverbal nature of the experiential self facilitates empathic exchange,
emotional expressivity, and physiologic and affective self-regulation. This process
occurs without words.

Embodied Experiences

Movement is the primary language in dance movement psychotherapy. Nonverbal
actions communicate thoughts, emotions, feelings, and sensations within self and
between self and other. The dance therapist is trained to carefully observe the spe-
cific details of the patient’s nonverbal cues and analyze them within the context
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of the patient’s unique personal movement repertoire. The dance therapist consid-
ers movement actions to be forms of expression, revealing the patient’s intra- and
inter-personal style of relating. The dance therapist develops movement and dance
activities in the therapeutic session to experientially explore the patient’s emotional
life. In the early 1940s and 1950s, the founders of dance movement psychotherapy
initially came to this understanding through their personal dance experiences and
while working with other dancers through creative and modern dance techniques
(Bernstein 1979, 1981; Chace 1953, July 1964, 1968; Chaiklin 1975; Levy 2005;
Pallaro 1999; Sandel et al. 1993; Schoop and Mitchell 1974, 1986; Whitehouse 1977,
1999).

Dance therapists now find support for the relationship of movement and self
from philosophy, phenomenology, neuroscience, infant mental health, and embodi-
ment and enactment research (Berrol 2006; Bloom 2006; Koch and Fischman 2011;
Tortora 2004, 2006, 2010). The philosopher Sheets-Johnstone (2010, p. 2) discusses
“the dynamic congruency between emotions and movement. . . ” stating that “mov-
ing is a way of knowing” (1998, p. xv) and is at the core of our sense of agency.
Dance movement therapists use the term embodiment to describe the relationship
between thought, emotional experience, and the felt-body experience in interaction
with the surrounding environment (Bloom 2006; Koch 2006; Koch and Fischman
2011). This perspective brings the mind and body together: “unifying perception and
action, creativity and recognition, cognition and emotion. . . [it] reminds us that our
existence is related to our own ways of experiencing” (Koch and Fischman 2011,
p. 66). Embodiment theory views the integration of different aspects of self, includ-
ing multisensory, cognitive, and emotional, as developing through the experience of
the body (Bloom 2006). From an embodiment perspective, the body-and-body move-
ment, including gestures, postures, and actions through space occur in response to
internal and external stimuli (Bloom 2006).

In a dance movement psychotherapy session, a distinct edge arises between the
verbalizable and experiencing self, a phenomenon discussed by Pally (2001). The
immediacy of the felt experience during the dance/movement exploration exists in
the moment. The immediate felt experience is an embodiment of thinking, sensing,
and feeling. During dance/movement activities, there is simultaneity between re-
flection and experiencing. The dance therapist creates dance/movement explorations
to support the patient/mover’s specific nonverbal expressions and communicates a
sense of knowingness about self and body. During the verbal processing aspects of
the session, the patient/mover shifts out of the immediacy of the felt moment to
engage in the mental task of searching for words to accurately describe and reflect
upon the experiential activities in the session. Moving freely across the edge that
joins embodied experiencing and verbal reflecting is very powerful. This movement
facilitates a deep sense of self as a whole, integrating thought, body, and emotion.
Viewing embodiment within the psychotherapeutic process as a way to learn about
one’s self mirrors the early stages of self-awareness and self and other relationships
in infancy and early childhood.
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Embodiment and the Attachment Relationship

Infants begin life in embodied experience. Thoughts, sensations, and feelings are one
for infants. The mind, body, and emotions are all aspects of self that become known
more deeply over the course of development. Nonverbal embodied experience plays
a key role in the development of the early attachment relationship.

Winnicott (1971, 1982) addresses the embodied experience between self and other
in his statement, “When I look, I am seen, so I exist” (p. 114). Being “seen” (1971,
p. 114), in Winnicott’s eyes, refers to the infant’s subjective experience of seeing self,
reflected in the mother’s expressive responses toward the infant during their two-way
process of engaged looking. Stating that the psyche and soma work together, Winni-
cott (1972, p. 16) postulates that a sense of self “is naturally placed in the body”and
emerges through the infant’s experiential explorations with the environment.

Winnicott emphasizes the role of the mother’s face as the precursor of the mirror in
this first stage of emotional development. The infant’s sense of self emerges as early
experiences lead to a differentiation between “the not-me from the me” (Winnicott
1971, 1982, p. 111). Stern’s work takes this concept further by stating, “Infants are
not lost at sea in a wash of abstractable qualities of experience” (Stern 1985, p. 67).
He argues that infants establish a differentiated consistent sense of self quite early
in development as they systematically begin to order components of experience into
“self- and other-invariant constellations” (Stern 1985, 2000, p. 67). Stern describes
this early self as developing from two primary senses of self—the emergent self
and the core self—which unfold through experiences that are predominantly derived
from palpable actions, perceptions, and body sensations.

The attachment theory work of Bowlby (1969) resonates with the physical, expe-
riential nature of infant emotional growth emphasized by Winnicott and Stern. He
also states that the communication between the mother and infant occurs through
a variety of experience-dependent components, including the tempo of actions that
are jointly created through facial expressions and posture, the tone of voice, and
gestural exchanges. Bowlby highlights the primary role of the mother providing a
safe container for the infant through dynamic, spontaneous nonverbal interactions,
which create mental representations that organize the experience for the infant.

Dance Movement Psychotherapy and Infant
Development Literature

A key dance movement psychotherapy principle which states that all individuals need
to be seen (Bernstein 1979, 1981; Levy 2005; Tortora 2006) reflects Winnicott’s
(1971) ideas. Being seen implies that all persons have a desire to be known for
whom they are as individuals with needs and unique ways of existing. Beginning at
birth, this desire manifests through nonverbal expression and experience and helps
to define the individual’s true authentic self (Tortora 2006; Whitehouse 1999). In a
dance movement psychotherapy session, the implications of the need to be seen are
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both literal and metaphoric. The dance therapist gleans much of her understanding
about the patient/mover she is working with through careful detailed analysis of the
patient/mover’s nonverbal actions. The dance therapist translates information from
these observations into communicative dialogues between the dance therapist and
the patient/mover through movement, dance, and sensory-based explorations that
heighten body awareness and nonverbal self-expression. An individual feels listened
to and understood through the dance therapist acknowledging and responding to
nonverbal actions as forms of communication. As the patient/mover experiences her
nonverbal expressions reflected back, the clarity about herself emerges.

The Winnicottian perspective references the experience of looking and being seen
through silent responsive communication between mother and baby as the focus of
primary identification (Abram and Hjulmand 2007). Freud (1923) defined primary
identification as the initial emotional state in which the infant experiences significant
others (most often the parent) as part of self, occurring as a precursor to the ability to
make a distinction between self and other. Primary identification is the initial form of
emotional attachment within the sequential process of individuation between self and
other in the healthy infant. It is how the infant learns about self as separate from other;
it enables the infant to feel real and alive (Abram and Hjulmand 2007; Winnicott
1971). The infant feels seen when the mother adapts to his needs (Winnicott 1971).

In dance movement psychotherapy, the process of seeing and being seen does
not place emphasis on a primal lack of self-identification as in the Freudian perspec-
tive, but rather on the emergence of self through embodied exploration with other.
This idea aligns with Stern’s concept acknowledging the role of the early body and
movement experiences in the emergence of a sense of self (Stern 1985, 2000, 2004,
2008, 2009, 2010). The belief that supporting one to quite literally experience their
moving self enables the patient/mover to both discover aspects of self that exist or
are evolving is the basis of this concept (Tortora 2006).

Dance movement psychotherapy uses the term dance in its broadest sense (Bloom
2006; Levy 2005; Sandel et al. 1993; Pallaro 1999; Tortora 2006; Whitehouse
1977, 1999). Dance emphasizes the emotionally imbued aspects of all actions and
references—the whole spectrum of actions including stillness and internal body sen-
sations such as attuning to the flow of one’s breath pattern to very active movements
across the space. Dance-in-dance movement psychotherapy accentuates the pow-
erful self-expressive and communicative power of dance. All movements have the
potential to be communicative, both to the dancer and the observer (Tortora 2006).

The dance therapist first dialogues with the patient/mover by adapting, mirroring,
and attuning her movements to match those of the patient/mover. Dance movement
psychotherapy differentiates between mirroring and attuning (Tortora 2006). Mir-
roring is defined as exactly matching the affective expression, the specific physical
actions, and the qualitative feeling tone of the patient/mover’s movements (Tor-
tora 2006). As the dance therapist embodies the patient/mover’s actions through
mirroring, both the therapist and the patient/mover experience the patient/mover’s
nonverbal communicative references about self. In attunement, the dance therapist
does not exactly follow the actions of the patient/mover, but rather responds by com-
plimenting a quality of the patient/mover’s actions to create a spontaneous dialogue
that can expand the patient/mover’s nonverbal vocabulary (Tortora 2006).
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A brief case example will illuminate some of these ideas. A 4-year-old toddler
had become withdrawn and despondent after the birth of his baby sister. Lying on
a pile of pillows, the toddler begins to softly kick his legs in a pulsing rhythm as
I approach him. I nod my head to the beat of the toddler’s leg kicks. The toddler
responds by increasing the speed of his kick. I rock my whole body toward and
away from the child, matching the tempo of his kick. The toddler adds more strength
to the kick, followed by me embodying this strength in my rocking by making it
more vigorous and larger and by adding a leg kick. The toddler stands up, providing
more power to his kick by transforming it into a full-body stomping and marching
dance. I put on a selection of music that matched the rhythm of his actions and begin
to narrate our actions, commenting on how strong and determined the toddler is.
The toddler responds by saying, “Yes, I am the king, and no one can come into my
kingdom unless I say so!” This sequence was the start of a continued movement play
supported by verbal dialogue during which the toddler began to explore his feelings
of anger and sadness about the birth of his sister.

The above vignette portrays how a single body action—leg kicking—can trans-
form into a whole mind–body-emotional experience through a nonverbal exchange
with the therapist. The embodiment of strength evolves through the jointly created
nonverbal exploration. The toddler first fully sensed his feelings of anger in a con-
trolled, organized, and safe manner through the unfolding movement sequences. The
therapist saw his display of strength by initially exploring his emotional experience
physically; the child then found the words and imagery to explore his feelings through
physical expression. As the toddler developed physical and emotional comfort, he
learned how to express his feelings of anger while simultaneously regulating his
emotions. In the case example above, mirroring and attuning brought aspects of self
into heightened conscious awareness for both the patient/mover and the therapist,
enabling the patient/mover to own aspects of self that are emerging due to devel-
opment, that may have been unknown, that were lost due to earlier experiences or
trauma, or that were new.

Nonverbal Communication in the First Relationship

Using movement as communication with young children is natural for them. Nonver-
bal dialogue through attunement and mirroring is how our first relationships begin.
Communication between infant and parent occurs through facial expressions, pos-
tures, tone of voice, and gestural exchanges, all of which manifest into a jointly
created tempo (Bowlby 1981; Papoušek 2007, 2011; Papoušek and Papoušek 1987;
Stern 1985, 2000, 2004; Trevarthen 1979, 1980, 2009). The infant begins to make
sense and organize these events into predictable action-based sequences between
the infant and significant people in the infant’s life through the nonverbal exchange,
which creates a “shared framework of meaning” (Stern 1985, 2000, p. 125). Re-
peated nonverbal experiences generalize into presymbolic representations described
as “expectancies of actions sequences” (Beebe and Lachmann 2002, p. 212).
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The infant feels cared for, seen, and understood through the parent’s contin-
gent and reliable responses to the infant’s nonverbal cues. A sense of self-efficacy
evolves, supporting the development of positive symbolic forms of self and a secure
relationship with the parent. Dynamic, spontaneous nonverbal interactions create
mental representations that organize the experience (Bowlby 1969). These “moment-
to-moment” (Beebe and Lachmann 2002, p. 210) interactive experiences that are
co-created and co-organized by the parent and infant give rise to the creation of a
healthy bond.

Healthy engagement requires a certain level of regulation within and between each
participant. Regulation established between the parent and infant is created as each
partner maintains their own level of self-regulation. Each individual stays engaged
with the partner through self-regulation of mental thought, sensations, and emotions
(Beebe 2004; Beebe et al. 2005). Self-regulation occurs as each individual learns to
organize internal and external input, constructing inner and interactive stability. The
level of individual stability affects the individual’s own behaviors and the dynamics
of the dyadic relationship (Beebe 2004). Two minds become one in this co-created
relationship between parent and infant (Seligman 2009).

Implicit Knowing, Mirror Neurons, and Intersubjectivity

Experiential body-to-body dialogue in the immediate nonverbal moment creates
communication (Pally 2001; Stern 2004, 2008, 2010). The conversation occurs
without a word expressed and often occurs outside of conscious awareness. The
communication is multisensory, action-based, felt, and filled with emotion. It exists
through tones, rhythms, and textures of expression that are sensed and known deep
in the body, more than understood in the explicit declarative mind (Tortora 2006).

This sensorial, body-to-body language is the core method of conversational ex-
change for dance movement psychotherapists (Bloom 2006; Levy 2005; Pallaro
1999; Tortora 2006). During psychotherapeutic interactions, the dance therapist
shifts into a receptive open place, attuning and mirroring his own actions, postures,
and gestures to the nonverbal expressions of his patient. The nonverbal dialogue
establishes a dance of relating both in emotional spirit and in physical actuality. As
described in the vignette above, these dances may be as basic as a simple gestural
exchange, an improvisational spontaneous dance-play, or a choreographed dance to
music chosen to match the patient/mover’s mood and expressive impulse. During
the session, the dance therapist stays attuned to the patient, being present by lis-
tening through the whole body, by deeply attending to the multilayered sensations,
feeling states, and images that arise within him as he observes the patient moment-
to-moment (Tortora 2006). This type of listening and presence is called “embodied
resonance” (Tortora 2009, p. 78). The therapist learns a great deal about the patient
through attuned embodied resonance.

Infant mental health literature describes the body-to-body, sensory connection
between self and other as occurring through implicit procedural knowledge (Boston
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Process Change Study Group 2010). Implicit knowledge is nonverbal, non-symbolic,
and unconscious and occurs through body-based experiences (Stern 2004, 2008).
How an infant first experiences exchanges between self and other is based on this
implicit way of knowing, interacting, and learning. It is also how the infant comes
to know the difference between self and other on a primary body level.

The infant develops expectations through repeated sequences of experiences
between self and other, which creates patterns within the relationship that form
dependable ways of being with each other (Boston Process Change Study Group
2010). When the newborn lying alone in her bassinet becomes distressed, she cries
while flexing and extending her limbs and shaking her head. She is able to settle as
soon as she is placed in her mother’s arms. The infant quickly comes to know the
scent of the mother and the feel of her embrace. She learns to settle and regulate her
distress through the familiar comfort she experiences from the mother.

As the dyad begins to play, creating games through facial, touch, and movement
exchanges, this kinesthetic knowing develops further (Brazelton and Cramer 1990).
The 5-month-old baby’s smile at her mother is followed by a large smile from the
mother and a gentle stroking of her baby’s belly. The baby responds by kicking
her legs in a short, pulsing manner. The mother caresses her baby’s feet, assisting
the leg pumps that evolve into bicycling motions. They both begin to giggle. This
sequence will continue to develop into numerous variations, becoming a favorite
greeting game as each member contributes new actions to the series of movements.
The dyadic participants begin to learn about their ability to contribute to relational
dialogues as each receives a response to their nonverbal contribution. The baby
develops a sense of self-agency through this experience.

The discovery of mirror neurons in the 1990s provides evidence of a neurological
basis for this nonverbal way of understanding the connection between self and other
(Gallese et al. 1996, 2007; Gallese 2005). Mirror neurons are premotor neurons
that fire within an individual’s brain when both observing an action performed and
when actually executing the action (Gallese 2005; Gallese et al. 1996, 2007). Neural
mirroring in the brain causes a simulated body “resonance” mediated by a functional
mechanism described as “embodied simulation” (Gallese 2009, p. 523). The observer
experiences and understands the multisensory sensations, actions, intentions, and
emotions of others through embodied simulation, creating a shared “body-state”
(Gallese 2009, p. 524).

Such experience supports the development of intersubjectivity. The multilayered,
body-based, socially-shared neural mapping is at the root of the motivational sys-
tem present at birth that compels infants to create a joint social consciousness and
identification with self and other (Gallese 2009; Trevarthen 2009). Gallese describes
this aspect of intersubjectivity as “intercorporeity,” which he defines as “the mu-
tual resonance of intentionally meaningful sensory-motor behaviors—as the main
source of knowledge we directly gather about others” (Gallese 2009, p. 523). We
experience comparable sensations and emotions that are the fundamental organiz-
ing basis for empathy through our sensory-motor systems. Intersubjective social
wiring begins at birth and underlies the motivation infants have to seek engagement
and coordinate with others by participating in reciprocal nonverbal communications
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(Trevarthen 1979, 1980, 2009). The infant comes to know the psychological state of
other by matching or complimenting affect and feeling tones, using perception and
proprioception.

The video-microanalytic research of Papoušek and colleagues details the key el-
ements of infant learning about the interrelatedness between themselves and their
parents (Papoušek 2007, 2008, 2011; Papoušek and Papoušek 1987). They empha-
size early pre-verbal communication as the medium from which the parent–infant
system develops and intersubjective learning takes place. The research uses video
analysis to closely observe the pre-verbal dynamics within the dyad to detect parent’s
intuitive competence (Beebe and Lachmann 2002; Downing 2005, 2008). Intuitive
parenting involves the parent’s ability to create contingent responses to his infant by
adjusting the nonverbal qualities of his actions and prosody of speech. The nonverbal
qualitative adjustments include decelerating, exaggerating, varying, and simplifying
her style to compliment the infant’s changing capacities to self-regulate and relate
on a multisensory, motoric, and proprioceptive level (Papoušek 2007; Papoušek and
Papoušek 1987). Papoušek uses the term “angel’s circle” (Papoušek 2011, p. 36) to
describe these positive exchanges between parent and baby. She proposes that these
sequences promote positive reciprocal exchanges which regulate the parent–infant
interaction, providing moments of intersubjectivity.

Embodied Resonance and Authentic Movement
in Psychotherapeutic Intervention

The literature cited above locates the transmission of emotion, thought, and sensation
from self to other in a different realm than the spoken word. Embodied attunement,
somatic attunement, and embodied resonance describe the therapist’s felt experience
of connection to the patient (Fogel 2009). By attuning to this aspect of self, the
therapist’s own sensorial experience provides kinesthetic empathy, co-regulating
and containing the patient’s experience. Embodied simulation describes the neural
basis for the ability to simulate actions resulting in a shared body resonance, creating
understanding and connection of body states of others in relation to one’s self (Gallese
2005; Gallese et al. 2007).

The dance therapist attunes to the dynamic forms of expression and experience
of the individual and the dyad through embodied resonance. The therapist comes
to understand the nonverbal indicators that reveal the infant and parent’s experience
and feelings at the core of their attachment relationship. The therapist’s ability to
differentiate his own felt subjective experience from the experiences of those he is
engaged with through observation or actual movement dialogue is at the heart of
embodied resonance in dance movement psychotherapy.

A practice called authentic movement (Adler 1987, 2002; Chodorow 1999; Levy
2005; Pallaro 1999; Tortora 2006; Whitehouse 1977, 1999) is a prominent method
used in dance movement psychotherapy to identify subjective experience. In authen-
tic movement, one person takes on the role of the mover and the other the witness
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forming a dyad. The dance therapist asks the mover to close her eyes, quiet her
thoughts, and simply listen to her body. In this listening state, the mover waits for an
impulse from the body to move, with stillness included as an active action. A form
of movement meditation arises as the mover waits to be moved rather than directing
the movement actions from conscious thought. From this deep place of listening,
one’s personal movement repertoire unfolds. Idiosyncratic patterns arise, reveal-
ing pre-conscious and unconscious personal patterns, which may include pre-verbal
sensations and images (Chodorow 1999).

The witness’ job is to observe the mover from a perspective of open receptivity.
The witness maps the details of the mover’s actions objectively and descriptively,
separating out personal references, thoughts, emotions, and bodily felt reactions as
the witness’ own experience evoked by observing the mover. D.A.N.C.E. separates
these impressions into three distinct self-observation components: witnessing refers
to the objective mapping and immediate thoughts that arise; kinesthetic seeing notes
the witness’bodily and sensorial reactions; and kinesthetic empathy refers to personal
emotional reactions that arise while observing the mover (Tortora 2006). The witness
attunes to her own reactions, paying close attention to somatic references. After the
mover moves for a set period of time, both the witness and mover dialogue about their
individual experiences. The witness describes the movement elements she observed,
owning her own reactions as personal references. In her reflections back to the
witness, the mover describes her own experience. The witness and the mover realize
places of intersubjective union through this process. It is a profound experience, to
be seen without judgment or projection while finding a common place of meeting in
the shared experience.

Bringing Embodied Resonance into the Therapeutic Space

The therapist creates a container to hold and reflect the patient’s experience (Fo-
gel 2009) through embodied attunement. The dance movement psychotherapist
carefully and spontaneously develops improvisational multisensory activities, move-
ment, dance, and play from this felt place of conscious attunement. The dance
therapist strives to capture the patient/mover’s essence, matching and complimenting
the qualities that are sensed from the nonverbal realm.

Infant and parent learn about their individual tolerances and needs, building self-
regulatory and co-regulatory capacity supporting attachment, through the use of
movement action as nonverbal expression in therapy. Both parent and infant achieve
a sense of efficacy as they experience resonance between self and other. Being with
the other attuned in “now moments” (Boston Process Change Study Group 2010,
p. 12) enables the emergence of creative ways of being together. They experience
the intersubjective sense of being seen, heard, felt, and understood. Both Papoušek
(2007, 2010) and Boston Process Change Study Group (2010) discuss close analy-
sis of the nonverbal dialogue in parent–infant psychotherapy to capture and extend
these moments of meeting to create fresh relational possibilities. The therapist can
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restore intersubjective emotionality by tapping into the parent’s intuitive competence
reflected in these moments (Papoušek 2007, 2008, 2011).

The Message Is in the Movement

Nonverbal exchanges are very compelling. They are at the root of human emotional
connection and communication, even though what is actually being expressed is
difficult to describe in words. From the beginning, multisensory experiences shape a
baby’s development and are revealed through the child’s personal nonverbal move-
ment style. When dialoguing with the qualitative elements of a person’s expressive
actions, mutual connection occurs. A shared experiencing self is expressed without
words. In these moments, a knowing and relating between self and other is present
and the connection seals the relationship, enabling each mover to share his or her
personal experience. The past, present, and future all exist in these moments of
shared experience. This author uses the term “sense of body” (Tortora 2004, 2006,
2009, 2010) to highlight how our embodied experiences are the core mechanism from
which we learn about our surroundings, connect to others, and express ourselves.

“Body movements tell affecting poetic or musical ‘stories’ about happenings out-
side ‘here and now,’outside the subjective Self” (Trevarthen 2009, p. 509). Trevarthen
emphasizes the creative nature of personal actions that become communications
within a cultural and communal narrative. His work highlights the innate human
motivation from birth to seek appreciation, connection, and understanding within
a collective world created by community, culture, and attachment relationships.
Musicality is the term Trevarthen (1980) uses to describe the shared consciousness
that develops between parent and baby, regulated by joy and love, and experienced
through the rhythm of movement and imitative sound.

Stern (2009) notes, “The key for human beings is movement. It is the primary
experience. Everything builds upon movement. Movement has four daughters: time,
space, directionality, and force”. The importance of movement is again highlighted
in Stern’s quote about early infancy experience. These “four daughters” Stern refers
to are based on the Laban nonverbal movement analysis system (Stern 2009, 2010).

Finding the Right Words to Describe This Wordless State

Seligman and Harrison (2012) assert:

The infant relies on motor activity, affect, and sensation to communicate with and make
sense of his or her relationship with the caregiver. In the past, researchers and therapists
(e.g. Piaget) have often underestimated or over-simplified these basic dimensions of expe-
rience . . . Affect, proprioceptive, kinesthetic, somato-sensory, and autonomic experiences
are integrated into an early sense of self in infancy . . . Models of nonverbal patterns of be-
havior and interpersonal experience are increasingly at the core of accounts of personality
development and psychopathogensis. (p. 241)
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Seligman and Harris cite the coming together of cognitive and affective neuroscience,
infancy developmental research and psychology, phenomenology, non-linear dy-
namic systems theory, pediatrics, psychiatry, and psychoanalysis as contribut-
ing to this newly heightened acknowledgment (Seligman 2009; Seligman and
Harrison 2012). Clinicians and researchers are in an exciting dialogue, which sup-
ports a more precise and solid base of understanding, strengthening approaches in
practice and research. But still, how do we best articulate the unspoken experience
that so dominates interpersonal interaction?

Laban Movement Analysis (LMA) and Ways of Seeing D.A.N.C.E.

The Laban Movement Analysis (LMA) system is one of the systems dance, psy-
chotherapy uses to analyze the nonverbal experience (Bartenieff and Lewis 1980;
Levy 2005; Tortora 2004, 2006, 2010, 2011). The salient feature of LMA is its
emphasis on specific qualitative elements of movement action, which provide de-
scriptive information about how the action is performed, what body parts execute
the action, and where the actions occur in reference to self, others, and the surround-
ing spatial environment (Bartenieff and Lewis 1980; Laban 1975, 1976; Laban and
Lawrence 1974; Tortora 1994, 2004, 2006, 2010, 2011). The observer hones in on
intricate details of an individual’s expressive actions using LMA’s objective descrip-
tors. When looked at as a whole, the descriptive elements create a unique picture of
the mover, with the specific details adding texture, color, and tone to an individual’s
movement experiences. These qualitative elements are uniquely combined in an in-
dividual’s movement repertoire to create personal nonverbal expressions that affect
the dyadic dialogue. The LMA system is based on five qualitative elements: space,
body, shaping, effort, and phrasing (Bartenieff and Lewis 1980; Laban 1975, 1976;
Laban and Lawrence 1974; Tortora 1994, 2004, 2006).

Based on the Laban system (Bartenieff and Lewis 1980; Laban 1975, 1976),
D.A.N.C.E. introduces specific nonverbal analysis elements that are assessable and
teachable to those not trained in the Laban system (Tortora 2010). LMA is an ob-
servation method of dance movement psychotherapy and the foundational system
used in the Ways of Seeing program (Levy 2005; Tortora 2006). The Ways of Seeing
program adapts these elements to create a systematic nonverbal-analysis method,
D.A.N.C.E., to observe individual and dyadic interactions with particular attention
to which nonverbal elements most influence the developing attachment relationship.
(See Tortora 2006, 2010, 2011 for a detailed description of the application of LMA
in the Ways of Seeing program). The therapist directs particular attention toward
observing each individual’s nonverbal style within the context of the parent–child
relationship. The therapist identifies self-regulatory and dyadic co-regulatory pat-
terns in the dynamics that unfold through the analysis, elucidating what each person
is experiencing on a body-based level.

The specific qualitative nonverbal elements defined in D.A.N.C.E. were chosen
for their fundamental role in the embodied, sensorial, and action-oriented pre-verbal
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communications that influence the quality of the developing attachment relation-
ship. The information obtained from D.A.N.C.E. provides insight into each mover’s
implicit and intersubjective experience and clarifies how each dyadic member affec-
tively attunes to one another on a nonverbal and multisensory level. D.A.N.C.E. can
be used to analyze any significant dyadic relationships in a young child’s life.

The therapist watches the dyadic dance of relating by paying detailed attention
to the specific body actions and shapes made with the body, spatial aspects of the
actions, and the rhythm, timing, and phrasing of the movements created individually
and in relationship to each other. The therapist analyzes the specific nonverbal ele-
ments of these categories in dynamic relationship to each other, not individually, to
determine the nature of the attachment. The therapist ascertains a complete picture
of the attachment relationship only by a thorough analysis of how the qualities of
each individual’s nonverbal style are executed within the context of the dyadic en-
gagement, looking at the parts as they relate to the whole interactional style. There
are 10 nonverbal categories in D.A.N.C.E. that guide the observation of the interac-
tion: body, facial expressivity and quality of eye gaze, body shapes, use of space,
quality of movement actions, quality and frequency of physical contact, tempo of
nonverbal movement style, vocal patterns, regulation/co-regulation, and coherence.
Detailed descriptions of the categories are not within the scope of this chapter; how-
ever, regulation/co-regulation and coherence bear some discussion because of their
commonality with infant psychotherapy.

Regulation/Co-regulation

In this category, the therapist observes how each individual’s interactional nonver-
bal behaviors support self-regulation within the context of the relationship, paying
particular attention to each person’s level of arousal as it may affect the quality
and reciprocity of the dyadic engagement. The therapist analyzes how each per-
son responds to their partner’s arousal and engagement through their nonverbal
actions. This includes whether the nonverbal qualities create contingent or non-
contingent interactions. The therapist considers how the interpersonal dialogue does
or does not support co-regulatory behaviors. The therapist observes how the nonver-
bal experience during the interaction may influence the infant’s neuro-physiological
development and the attachment relationship as it is unfolding.

Coherence

The therapist reviews the overall sense of harmonious connection within the dyad.
The therapist analyzes the qualitative details of the movement actions that contribute
to a contingent or non-contingent dialogue to decipher if and how the nonverbal
communication creates a balanced exchange. The coherence category is an overview



154 S. Tortora

providing a comprehensive description of the dyadic nonverbal interaction pattern.
The therapist is specifically looking at what, how, and if the elements of the dyad’s
nonverbal interaction form a give-and-take discourse reviewing the patterns of turn-
taking, pausing, the manner of touch each partner engages in, the compatibility
and frequency of each partner’s use of space to explore, create distance, or seek
closeness, and other responses that demonstrate compatibility, sensitive listening,
and receptive engagement. Does the couple create a sense of congruency forming
a simpatico relationship? Does their nonverbal dialogue demonstrate an attitude of
contingent responsiveness? The coherence category describes the overall sense of
discord or resonance within the dyad.

Attunement Versus Discord

The nonverbal analysis using D.A.N.C.E. provides a way to identify the subtle qual-
itative elements involved in attuned moments of meeting within the parent–infant
dyad. The therapist uses the self-observation analysis to decipher how her personal
lens may be influencing what she is observing. Sensing, dialoguing, and creating
safe moments in the therapeutic space requires the ability to exist within that edge
between the verbalizing self and the experiencing self. The therapist connects to the
interactive dynamic of the parent and infant relationship, while also staying attentive
to her own thoughts, sensations, and emotions. The therapist needs to stay within
the experiencing mode while simultaneously attending to self-observations. These
observations dialogue with the experiencing self, influencing subsequent moments
of interaction with the dyad. The more aware the therapist is of this dynamic, the
better able she will be to engage the dyad in a clear way. When the therapist is able to
attune with the dyad, a shared sense of connection occurs. Her verbal and nonverbal
interactions with the dyad enable each to feel seen. The experience of feeling seen
supports the parent’s own intuitive connection with her baby. Shared attunement
does not always occur in the dyad; the therapist may detect dissonance in the dyad
through this process.

The therapist uses the detailed D.A.N.C.E. analysis to identify the qualitative char-
acteristics that may be causing discord in the dyad. The therapist attends to personal
impressions in tandem with the felt experience within the therapeutic moments and
this reveals how the disharmony within the interaction is occurring. It is the qualita-
tive aspects of the nonverbal interaction that create the essence of shared meaning.
When a member of the dyad does not feel seen by the other, a lack of resonance is
experienced. This causes a rupture in shared meaning making and understanding.
If this occurs continuously without repair, two separate subjective experiences de-
velop, fracturing the intuitive and innate motivation for shared consciousness. Each
member does not feel understood or seen. The intersubjective link feels lost. These
out-of-sync experiences mount up, creating new patterns of interaction. Partners then
focus on self-preservation and personal need. The need to stay tuned to self creates
a loss of connection of the feeling tones of the other person. The root of discord in
intimate relationships begins in this subtle yet profound dissonance.
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The therapist feels and observes the dissonant state through the nonverbal qual-
itative dynamics of the interaction. The therapist feels it when he tunes into his
reactions while observing the pair. Identifying the nonverbal qualities that create
this experience provides a key to repairing the dyadic dynamic in dance movement
psychotherapy treatment. The dance therapist attunes to and mirrors his own body
actions to these nonverbal qualities as he engages with the parent or child. He also
incorporates these nonverbal qualities into the movement, dance, and dance-play
activities with the couple, enabling them to explore new ways to relate to each other.

Case Vignette

The case vignette below illustrates these dynamics. The vignette describes an in-
teraction from an early dance movement psychotherapy session, depicting a typical
dynamic of this mother–infant dyad. The child was referred to treatment at age
16 months by his parents. They described their child as very smart and verbally pre-
cocious but emotionally fragile, fearful, and exceedingly anxious. She had a difficult
birth experience and first year of life, including issues with regulation evidenced
in disruptive sleep and poor food intake. She lacked motor-skill curiosity, did not
crawl, and was fearful of tunnels at the playground. Problems within the attachment
relationship emerged in the treatment over time, influenced by undiagnosed post-
partum depression. The author changed identifying details for confidentiality. In the
description below, the mother’s name is Ariel and the infant’s name is Jessica.

Jessica, age 16 months, and her mother are playing together in a dance movement
psychotherapy session. A bit unsteady on her feet, Jessica stands very vertically,
pointing off to the left side, away from Ariel. Ariel sits to Jessica’s right on the floor
shaping her body around her legs as she hugs them toward her chest quietly looking
at Jessica. Jessica and Ariel are positioned apart. They pause in this stance in their
own private spheres of space. They do not touch and cannot reach each other unless
they shift their whole body stance. From this position, Ariel leans slightly forward,
extending her arm out and gently stroking Jessica’s foot. Jessica responds by slowly
bringing her arm to her side as she looks down at Ariel’s gesture and then gazes to
the right, away from Ariel, then back across to the left, continuing to not look at
Ariel. Ariel brings her arm back to hug her legs, resuming her own private contained
sphere of space. She quietly watches Jessica, with focused visual attention and an
open, light facial expression. Jessica momentarily looks at Ariel directly, brightens
facially and begins to make a strong clicking sound, which Ariel mirrors with an
exaggerated open-mouth smile. Jessica continues her clicking, disengages her eye
contact, and walks further away.

Ariel, now sitting behind Jessica, shifts her body weight back, orienting herself
toward Jessica, and hugs her legs in closer with bound tension matched by slightly
increased tension in her facial muscles. She visually follows Jessica’s actions but
her gaze appears inwardly focused. Jessica, with her back to Ariel, discontinues
her clicking sound, taps and then waves playfully at a large ball, creating a similar
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rhythmic pulse to her clicking, and then turns her body with her back fully toward
Ariel. She walks directly to another large ball that she pushes for a moment and then
turns around and walks directly toward Ariel again with a neutral facial expression.
Jessica stops herself in front of Ariel once more out of arm’s distance, creating
her own separate spherical container. Ariel immediately brightens, responding with
a warm open smile, and tilts her head back, looking directly at Jessica. Looking
away from Ariel, Jessica re-initiates the clicking vocal game. Looking directly at
Jessica, matching her daughter’s tone with her own vocalizations, she shifts her
weight backward onto her unfolded arms, reorienting her whole body diagonally
toward Jessica. As she does this, Jessica bypasses Ariel’s eyes and looks down at
Ariel’s legs, which are now crossed in an open position with her arms on her lap.
Jessica continues her wandering gaze now, up and away from Ariel to Jessica’s right.
Jessica has a neutral facial expression.

The moment of connection is fleeting, and Jessica is off again, walking away
from Ariel. Ariel looks over her shoulder, visually following her daughter’s path for
a moment and then she too looks away as her smile fades into a facial quality of
neutral bound tension. She looks back at Jessica and then away again toward me,
bringing her hands together on her lap.

D.A.N.C.E. Analysis of the Case Vignette

While watching this couple, I am struck by one immediate thought: I sense that
Jessica is on her own and Ariel is alone too. At 16 months, it is natural for Jessica
to be exploring, but I am sensing something more than meeting this developmental
milestone. What is it, and why do I feel this way? I reflect on my kinesthetic responses.
Emotionally, I experience a level of yearning and sadness. I feel heavy and weighted
in my body. As if I want to move forward but cannot. Tension and weight hold me
back. I look more deeply into their nonverbal dance to decipher what I am responding
to. I start by noting their strengths, followed by what I experience as dissonance in
their relationship.

The feeling tones of their movements compliment and match each other. They
both approach time with a sense of caution and slowness. Their spatial approach is
also attuned. They are able to look directly at each other and orient their gestural and
full-body actions towards each other. They have similar body tension from bound
to neutral, with some flow in their small gestures that extend into the mid- to far-
reach areas of their personal space. LMA uses the term kinesphere to describe the
three-dimensional personal sphere of space surrounding the body that is reachable
by extending any limb from the torso out to the periphery (Laban 1976).

VocallyAriel also attunes to her daughter, matching the tone, slightly exaggerating
Jessica’s clicking sounds and exclaiming with joy within a range that compliments
Jessica’s vocalizations. Ariel also follows Jessica’s tempo, stopping when Jessica
does, creating periods of silence. Their utterances are within a qualitative range that
is compatible with their actions and gestures.
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The tempo and phrasing quality of their actions are often in synchrony or com-
plimentary. They both exhibit an “action and pausing” phrasing style, starting and
stopping within moments of each other. As Jessica walks away, Ariel shifts her
body back. Both Jessica and Ariel pause. When Jessica moves again, Ariel main-
tains her position, following Jessica’s actions visually with little full-body action.
She becomes animated and responsive when Jessica directs her actions toward her
and quickly shifts away, dropping her heightened affective expressions when Jessica
leaves.

Individually they are self-regulated, and Ariel demonstrates the ability to respond
contingently to Jessica’s actions. There is a fragile quality to Jessica’s actions. She
explores slowly and moves cautiously. Ariel attunes well to Jessica’s style. She ad-
justs her actions, moving slowly within her own body boundaries without startling
Jessica. She pauses when Jessica pauses and stays behind Jessica, allowing her to
explore. There is an overall sense of co-regulation. In spite of these strengths, I do
not get a sense of harmonious coherence in their relationship. Rather my kinesthetic
empathic sensation is one of caution. “Tread lightly,” I witness myself internally say-
ing. I do not experience playful spontaneous engagement between them. I am aware
that my actions become direct, controlled, and focused. The key to this impression
becomes evident when looking at their eye gaze and facial expressivity, and how
they individually shape their bodies and engage each other spatially.

Jessica looks directly at Ariel for only short periods of time, often slowly shift-
ing into a joyful expression that emerges from a more neutral facial action. More
frequently she gazes away from Ariel, creating an attitude of gaze avoidance and
wandering, diminishing her bright expression back to neutral or gentle expressive
interest as she focuses on an object in the room rather than Ariel. Ariel does provide
solid eye contact when Jessica is facing her, but her face quickly shifts into a tense,
sad expression when Jessica is not oriented towards her. Several times following
engaged eye contact, Ariel and Jessica direct their gazes in opposite directions rather
than follow each other’s gaze.

It is their use of space, the shape of their postures, and their lack of physical contact
that are most revealing. Jessica and Ariel create relational space that is separate and
self-contained. They each stay in their own private kinespheric space for the whole
sequence. Ariel maintains a closed posture for most of the interaction, shaping around
her legs or keeping her arms on her lap. Jessica holds her body very vertically
aligned, stopping her actions before she comes close to Ariel. This stopping action
before coming into close proximity draws my attention. What stops Jessica each
time? The interactional spaces they create through their actions predominantly occur
using the whole room rather than in close proximity and are filled with pauses before
and without physical contact. The essence of their embraced space (defined as the
quality or essence emanating between the couple that keeps them connected through
and regardless of their actual spatial distance (Tortora 2011)) is about coming and
going without direct or extended contact. There is a sense of distance, and approach
and withdrawal, from both Ariel and Jessica.
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Dance Movement Psychotherapy Intervention for the Case

The qualitative elements become the focus of the intervention activities. We begin
to create dance-play “attachment games” with the common theme of moving toward
Ariel, culminating in a warm embrace, followed by playful separations through vary-
ing spatial distances. We play with the timing of these actions, approaching Ariel
through space, through these improvisational dances. We also explore lengthening
the timeframe of their embrace. Jessica both improves her motor coordination and
feels a sense of agency in being able to reach Ariel through these activities. Jes-
sica and Ariel stay engaged, mingling, and overlapping their kinespheric spaces for
longer periods of time. We create lively circle dances to rhythmic and melodic music,
dancing together into the center of the circle and then back out again, always em-
phasizing joyful eye contact throughout the dance. We establish connection through
joint attention during our dances, which develops into true reciprocal interaction as
Ariel and Jessica take turns leading new dance steps all over the room.

I also focus on helping Jessica experience an embodied sense of agency during
our sessions. I support Jessica to soften her vertical stance by having her explore the
relationship between her upper and lower body and left and right sides of her body
through somersaults, log rolls, and gliding across the floor while lying supine and
pushing from her legs. I am very aware of the quality of my touch and my posturing
as I support her. My touch is firm yet responsive to her actions. I listen to her body
actions through this touch, assisting her initiations of each movement. She embodies
her actions more effectively, building her sense of body and efficacy. She develops
more confidence in her mobility as she becomes more coordinated physically, mov-
ing from and off of center. She explores an experiential sense of stability and fluidity
of movement through space as she successfully reaches her mother. I move with en-
hanced coordination, shaping my body around her while still maintaining clear body
boundaries. We establish a co-regulatory nonverbal dialogue through our jointly cre-
ated actions and responsive interactive physical contact. Jessica can kinesthetically
experience a sense of self and other awareness.

I begin individual dance movement psychotherapy sessions with Ariel in tandem
with these dyadic sessions. Ariel shares her history and the difficulties of her attach-
ment with her own mother and father during these sessions, how hard she worked
to do what they expected of her, but not feeling she was successful in meeting these
expectations. She explains that she did not feel seen, accepted, or understood. She
comments that Jessica seems to feel more bonded to her father. She is relieved to
know Jessica does have an attachment, quietly adding, “I assume she does not need
me.” I feel this statement deep in my heart. My thoughts reflect on her still quiet
presence in sessions—how little she initiates, and how often she waits for Jessica
to come to her, only to feel Jessica approach and withdraw before experiencing the
emotional warmth of a mommy–baby hug.

We focus on body awareness activities in our sessions that help her both stay in
touch with her feelings and create a sense of calm presence. We work on breathing
more fully through her whole body to help her feel her presence. She dances to
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music that matches her mood and explores how to let her breath support her full
body actions with flow and fluidity. We use rhythmic music sensing her full body
weight, as she moves in synchrony with the beat. She experiences her ability to listen
to herself, take a stance, and voice her needs. As I reflect on my felt experience in
both my private sessions with Ariel and our parent–baby sessions, I realize I must
hold them both through my embodied presence, my actions, and my words, as well
as the dance-play activities we create together. Ariel must experience her ability to
be present for her daughter that she can be a capable mother and that her daughter
needs her. Jessica must experience her own agency in reaching and connecting to
Ariel both emotionally and physically, through her embodied self-discovery.

Ariel lies down and Jessica retreats, becoming very solemn at one point in our
parent–baby session. Ariel reveals to me in her private session that during the height
of her depressive state she slept a great deal. In our next parent–baby session, we
develop “The Night, Night Game.” Ariel lies down pretending to sleep. Jessica comes
over to her, draping her body over Ariel, exclaiming, “Wake up!” with a bright smile
and a warm hug. The whole family plays this game at home as well.

Ariel and Jessica begin to create new felt-sense experiences that expand their
nonverbal relational repertoire through activities such as these. Jessica is “seen” in
the Winnicottian sense. As they try on each other’s movements, a shared-body state
(Gallese 2005, 2009) and resonance occurs, enabling emotional dialogue. Gallese’s
(2009, p. 524) term intercorporeity describes the multilayered, body-based, shared
neural wiring of sensory-motor systems that enables individuals to experience and
relate to similar actions, intentions and emotions of one another. Ariel and Jessica
learn about each other in this very primary way during their multisensory motoric
conversations. They begin to create a new nonverbal vocabulary and a new way to
be with each other through dance, play, and rhythmic interactions. Jessica and Ariel
are able to talk to each other through body-to-body exchange through the interactive
dance-play activities. The experiences create a fresh moment-to-moment musical
story in the Trevarthenian (2009) sense, which enhances both self-organization and
co-constructed regulation, thus building and repairing their attachment relationship.

Conclusion

The case vignette demonstrates how to use nonverbal dialogue and analysis as a ther-
apeutic tool to repair the attachment relationship. The author underscores throughout
this chapter the role body-based movement experience plays in the developing
attachment relationship. Expression through movement is at the core of human
relationships. Martha Graham asserts, “Dance is an absolute. It is not knowledge
about something but is knowledge itself . . . movement never lies” (Graham 1973,
p. 270). Dance movement psychotherapy places great emphasis on observing the
nonverbal movement style of an individual. The therapist pays alert attention to the
specific qualitative details of the mover’s action and nonverbal style of moving, as
a vital form of communication and expression. Recent research, especially in the
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fields of infant mental health, development, and psychology and cognitive and affec-
tive neuroscience, provides a wealth of information that informs dance movement
psychotherapy practice.

These fields of research are beginning to discuss how multisensory sensations,
actions, intentions, and emotions are experienced, creating a shared body state
(Gallese 2005) between self and other. Intercorporeity is at the root of intersub-
jectivity, the motivational system present at birth that compels infants to create
a joint social consciousness and identification with self and other (Gallese 2009;
Trevarthen 2009). The researchers state that the origins of empathy come from one’s
ability to be intersubjective. Trevarthen (2009) emphasizes the innate motivation of
all humans, beginning in infancy, to create a communicative narrative of meaning
through nonverbal action exchanges.

Dance movement therapists use empathic embodied attunement to learn about
their patients and to create experiential therapeutic interactions. Dance, movement,
and body experience are key elements used in dance movement psychotherapy
clinical methodology. The therapist derives insight into each mover’s implicit and
intersubjective experience from information analyzed through D.A.N.C.E. The ther-
apist uses the self-observational component of D.A.N.C.E. to also attune to her
own reactions, thoughts, and multisensory sensations as they may be affecting her
interactions with the parent–baby couple.

The author developed D.A.N.C.E. to provide a bridge between colleagues of
diverse early childhood and adult treatment fields and dance movement psychother-
apy to support a team approach to treatment. D.A.N.C.E. encompasses the fields
of infant mental health, neuroscience, nonverbal movement analysis, and dance
movement psychotherapy. The author created the D.A.N.C.E. method with multi-
faceted motivations. The author created it first to continue to support the inclusion
of dance movement psychotherapy within the psychotherapeutic treatment team.
Second, dance movement psychotherapy has much to contribute to the fields of
infant mental health, development, and psychology due to the deeply experiential
body sensing and nonverbal nature of its approach. Third, in the current climate
of “evidenced-based practice,” the creative arts therapy fields suffer from a lack
of research substantiating clinically-based success (Haen 2009; Johnson 2009). In-
terestingly, Trevarthen (2009) states that current empirical methodologies are too
mechanistic and objective. They fail to successfully explain and examine the rhyth-
mic, embodied, emotional dialogues rooted in nonverbal sensation and exchange
that inform our innate human motivation for shared communication, consciousness,
and understanding.

Future Research

The lack of research in the field of dance movement psychotherapy and other creative
arts therapies have hindered their growth. There is a need for more quantitative and
qualitative studies following the behavioral and social science research methods
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of inquiry to demonstrate the effectiveness of the creative arts approaches to those
unfamiliar with the field. However, there is also a need to look beyond these traditional
research methods as the only accepted methodologies, for the need to accommodate
to the structure of these forms of inquiry has also hindered the creative artistic process.
There is a new form of artistic inquiry developing through the creative arts fields that
is emerging as a viable research methodology (Hervey 2000). As he notes:

Artistic inquiry is defined as research that (1) uses artistic methods of gathering, analyzing,
and/or presenting data; (2) engages in and acknowledges a creative process, and (3) is
motivated and determined by the aesthetic values of the researcher(s). (p. xiii)

Expanding the research methodology to include artistic inquiry will further the
collaborative potential of the creative arts in therapeutic fields.

Recommendations for Clinicians

The creative arts therapies have a long-standing collaborative relationship with other
human service fields, including mental health, social work, psychology, psychoanal-
ysis, education, and medicine (Hervey 2000). Greater awareness of the clinician’s
embodied experience as described in this chapter will enhance the clinician’s un-
derstanding of nonverbal phenomenon and provide deeper insight into the personal
counter-transference material that arises. A common language to describe nonverbal
phenomenon would also greatly benefit clinicians and enhance collaboration within
and between each field. It is my hope that D.A.N.C.E. can provide a common sys-
tematic language to discuss nonverbal phenomenon and interactional experience.
Establishing a language between our fields can provide direction on a map to further
understanding, research, and collaboration. The map can simultaneously serve the
interests of all the related fields. It supports the effectiveness of dance movement
psychotherapy; provides insight into the essential role the body, movement, and
nonverbal experience play in relationships; and further informs our understanding of
the embodied essence of implicit knowing and intersubjectivity in early childhood
development.
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Gems Hidden in Plain Sight: Peer Play
Psychotherapy Nourishes Relationships
and Growth Across Developmental Domains
Among Young Children

Rebecca Shahmoon-Shanok, Ozlem Bekar, Emily Fried and Miriam Steele

Human rights begin, “in small places, close to home—so close, so small they cannot be
seen on any maps of the world. Yet they are the world of the individual person . . . such
are the places where every man, woman and child seeks equal justice, equal opportunity,
equal dignity without discrimination. Unless these rights have meaning there, they have little
meaning anywhere” (Roosevelt 1958).

Introduction

Research in developmental psychology shows that the experiences which young chil-
dren have with each other are frequently growth-promoting (Coolahan et al. 2000;
Fantuzzo et al. 2004). Equally important in the resource-constrained world of mental
health and related supports for young children with challenges, peers are an abundant
natural resource, gems to be mined. Nonetheless, peers are usually overlooked in psy-
chotherapeutic considerations for children aged 2 through 5. Both the large corpus of
attachment research which usually refers to parent–child relationships and the theory
and practice of psychotherapy with young children have largely ignored peer relation-
ships as a possible source of therapeutic progress. Thus, our chapter responds to two
questions: What may we learn by focusing greater attention among interventionists
and researchers upon relationships between and among peers? Which principles and
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therapeutic processes enable children to become positive, even psychotherapeutic
change-agents for each other?

Following from the general acceptance of attachment theory and research among
professionals, clinicians, and clinical researchers across relevant disciplines recog-
nize and utilize individual psychotherapy and child–parent psychotherapy as the
dominant modes of intervention for young children. Child–parent psychotherapy
stands out amongst early interventions for its strong evidence base with five ran-
domized controlled trials (Cicchetti et al. 1999, 2000, 2006; Lieberman et al. 1991,
2005). For too many children, however, individual treatment and parent–child psy-
chotherapy are unavailable, impossible to get, otherwise impractical (Osofsky and
Lieberman 2011; Tolan and Dodge), or resisted by parents for a range of reasons.
Thus, the vast majority of preschool children with mental health problems in the
United States do not receive the services that they need (Gilliam 2005).

Prevalence rates of mental health problems in children aged birth through 5 range
from 16 to 21 % (Egger and Angold 2006; Lavigne et al. 1996). Although 8–10 % of
preschool children have a diagnosable mental health disorder (Roberts et al. 1998),
only 6 % of preschool children who are in need of these services actually receive
them (Kataoka et al. 2002). Further, approximately 0.7 % of preschool children in the
United States (more than 5,000 children between the ages 3 and 5) are expelled from
preschools due to behavioral problems every year (Gilliam 2005). This rate is three
times higher than that of older school children, indicating that the preschool years are
an especially risky period. Importantly, the risk of expulsion increases significantly
for those children whose preschool setting does not provide access to on-site mental
health services (Gilliam 2005).

Evidence indicates that early childhood mental health problems constitute a sig-
nificant risk factor for later psychopathology, if not treated or prevented effectively
(e.g., Kagan and Zentner 1996). Moreover, early childhood mental health problems
create serious obstacles for learning and school readiness (National Scientific Coun-
cil on the Developing Child 2008). According to kindergarten teachers, 35 % of
American children reach kindergarten unprepared to learn (Boyer 1991). Therefore,
it is critical to have an effective, economical, viable, and available approach to meet
the mental health needs of preschool children.

Why include this chapter in a book about attachment? Based on our clinical and
research experience (Halpern et al. 2004a, b; Shahmoon-Shanok et al. 2005a, b),
we assert that relationships with peers can exert a powerful force toward generative
development across developmental lines (Freud 1965). We also endorse the prevailing
perspective that the nature of each child’s attachment relationship to a caregiver has
a defining effect on mental health, social emotional wellness, the ability to interact
with others and learn in school.

Bowlby (1973, 1980, 1982b) described child and caregiver dyads where the
optimal scenario is one where parents offer sensitive and responsive caregiving,
especially in times of distress. These experiences form the building blocks of the
child’s “internal working models” or “blueprints” for future relationships. As the
partner in the relationship who is “older, wiser and stronger” (Bowlby 1980), the
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parent provides the child with a secure base from which to explore the world. This de-
scribes the optimal, secure attachment pattern; particular ongoing disruptions within
the parent–child relationship account for the insecure and disorganized patterns of
attachment. While children need caregiver attachment relationships, peer relation-
ships also can become critical, organizing attachment relationships. Indeed, peer
attachment relationships can assist children in improving the regulation of affect and
the internalizing of interactions that become generalized patterns influencing how
they experience other relationships going forward (Aikins et al. 2009; Armsden and
Greenberg 1987; Howes 1987; Hughes and Dunn 2007; Laible et al. 2000; Wilkinson
2004).

This chapter presents the view that, under certain conditions, small psychothera-
peutic peer playgroups accelerate development across domains while also promoting
the growth of higher order defenses. In this model, peer attachment relationships can
be a vital extension of psychotherapeutic intervention options. Indeed, even with
very young children ages 2 through 5, the presence of peers can be harnessed in psy-
chotherapy as an energizing incentive for growth. In therapeutic peer playgroups,
children’s presenting challenges diminish while their flexible new resources come to
dominate. These resources then generalize to their classrooms and homes (Halpern
et al. 2004a, b; Shahmoon-Shanok 2000, 2005a, b; Shahmoon-Shanok et al. 2005a, b;
Shanok et al. 1989).

We begin by highlighting some of the research suggesting the value of toddler
and preschool peers as growth-promoting agents for each other. This chapter then
discusses the literature on group play psychotherapies for young children. It describes
a continuous peer play psychotherapy (PPP) program for at-risk and diagnosable
preschool children offered in public daycare, Head Start settings, and preschool
programs across socio-economic groups. We next consider the conditions required
to facilitate peers so they can become generative change agents for their group-mates.
Then, we present an account of two children in the same playgroup, highlighting their
growth-enlivening interactions. We also elaborate on the role of reflective supervision
for PPP. Finally, we examine the cases presented in light of PPP’s conceptual base
and attachment theory.

Review of the Literature

Research on Peers

Bowlby (1982a) wrote that human beings are born with the capacity to engage in
relational interactions with caregivers in order to maximize survival. For example,
neonates only an hour old can imitate some facial behaviors (Meltzoff and Moore
1977), while infants respond to maternal facial and vocal cues and act on relational
contingencies at 4 months (Beebe et al. 1997). These early, preverbal interactions
with primary caregivers bring about a relatively stable set of beliefs and expectations
in the infant about his self and environment, which by about 9 months of age form
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the basis of what Bowlby (1982a) termed “internal working models”. Internal work-
ing models are the representational systems that underlie attachment classifications
and have significant effects on attentional, perceptional, emotional, and behavioral
mechanisms in later years (Bowlby 1973; Kobak et al. 2006; Sroufe et al. 2005).

Peer relationships, a central area of interpersonal functioning during the preschool
years (Hay et al. 2004), are also affected by these internal working models. Cassidy
et al. (1996) found that perceived parental rejection was associated with expecta-
tions of hostile intentions from peers. Furthermore, insecurely attached children
had more negative representational schemas of their peers than the securely attached
children. These negative representations of peers predicted fewer reciprocated friend-
ships at school. Therefore, internal working models generated through interactions
with caregivers generalize to relational representations of peers and are acted out in
relationships with each other.

Peer relations are not only affected by internal working models, but also have
the potential to influence these models (Aikins et al. 2009). While the bulk of a
child’s attachment security is formed through interactions with the primary care-
giver during the first year of life (Bowlby 1973), the child’s internal working model
remains open to external influences. Examples of such influences include variables
outside the parent–child sphere such as negative life events (Fraley 2002; Waters
et al. 2000; Weinfield et al. 2000). Aikins et al. (2009) found that low friendship
quality during early adolescence is related to unresolved attachment representations
at age 16, highlighting a possible pathway reaching to attachment security from peer
relationships.

Complementary and reciprocal social play appears when children are 1 year old,
with social pretend play emerging around age 2 in typically developing children
(Howes 1988). In toddlerhood, it has been shown that peer interactions are frequent,
long, and positive (Lokken 2000). By age 3, the typical child can interact with peers,
engage in pretend play and build stable peer relationships (Hay et al. 2004). Vaughn
et al. (2001) found that 60 % of preschool children have at least one, usually same-
sex, reciprocated school friend by the age of 4. Thus, establishment of healthy peer
relationships is an essential and age appropriate developmental stage for preschool
children (Hay et al. 2004).

In peer relationships, children negotiate domains such as aggression, cooperation,
fairness, empathy, and rivalry (Gagnon and Nagle 2004; Hay et al. 2004; Spinrad
et al. 2004). Developing adaptive peer relationships during preschool years is asso-
ciated with better social competence (Lindsey 2002), self-regulation skills (Ramani
et al. 2010; Vaughn et al. 2001), and with better academic performance (Coolahan
et al. 2000; Fantuzzo et al. 2004). By contrast, anxiety-prone and fearful preschool
children who tend to be low in emotion regulation are more likely to engage in
solitary play activities and are more likely to be rejected and maltreated by peers
later (Spinrad et al. 2004). Such social–relational difficulties during preschool years
are predictive of both internalizing and externalizing problems in early and later
adolescence (Bornstein et al. 2010).
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Research on Group Play Psychotherapy

Group play psychotherapy is not a widely researched treatment modality for young
children (Bratton et al. 2005). Yet, some evidence shows that it is an effective
treatment modality for those who suffer from widely varied problems such as victim-
ization by domestic violence (Smith and Landreth 2003; Tyndall-Lind et al. 2001),
homelessness (Baggerly 2004), reading disabilities (Bills 1948), speech difficulties
(Danger and Landreth 2005; Wakaba 1983), depression, anxiety and low self-esteem
(Baggerly 2004), and social isolation (Fantuzzo et al. 1996).

The group play psychotherapy approach on which this chapter is based, Re-
lationship for Growth & Learning (RfGL), is a program run by the Institute for
Infants, Children and Families, part of Jewish Board of Family and Children’s Ser-
vices (JBFCS), a large, non-sectarian, not-for-profit mental health, social service
agency in New York City. A longitudinal study of the model’s efficacy indicated that
children who received PPP from the Fall to Spring semesters caught up with their
non-playgroup peers in eight different domains (Halpern et al. 2004b).

Another group play psychotherapy model, the Resilient Peer Treatment (RPT)
Program (Fantuzzo et al. 1996) also uses low socio-economic preschool environ-
ments to deliver early interventions through a peer play modality. RPT is consistent
with RfGL’s PPP as they both utilize a developmental–ecological foundation on
which they base their intervention modalities. In RPT, resourceful children (called
play buddies) are paired with target children who play together in their classrooms
during regular class time. A longitudinal study evaluating the efficacy of RPT showed
that socially withdrawn children in the experimental group developed significantly
better interpersonal and self-control skills, engaged in fewer solitary play activities
and displayed significantly less internalizing and externalizing behavior problems
as compared to the ‘attention control’ group after the intervention (Fantuzzo et al.
1996).

The literature on peer relationships reveals that psychotherapeutic interventions
which make use of peer relationships in preschool settings are promising. These
components fit within a developmental–ecological perspective; interventions should
be compatible with the child’s natural environment and developmental level for them
to reach their potential effectiveness.

The Program Model

Rationale for Peer Play Psychotherapy

When children enter preschool they are expected to play, make friends, and learn
to follow the classroom routines while maintaining good behavior and listening to
teachers. PPP is used to support those children who are unable to participate in age-
expected ways, who appear unable to progress. All children want to interact with
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other children (Hay et al. 2004). This motivation to connect is a huge incentive for
the PPP playgroup to be an “irresistible medium for growth and meaning, learning
and belonging” (Shahmoon-Shanok 2000, p. 244). The children both provoke and
befriend each other over time and internalize therapeutic interventions. The deep
desire to be with and interact with each other becomes a robust muscle empowering
developmental unfolding.

PPP incorporates a psychosocial process that facilitates personal growth (Sweeney
and Homeyer 1999) by combining play as the work of children (Slavson 1979) with
the development of peer relationships. Play serves as a child’s primary means of
communication (Johnson and Clark 2001) and a tool to make sense of the world
around him (Koplow 2007). Since young children, especially those with challenges,
have usually not yet developed the language or reflective capacities that allow com-
munication about emotional experiences, they use play to develop focus and shared
attention to work through aggressive impulses, traumatic experiences, conflict, and
to differentiate and gain mastery over internal affective states. Play therapy is indi-
cated when a child cannot play or when their usual play does not enable mastery
over her or his challenges (Koplow 2007).

Landreth (2002) describes group play therapy as “a psychological and social
process in which children, in the natural course of interacting with each other in the
playroom, learn not only about other children but also about themselves” (p. 42).
Young children are social beings who seek interpersonal interactions that are dyadic
and reciprocal, beginning from the first day of infancy and continuing throughout
development (Howes 1987). They learn through group play psychotherapy ways
in which they can negotiate interpersonal relationships and naturally extend these
skills outside the playroom to other social situations (Brusiloff and Witenberg 1973;
Greenspan and Wieder 1998; Pressman and Blumenfeld 1981; Shahmoon-Shanok
2000; Shanok et al. 1989; Sweeney and Homeyer 1999). That the children in RfGL’s
PPP readily develop across several developmental domains implies that attachment-
based fundamentals of mental and developmental health are strengthened by this
intervention (Halpern et al. 2004b; Shahmoon-Shanok et al. 2005a, b).

Relationships for Growth and Learning

While most JBFCS and RfGL services and training are located in New York, RfGL
training and resulting services have reached many practitioners and several agencies
across the United States, most notably in Central Florida. Established in 1968, RfGL
successfully addresses the full range of diagnoses from those that have environmental
etiologies, including trauma, moderate body-based developmental challenges, and a
combination of both (Halpern et al. 2004a, b). PPP-treated diagnoses exclude full-
blown psychosis and autism, since such children are rarely tolerated in daycare, Head
Start, or other preschools.

RfGL provides a two-year, interdisciplinary intensive training program for pro-
fessionals from numerous related fields, primarily social work, psychology, early
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childhood, special education, occupational therapy, speech-language therapy, the
arts therapies, and psychiatric nursing (Shahmoon-Shanok et al. 2006). This training
program supports delivery of all the clinical work with children, their parents, and
teachers on-site within daycare, Head Start centers, as well as preschools, by each
preschool-based RfGL team. Teams are led by a mental health consultant called Clin-
ical Coordinator. RfGL Clinical Coordinators provide weekly reflective individual
and group supervision for each of their own team members and lead weekly seminars
for team members from all of the current childcare centers served as part of the formal,
two-year intensive training program. Reflective supervision has been defined as a re-
lationship for learning in a mutually created, emotionally safe space where strengths
are cherished and vulnerabilities are partnered (Fenichel 1992; Shahmoon-Shanok
2006, 2009; Shanok 1991/1992; Shanok et al. 1995; Siegel and Shahmoon-Shanok
2010).

RfGL staff, trainees, and students learn to view themselves as guests in someone
else’s home and as people who share the daycare staff’s primary goal of helping
children to be successful when they arrive in kindergarten. With the Clinical Coor-
dinators’ guidance, they actively interact with all center-based staff, including the
director, teachers, family workers, office building, and kitchen staff members.

Which Concepts Govern RfGL?

Infant and early childhood mental health have been articulated as the capacities to
grow and love well, express, experience, and regulate emotions and recover from
dysregulation, form trusting relationships and repair conflict, explore and learn within
society’s values, and manage fear and frustration (Lieberman 2006). Tolstoy once
noted, “One can live magnificently in this world if one knows how to work and how
to love . . . ” (Tolstoy 1856, as cited in Troyat 1967, p. 158). Themes of love and
labor are central to some of the most influential theories of psychological well-being
(Erikson 1963; Freud 1930). Similarly, RfGL recognizes that to assist children in the
related developmental domains of relationship (love) and learning (work), we must
help them attain certain primary capacities. A list of seven attributes envisioned as
the fundamental goals for all children of kindergarten age were established by the
cross-disciplinary board and staff of Zero to Three, the National Center for Infants,
Toddlers and Families. Figure 1 lists those seven precious objectives.

Developmentally and relationally, children who possess these seven capacities are
on their way to attaining maturity. They are able to work with regularity, cooperation,
and satisfaction while establishing and maintaining loving relationships. They are
children who succeed in school both academically and socially. These are the seven
attributes which RfGL aims to foster in the children who participate in its PPP groups
and receive ancillary services.

RfGL team members work closely with teachers and the center director to screen
all of the center’s children in August, September, and October to identify those
children who have not attained the emotional objectives. These are the children who
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THE EMOTIONAL FOUNDATIONS OF SCHOOL READINESS 

SELF – CONTROL 
The ability to modulate and control actions in age-appropriate ways. 

RELATEDNESS 
The ability to engage with others based on the sense of being understood by and understanding others. 

CAPACITY TO COMMUNICATE 
The wish and ability to verbally exchange ideas, feelings and concepts with others.  This is related to a sense 

of trust in others and of pleasure in engaging with others, including adults. 

INTENTIONALITY 
The wish and capacity to have an impact, and to act upon that with persistence.   

This is clearly related to a sense of competence, of being effective. 

CONFIDENCE 
A sense of control and mastery of one’s body, behavior and world; the child’s sense that he is more likely than 

not to succeed at what he undertakes, and that adults will be helpful. 

CURIOSITY
The sense that finding out about things is positive and leads to pleasure. 

COOPERATIVENESS
The ability to balance one’s own needs with those of others in a group activity.  

These characteristics equip children with a “school literacy” more basic than knowledge of numbers and 
letters.  It is the knowledge of how to learn.

Fig. 1 The emotional foundations of school readiness. ∗Zero to Three National Center for Infants,
Toddlers and Families (1992), p. 7

do not seem to be growing or functioning well within the daily program of their
center; the quiet, lost, constricted or joyless children on one end of the continuum,
and the wild, disruptive, aggressive, equally despairing children, on the other. All
children at each site are screened and then, through RfGL-facilitated case discussions
by relevant RfGL team and center staff members (e.g., the director, teacher and family
worker), they are assigned to intervention levels 1 through 4, that is, individualized,
targeted, expanded, or inclusive (see Fig. 2).

After children are observed in classrooms and evaluated, their parents are of-
fered an opportunity for their child to participate in a peer psychotherapy playgroup,
meaning intervention levels 2, 3, or 4. We believe that a child not progressing in the
place where s/he is spending most waking hours five days a week is reason enough
for intervention. Research confirms that the RfGL approach to selecting children is
successful in picking up those who are lowest functioning (Halpern et al. 2005a, b;
Halpern and Rinks 2004). Thus, evaluation including parents prior to treatment is
bypassed in favor of evaluation during the first weeks of playgroup and continuing
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Relationships for Growth & Learning 

INTERVENTION LEVELS FOR CHILDREN   

Intervention Level 1: Individualized

●At the universal, or preventative, level, each child is observed by several childcare and RfGL
staff members in the classroom and participates in varied screening and assessment 
procedures. 
●Impressions and results are aggregated and shared by a team made up of the childcare 

teacher, family service provider, RfGL trainers, and others as appropriate. 
●Each child is considered, planned for and followed in conferences over the school year. 

Intervention Level 2: Targeted

●At the targeted, or intervention, level, individual children are selected to participate in peer 
playgroups. 
●When playgroup intervention is recommended, the child’s parents and other significant 

adults are integrated into the process. 
●Children are selected for this intervention because they have emotional, social, behavioral, 

cognitive, communicative, developmental, or health vulnerabilities that may be already 
severe (diagnosable) or may lead to severe problems. Over 35 percent of children entering 
preschools may be in this category. (Boyer, 1991; Carnegie Corporation of America, 1994). 

Intervention Level 3: Expanded (Part C) 

●The expanded, or referral, level is for children who have had or who warrant Part C 
evaluation or diagnosis (required to be at least 10 percent of children entering Head Start) 
for developmental challenges. 
●Children in this category are included in a peer playgroup when it will enhance their 

individual treatment plans or help their parent accept referral to Part C. 

Intervention Level 4: Inclusive

●This inclusive level of intervention includes Levels 1: Individualized and 2: Targeted as 
described above plus other services such as Level 3: Expanded (Part C); parent-child 
psychotherapy; and/ or other services. 

Fig. 2 Intervention levels for Children. (Shahmoon-Shanok, Lamb-Parker, et al., 2005a, p. 411)

thereafter. This strategy saves time and adds weeks or months to service delivery.
Simultaneously, it eludes the parental resistance frequently provoked by typical ap-
proaches to evaluation, diagnosis, and referral for a child with mental health or
developmental problems.

In order to get children into services quickly, the RfGL program does not require
that parents participate. Instead, RfGL has honed outreach techniques to parents.
Most parents do become involved in the program either initially or over time. To
begin establishing relationship and communication about a child, the PPP therapist
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might send good news notes in the parent’s favorite mode of communication, such
as a text or voicemail or the therapist might walk a parent to the subway and, with
permission, even get on the subway with her or him. The therapist might instead meet
somewhere near the parent’s workplace. Although they understand that the services
are offered under the auspices of a mental health agency located elsewhere, between
90 % and 98 % of parents offered RfGL services, agree to their child’s participation
in PPP (Shahmoon-Shanok et al. 2005a, b).

Apparently easier for parents to accept than other forms of psychotherapeutic
referrals, RfGL uses small playgroups consisting of two to five children under the
leadership of a respectful, responsive psychotherapist, or co-therapists. Playgroups
meet two times a week for 1 h over 8 to 10 months, sometimes continuing into a
second year. Children are picked up by their therapists from their classroom who
walk with them to their sessions in a separate playroom or dedicated area. The
small playgroup space is furnished with toys and books, a few pillows and a rug.
Each item is selected to encourage children to relax and relate their stories either
symbolically or more concretely, as they become able. The playthings provided
include dress-up clothes, cars and trucks, dolls, play-dough, crayons or markers,
blocks, pillows, soft balls or beanbags, animals, puppets, a dollhouse and family
figures, cash registers, play money, pretend food, plates and utensils, and scarves
and sheets to cover children or drape over the table to fashion an outfit, or quiet
enclosure, a hiding space, or symbolic place such as home or a car. These materials
provide children with opportunities for solitary and cooperative play, interaction,
relatedness, as well as exploration and telling, either concretely or symbolically, of
their stories. The deeply attuned listening that each child receives from the therapist
helps him/her organize stories. Also, high-intensity affective interchanges (Schore
1994) with peers in an ongoing family-like system gradually helps children come to
know themselves and their ideas, as well as become interested in the ideas, emotions,
and stories of others (Brusiloff and Witenberg 1973; Pressman and Blumenfeld 1981;
Shahmoon-Shanok 2000; Shahmoon-Shanok et al. 2005a; Shanok et al. 1989).

Children with contrasting dispositions are grouped together. For example, inter-
nalizing, depressed children are not placed with several others like them. Similarly,
children who are predominantly dysregulated are not placed in the same group. By
offering children personality styles different from their own, each child is provided
with alternative emotional, personality, and defensive pattens with which to engage,
struggle, identify, play, and learn over time. Such groupings seem to enhance a child’s
reflective capacities as each is faced with trying to comprehend what might motivate
the behavior and thoughts in a child who has thoughts, feelings, and intentions which
can be similar to or different from themselves. Nudging each child’s curiosity about
the mind of the other is a hallmark of an approach aimed at enhancing reflective
capacity.

The reasons that PPP groups, facilitated by an attuned adult, are developmentally
helpful to young children have been identified and organized as 16 enabling agents
(Shahmoon-Shanok 2000; Shanok et al. 1989). Within this framework, the therapist
works toward development of relationship and basic safety as s/he values each child
and the group-as-a-whole (Shahmoon-Shanok 2000). S/he promotes, even cherishes,
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each child’s growing sense of individual self and of the individuality of others within
the context of the group (and naturally evolving sub-groupings within it). When the
therapist exclaims over the absence of a group member, “I wonder what Jeremy would
say about that truck if he were here . . . ,” she furthers the children’s development of
object constancy while reinforcing the irreplaceable role each child has in the group
as a whole. The child is also repeatedly provided with a model of what it looks like
to be reflective. The frequent use of words like “I wonder” conveys that the mind
of the therapist is engaged with thinking about the mind of the other, in this case,
Jeremy.

Co-creation of meaning and the development of rituals and narratives advance the
sense of belonging among the members of the group (Shahmoon-Shanok 2000). The
therapist facilitates the development of particular shared rituals and routines that are
meaningful to individual group members. The rituals and routines that evolve from
the children’s interactive activities elevate their sense of safety and security within
the group. Shared rituals, cohesive group procedures, and narratives thus provide
a fundamental sense of a home-base for each group member’s sense of belonging
and the deepening of his or her relationships. Over time, the children co-create
meaning and a sense of group cohesion and power through the shared activities,
play, and rituals that they evolve. For example, the group may begin to run ahead of
the therapist every time, slam the door in her face and gleefully hide for her to find
them: each knows that this is a game. Group members develop a history and evolving
narratives about themselves as a group (“Let’s get ahead and hide!” or “Hey, let’s
build that boat again so Oscar can fall out and get saved!” or “Remember when Elena
started to talk? We were happy that day”). In so doing, they fashion a deep sense of
belonging to an entity with a mutually understood identity, similar to that of a robust
family.

The habitual ways of being together, in a therapeutic context, described here
as rituals are akin to patient–therapist relationships which are formed in individual
treatment. Each therapeutic dyad, for example, dances a dance as they start a session,
but each finds slightly different steps which then become theirs to repeat and vary
together. The verbalization of past shared experiences exemplified above with the
conjoined meaning-exclamation “remember when . . . ” are akin to aspects of parent–
child attachment-facilitating behavior. For example, this kind of interaction has been
described previously in the context of newly adopted children where the parent–child
attachment was facilitated by adoptive parent’s spontaneously bringing up recent
shared experiences (Steele et al. 2007). The use of the word “remember” manifests
meta-cognitive processes related to reflective functioning that emerge in many of the
children as they internalize their therapists and their friends.

Smaller than the classroom, the group becomes a symbol for family, as well as the
locus to re-work family dilemmas, emotions and roles. The character and mood of
each PPP group, created with guidance from the therapist through the development of
relationships, is also similar to that of a family system (Shahmoon-Shanok 2000). As
infants enter the world within a family system, they have a deep and dramatic effect
on every member of their family system. This impact causes growth and change in
each parent and sibling, even as those family members affect the development of their
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baby and growing child over time. Indeed, children make waves in their families and
within each family member and thus they come to feel felt (Winnicott 1987; Siegel
2007, 2010). Similarly, the PPP system is responsive to each of its elements as
significant modifiers. Each child experiences the momentum which emerges from
causing a difference in someone else. In that process, the children experience both
strength and weakness in relationships, while simultaneously exerting a dynamic
impact on everyone else. At the same time, the children feel their emotional needs
being heard, felt, digested, and respected.

Peers as Generative Change Agents in PPP

Group dynamics in PPP are similar to those of other psychotherapeutic groups: Chil-
dren unconsciously assign themselves roles as extensions of their problems and play
out awareness of their roles or fantasies of desired roles (Slavson 1979). Stimulation
in PPP provides children with the opportunity to provoke and absorb from each other
while developing novel symbolic play routines, thereby broadening their capacities
for self-expression (Slavson and Schiffer 1975). Thus, the relationships that emerge
within the therapeutic group process enable children to help each other overcome
difficult emotional experiences and express affective states in increasingly appropri-
ate ways. When small groups of diagnosable or at-risk children are together with few
rules, intense rivalries, longings and affects about the entire range of human themes
burst forth. In PPP, children commonly experience and encounter states of high af-
fect, massive motivation to connect with each other even in rivalry, plus enormous
ambition to emulate each other which provokes penetrating practice, discovery, and
learning.

Within peer playgroups, led by a psychotherapist who adheres to certain principles
and is supported in reflective supervision (Murphy et al. in press; Shahmoon-Shanok
2006, 2009; Shanok 1991/1992; Shanok et al. 1995; Siegel and Shahmoon-Shanok
2010), something powerful happens among the children which exerts a pull toward
growth along multiple developmental lines (Freud 1965). What then, are the required
conditions for children to promote each other’s development? In playgroups, the
therapist consistently gives the following message to the children: “Our one rule is
that people and things need to always be safe.” When partnered over time with a
relationally oriented adult partner who has the primary goal of helping the children
to feel safe, children begin to work out and exercise their relational skills with each
other. The therapist invites wide open expression of emotions, activities, words, ideas,
and play. Ruptures are common and often extreme. In response, the therapist models
strategies for repair, helping each child’s needs to become known, communicated,
and represented.

These frequent rows become the occasions around which negotiation and repair
sequences serve to fortify a child’s sense of self-with-strengths (Shahmoon-Shanok
2000). Such bumpy encounters are very much akin to the ruptures and repairs de-
scribed in the relational psychotherapy process (Safran and Muran 2000). In PPP,
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the therapist models the abilities to hear, respect, and appreciate each child’s unique
desires. The therapist also helps those who need it to negotiate multiple points of
view and communicate their own. For example, with permission a therapist might
place a hand on the shoulder of the child for whom s/he is speaking and then also
do it for the other child in the fight, going back and forth, speaking for each. Group
members develop first the ability to stand still, then to listen, then to tolerate, and
later to empathize with points of view different from their own. This process enables
children to gain the ability to communicate and negotiate in the midst of conflict.
Just like in typical family systems as each child discovers herself, “each ‘I’ grows
in the context of meaningful other ‘I’s”’ (Shanok et al. 1989, p. 87) and as a part of
the “We.” In this process, children appear to deepen their capacities for reliable and
secure attachment.

As Jordan (1985) notes about intersubjectivity in adult relationships,

In a mutual exchange one is both affecting the other and being affected by the other. There
is both receptivity and active initiative towards the other . . . Intersubjectivity carries with
it some notion of motivation to understand another’s meaning system from his/her frame of
reference and ongoing and sustained interest in the inner world of the other . . . . (p. 2)

Jordan anticipated the recent turn in relational psychotherapy and psychoanalysis and
several related fields, for example theory of mind (Bretherton and Beeghly 1982),
innate intersubjectivity which was termed mother–infant bi-directional exchange
(Trevarthen 1979, 1989), mentalization (Fonagy and Target 1997), reflective func-
tion (Fonagy et al. 2002; Schore 1994), mindsight (Siegel 1999), and interpersonal
neurobiology (Siegel 1999, 2008).

Intensively and inherently interpersonal because of its nature, the RfGL therapist
emphatically and empathically represents the perspective of each child until he is
able to do it for himself. The therapist viscerally enacts a synchronous sense of each
child’s self and of the other. In those interactions and the negotiation and repair
sequences which follow, each child experiences the caring attunement of the thera-
pist. Occasionally, children may also sense or stumble into strong emotions evoked
within the therapist. With many recurring, gut level interchanges experienced, wit-
nessed, and always mediated by a therapist dedicated to repair, children’s relational
capacities are advanced.

The diagram which follows (Fig. 3) summarizes the PPP model and the assumed
intrapsychic links fueling PPP’s interventions. PPP, embedded in RfGL’s 16 enabling
agents (Shahmoon-Shanok 2000), strongly influences adaptive affective skills (i.e.,
capacity for mentalization; flexibility in, and a range of emotions; and positive
peer representations), behavioral skills (i.e., interactive play behaviors), social skills
(i.e., having reciprocated friendships), and the acquisition of improved gestural–
verbal communication and other pre-academic skills. Just as these capacities underlie
attachment security in typically developing children, these skills are fed by and feed
into attachment security in PPP children and finally result in their improved school
readiness. As readers digest the intertwining case story of two children which follows,
it may be useful to return to this figure and reflect upon the abrupt, insistent circles
of communication (Greenspan 1993) between the children, Samantha and Simon.
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Improvements in the 7 Emotional Foundational 
Areas for School Readiness 

Better
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Fig. 3 RfGL’s enabling agents foster both will and vision for growth across domains within and
among the children in PPP

Two Case Examples1

Simon, a 3.6-year-old, second-generation Hispanic–American boy lived with his
mother, father, and twin brother. Prior to entering the public preschool in which he
was treated, Simon’s mother had removed him and his twin brother from their former
preschool due to reports from the director that other children were terrified of Simon.
He displayed self-destructive behaviors that we later understood were reactions to
his sensory sensitivities activated by noise, commotion, and touch. Whenever his
surroundings were loud or busy, Simon would throw violent tantrums. He fell to the
ground, screamed, cried, banged his head, and bit his hand until he drew blood. As
an apparent response to his inability to control internal sensations, Simon had also
developed many compulsive behaviors, like closing and opening each door he saw,
in a futile attempt to gain some sense of control. A tantrum would ensue every time
Simon was not permitted to try to control his surroundings in this and other habitual
ways. Yet Simon was physically aggressive towards others only if they came too
close to his body, as he misperceived touch as a threat, or if they tried to take a toy
away from him. Deemed the “bad twin” by both his family and school, Simon had
internalized an injured, anguished self-image.

At home, Simon’s mother had tremendous difficulty setting limits and did not
know how to help him control his fierce outbursts. Seemingly desperate for help, she

1 All identifying information has been changed. The story is told from the perspective of his therapist,
the third author.
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immediately accepted the referral for Simon to participate in RfGL and in weekly
individual sessions for her to develop tools to manage his behavior and her own
anxiety. Over time, Simon’s mother reported an intergenerational pattern in which
she and her mother were unable to control their anger and verbal aggression. She
also reported that Simon witnessed occasional verbal arguments between herself and
his father, but denied incidents of abuse or domestic violence.

Simon did not have friends anywhere and his brother, who had grown frustrated
with his many outbursts, stopped playing with him in order to develop separate
friendships. In his class, Simon was unable to negotiate with peers and, when urged
to share or take turns, his aggressive tantrums intensified other children’s intense
dislike. He often yelled at teachers and refused to follow routines. Diagnosed by the
team with a Regulation Disorder of Sensory Processing Type B, Negative/Defiant
using Diagnostic Classification: 0–3R (Zero to Three Press 2005), Simon’s needs
extended beyond mental health. He received speech-language therapy, occupational
therapy, and had a special education itinerant teacher (SEIT) in his classroom. Guided
by my supervisor, I kept close contact with each of his service providers and supported
communication among, as well as between, each of them and his parents.

Simon participated in PPP with Samantha, a first generation, Spanish-speaking
child living with both parents and her two older siblings. The youngest of three
children, Samantha was treated like a princess. She was given whatever she wanted,
whenever she wanted it; sharing or turn-taking were never demanded of her. Gen-
erally compliant with adults, her parents reported having no concerns regarding her
behavior at home. Although they had noticed that she was bossy with her siblings
and cousins, it had not occurred to them that she might have difficulty adjusting to
school.

Samantha entered daycare speaking only Spanish and was placed in a class where
the teachers and a few children spoke Spanish as well. Nevertheless, it quickly
became evident that Samantha experienced severe separation anxiety that impeded
her ability to regulate, learn, and form peer relationships. Dropped off at school
each morning by either her mother or father, she cried for 1 to 3 h and sometimes
for the entire day. Diagnosed as having a Separation Anxiety Disorder consistent
with D C: 0–3R (Zero to Three Press 2005), Samantha was unable to focus or attend
to classroom activities, did not communicate with teachers or interact with other
children, and typically appeared sad and withdrawn when she was not crying. Her
teachers were increasingly concerned and her parents, also worried, readily accepted
the referral to enroll her in RfGL. Her desolation lasted over a month before Samantha
began PPP and continued in the classroom after she started for about another month.

Prior to being placed together in a playgroup, Simon and Samantha were placed
in two separate PPP groups. The other children in Simon’s group were Ashley, a
seemingly angry child with underdeveloped play skills, and Ryan, a selectively
mute boy. In this group, Samantha seemed afraid and consistently refused to go
to the playroom with her assigned therapist and the group. My supervisor noticed
that she was developing a classroom bond with Ryan, the selectively mute boy in
Simon’s group which I led. Ryan and Samantha offered each other comfort. They both
experienced difficult adjustments to beginning school but seemed to feel comfortable
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communicating only to each other, in Spanish. My supervisor realized that Samantha
might be more receptive to playgroup if Ryan was present and suggested that I spend
time interacting with Ryan in their classroom with the hope that Samantha would
gradually begin to feel comfortable with me.

After 2 weeks of three time weekly visits to their classroom, Samantha sat in
a chair next to me. While resting my forearm on the table, Samantha walked two
fingers up my arm and then quickly withdrew her hand with a tiny smile. She then
prompted me to reciprocate by pointing to my hand and then to her arm. Following
her lead, this back-and-forth lasted several minutes, until she stopped and pointed to
a picture of a bunny on her shirt and said “conejito.” I replied by simply smiling at
her and saying “bunny.” Samantha nodded, smiled, and walked away.

Hesitantly, Samantha came with Ryan to the next session. Although Simon’s
inability to engage with peers had become evident with a severe tantrum in the first
session when another child tried taking a toy from him, his tantrums were happening
less often. Oscillating between solitary, parallel and to cooperative play at first only
with Ryan, Samantha was able to return to playgroup each session. It was evident
that she did not like Simon. She ignored his fledgling attempts to engage and became
very irritated by his tantrums.

As the group’s therapist, I often felt helpless and ineffective. I relied greatly on the
support of my supervisor and our RfGL team to help me understand what I could do to
calm down myself in order to assist him and the other children. After a few months
noticing my interventions with Simon, other group members began to comment
on what triggered his aggressive behavior: “Oh, he didn’t like those loud noises!”
They began to develop an understanding of his underlying positive intentions and
subsequently began to create roles for him in their increasingly cooperative play
schemes.

When the other children in the group graduated from preschool a few months
later, Samantha and Simon remained as a group of two. Through the first few weeks
together without others, Samantha successfully ignored Simon and made evident her
continued dislike for his belligerent, loud behavior. However, over time Samantha
appeared to realize that if she were to expand her play schemes, she would have to
include Simon. Evidencing her strong will, Samantha used her speedily expanding
English to communicate her reasoning for why she would not play with him. As
Simon grew more tolerant of her, Samantha increasingly challenged him. Rather than
giving Simon a toy that he had wanted, Samantha held on and made him wait. As we
helped Simon control his aggressive impulses and express them through symbolic
play, it became obvious that he was very intelligent with strong play skills that had
been rendered invisible by his reactivity.

Both Simon and Samantha were acquiring emotionally relevant lexicons, often
using a feeling face chart that I repeatedly offered. Scrutinizing my interventions
with Simon, Samantha began to decipher the positive intentions behind his behaviors.
Although she did not always tolerate the behaviors, she became more accepting of
Simon as a playmate. Samantha entered Simon’s play more frequently and, together
they developed more complex play routines. Samantha also began to use the face chart
when surveying and reflecting aloud on Simon’s conduct and affective experiences.
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Approximately 1 year after his group began and in the midst of playing with
Samantha, Simon looked up at the clock that he had broken a few months prior and
said “I broke that. I was angry. I was really, really angry and I broke the clock.”
It appeared that, once he was no longer distracted by his belligerent reactivity to
sensory stimuli, Simon could acquire and use language to describe the emotions that
fed his actions. At around the same time, Simon also developed an imaginary play
scheme where he was a monster that destroyed the playroom. The “Simon Monster”
aggressively dumped all the toys onto the floor, knocked over chairs, growled at
Samantha and me, and held up his hands as claws. Through reflective supervision,
I began to understand that Simon felt like there was a monster inside of him that he
had been unable to control, but could now express symbolically.

Three months later, the “Simon Monster” returned, but in a different form.
Simon hid behind a puppet show curtain and growled and he reached claw-like hands
through the curtain, until he emerged and said that he was a monster. Rather than
aggressively destroying the room, he made large, slow movements, knocked over
chairs and dumped bins of toys with smooth, controlled body movements. Samantha
initially responded by throwing soft balls at Simon in an attempt to protect me. She
then narrated his behavior. For example, when he shook the curtain she exclaimed,
“He’s shaking my room.” When he growled, she announced, “No habla” and inter-
preted his feelings, stating that he was “mad.” Simon recruited Samantha to be a
monster as well, indicating his dawning ability to initiate symbolic play with peers.
I exclaimed, “Wow, Simon has really learned how to control that monster!” Using
their experiences with the newly evolved “Simon Monster,” Simon and Samantha
generated a ritual in which they ran ahead of me to the playroom for each subsequent
session and hid behind the curtain, joyously affiliative monsters conspiring together
to playfully attack me.

Two months prior to my departure from the preschool, I began the termination
process with Simon and Samantha. Simon initially responded that he was sad and
drew a picture of a sad face. One month later, Simon introduced an elaborate symbolic
play scheme where he and Samantha plotted together to kill me, their departing
therapist. During the termination process, Samantha began refusing to leave the
playroom at the end of each session. My supervisor helped me recognize the parallels
of separations from her mother in the morning and the separations from me at the
end of each session which she knew were leading up to our permanent separation.
Empathizing with her emotions, I allowed her to bring a toy along for the walk
back to the classroom with the understanding that she would return it to me prior to
entering its door. Initially, Samantha responded well, but soon began bolting back
to the playroom instead. Sometimes I had to set physical limits and carry her to the
classroom. Simon, accustomed to the limits on his antagonistic behavior months
before, now began to set limits on Samantha’s by exclaiming, for example, “You’re
not allowed to run!”

On the day of their final session, Samantha and Simon dumped every bin of toys
onto the floor and into a large pile. Samantha explained that I would have to clean up
the toys alone. When I reflected back to them that it would take a long time without
help, they explained that it will take me “forever” to pick up the toys so I could
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never leave. Simon and Samantha’s increasingly resourceful relationship enabled
them to work together to impart their affection, distress, and anger about my leaving.
At the end of the session, Simon and Samantha hid in the playroom closet. After a
few minutes, I opened the door and found Simon softly crying with Samantha’s arm
around him providing comfort.

Discussion with my supervisor enabled me to cope with my own sad feelings
and past experiences of separation and loss. The interactions through the termination
process, leading up to and including what occurred between the children in the
closet, indicated Simon’s growing ability to use relationships with other children to
help him experience and express feelings that otherwise might have been too onerous
to endure. His new sense of control extended outside the playroom: He was better
able to follow the classroom routine, listen to teachers and decrease the frequency
and intensity of tantrums in school.

Children who had previously avoided Simon now sought him out as a popular
playmate. His behavior at home also improved and his mother became better able
to set firm, appropriate limits without yelling in an uncompromising, angry tone.
Similarly, Samantha’s progress in the playroom generalized to the classroom, as she
began to utilize her strong negotiation skills when interacting with other children.
She no longer cried and was able to speak about her feelings upon separation. She
seemed cheerful most of the time and engaged both with other children and with
the range of classroom activities and materials. Samantha’s sarcastic sense of humor
surfaced, yet she was not ever mean. Simon and Samantha completed the school year
as best friends in the classroom, soon graduated, and moved on to kindergarten.

Discussion and Conclusion

The vignette of Simon and Samantha illustrates how PPP utilizes peer relationships
to promote individual and interpersonal growth within the small context of the group
and the larger context of the preschool classroom. The reader can glimpse here two
children who, though different in character and developmental level, experienced
an ardent relationship which propelled their robust, intersubjective process. The
therapist began by trying to establish a relationship with each individual child and
with the group-as-a-whole and facilitated “a secure and accepting environment in
which the child feels safe to explore thought and feelings” (Johnson and Clark 2001,
p. 247). Simon, who was faced with constant threats to and through his sensory
system, was unable to symbolically express his impulses through play or language.
Like many other children with over-responsive systems, aggressive dysregulation
became a maladaptive pattern for him. Disintegrating into inner- and outer directed
aggression was initially his best defense against his helplessness and vulnerability.
Despite social repercussions, he came to use this self-protective force to cope and
feel some power (Johnson and Clark 2001; Koplow 2007; Lieberman and Van Horn
2008; Willock 1983).
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Simon’s psychotherapist observed and reflected aloud on his behaviors and emo-
tions and established a sense of permissiveness in the playroom. This provided him
with the opportunity to ventilate in a safe space while also receiving feedback from
peers, thus offering them the ability to help modify his behavior over time (Schiffer
1969). The sense of permissiveness established by the therapist enables children in
PPP to inherently know that the playroom is a different space where they are safe
to express whatever they need and feel, as long as the safety of everyone present is
not threatened (Johnson and Clark 2001). Simon was encouraged to use the space
and time to develop skills to cope with and master experiences of dysregulation,
disappointment, anxiety, fear, insecurity, and confusion that led to maladaptive
self-destructive and hostile behaviors (Shahmoon-Shanok 2000, p. 217–237).

In PPP, children are often in fervent competition with each other for the attention
of the therapist, especially at the outset. Indeed, children sometimes feel themselves
to be in actual danger in PPP, both because of their inner worlds and outer reality, as
well as because of the real threats the other children sometimes pose. Like a primary
maternal figure with an infant, the therapist keeps the children safe over time, moving
into the role of an attachment figure. Perhaps because they have rivals and because
the therapist must make herself very clear in her positions, the children have an
accelerated and magnified set of interactions with the therapist. The children see how
the therapist functions in terms of her utter loyalty to each child. Simultaneously,
she manifests her commitment to keep them all safe by being fair, but different, in
her handling of every child in the group.

With young and often primitive children, PPP can be very taxing psychologi-
cally and emotionally for staff and trainee therapists. Intense transferential patterns
are evoked by each of the children, as well as by sub-groups and by the entire
group. It is not unusual, for example, for a therapist to experience gut-wrenching
feelings of being left out that bring up long-forgotten echoes from school or family-of-
origin experiences. Transmuting such reactions into useful awareness and empathic
interventions is essential and requires a system of reflective individual and group
supervision.

With ongoing support from her reflective supervisor and her RfGL team, Simon’s
therapist provided meaningful, caring interventions that redirected his aggressive
and self-destructive behaviors without denying either his underlying emotions or
impulses. By accepting Simon’s experience of affective-bodily states, his therapist
enabled him to possess the sense that he could be understood and attended to, rather
than rejected, even when he was totally dysregulated. As the therapist observed and
reflected upon other children’s behaviors and feelings, Simon, in turn, slowly became
able to notice and draw on the observations of other children in the playgroup. They,
in their turn, were able to present him with more appropriate alternatives because
none were as dysregulated as he.

By posing questions to the group such as, “What can we do to fix this?” the
therapist also displayed and encouraged his use of negotiation and repair (Safran
and Muran 2000; Shahmoon-Shanok 2000). In the latter part of treatment, Simon
and Samantha were able to reflect on their therapist’s past efforts to form a plan to
resolve conflict, which always included both children’s desires, and then develop
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such solutions for themselves. Simon was learning what Samantha already knew:
Tolerating delay of gratification is worth it because being with the other is at least
equally desired. Each child developed the sense of being effective with and useful to
others. They also developed a moral sense or conscience, the experience of what it
takes to live generatively with others within society (Shahmoon-Shanok 2000).

Through the formation of peer relationships, preschool age children “report on
the behavioral characteristics of their peers” and “tend to make negative judgments
about peers who escalate rather than self-regulate aggression” (Howes 1987, p. 263).
Accordingly, when Samantha rejected Simon’s aggressive behaviors, he grew more
aware of her and, eventually, began to modify his own behavior (Shahmoon-Shanok
2000; Slavson and Schiffer 1975). The intense group dynamics inherent in PPP
provoked Samantha to provide Simon with immediate, uncompromising feedback
regarding his behavior, essentially teaching him what is socially acceptable (Johnson
and Clark 2001).

Children develop reciprocity as they formulate creative solutions to help each
other when experiencing difficult emotions. Like Samantha, children in PPP be-
come “auxiliary therapists” as they “have an unusual capacity to assess correctly
the reasons for another child’s behavior, sometimes even pointing out underlying
meanings” (Slavson and Schiffer 1975, p. 374). In these powerful interchanges, emo-
tions and words become conjoined, eminently meaningful and powerfully evocative
(Shahmoon-Shanok 2000). These types of interactions rarely occur in individual
psychotherapy, which is usually characterized by the regulating effect of a calm psy-
chotherapist. Additionally, the therapeutic interventions in PPP occur in real time,
meaning that affect-laden events are addressed as they happen. This is quite different
from children who experience peer relational challenges but relay the incident later
in a therapeutic or other reflective context.

Children in the playgroup illustrate appropriate behaviors and responses to each
other (Shechtman and Ben-David 1999). When Simon watched others negotiate, take
turns, share, and engage in cooperative play, he was learning vicariously. Later, he
developed ways to problem-solve with Samantha rather than act on his impulses. Si-
mon also benefited from Samantha’s growing ability to notice his positive intentions,
although expressed through negative behavior, which helped him neutralize aggres-
sive feelings by accepting his behavioral reenactments (Shanok et al. 1989). This
concept is related to both Simon and Samantha’s growth in reflective functioning,
which “permits the child to respond not only to other people’s behavior, but to his
conception of their beliefs, feelings, hopes, pretense, plans, and so on” (Fonagy and
Target 1997, p. 679, [italics in original]). Simon and Samantha’s development of re-
flective functioning allowed them to understand and ascribe underlying mental states
and behaviors as predictable and meaningful (Fonagy and Target 1997; Slade 2002).
We can see Simon’s early steps in developing reflective awareness when he said
that he had broken the clock because he had been very angry. And when Samantha
said that the “Simon Monster” was mad, she demonstrated achievement of a higher
level of reflective functioning that allowed her to recognize that Simon’s inner world
fueled his behavior. Able to accurately identify (with) his underlying emotion, she
responded in a sensitive, emotionally attuned manner (Slade 2002).
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By “practicing reticence” (Trevarthen 1979, p. 343) in her own role, the therapist
enabled Samantha to further her role as an “auxiliary therapist” (Slavson and Schiffer
1975, p. 374). In this role, Samantha asserted herself and set limits for Simon’s in-
appropriate behavior while communicating why she would not tolerate his behavior.
By finding her own strong voice in the face of a boy who had intimidated her in
the past, Samantha helped maintain the safe space of the playroom while develop-
ing self-knowledge as a clear, resourceful, emotionally intelligent little person who
could have a generative impact on another human being. She learned that she could
accomplish these tasks while successfully setting limits to further her own sense of
safety.

At many of these junctures, reflective supervision played a critical role for the
therapist. As she hovered with the impulse to step in, she remembered her supervi-
sor’s voice gently but strongly urging, “Step back . . . look, linger and marvel.” In
group supervision and videotaped PPP sessions used in RfGL training seminars, her
supervisor modeled restraint in her own clinical work. This had a profound effect
on the therapist: she slowed down, learned to listen and see more deeply, discerning
the children’s own potentials within their interactions. With this stance, her respect
for the children’s own capabilities blossomed. She increasingly tried to intervene
non-verbally unless a verbal intervention is required. For example, “Both of you
want that car so much! How can we work this out?”

The therapist’s commitment to promoting feelings of safety and security served
as a catalyst in the development of secure attachment representations. Samantha’s
difficulty finding security in interpersonal relationships outside her enmeshed family
caused her resistance to leaving the classroom with her first assigned therapist. The
initial goal then became helping Samantha feel safe enough to come to the playroom.
Her new therapist worked at becoming a familiar presence in the classroom. Through
the course of treatment, the therapist reflected to the playgroup on Samantha’s strug-
gles with separations and helped draw parallels to the emotions experienced by her
peers. This normalized Samantha’s affective experiences and provided opportunities
for the therapist and the children to demonstrate alternate ways of coping.

PPP acts as a self-reinforcing and sustaining modality. Opportunities for consoli-
dation of therapeutic gains are readily available with the very same partners outside
of the therapy room (Shahmoon-Shanok 2000; Shanok et al. 1989). As children be-
come better able to show or verbalize their needs and feelings, most teachers and
parents become more successful at understanding and providing for them. Not only
can these children move toward developmental and relational growth, but their home
and school environments can usually change to accommodate and fortify those shifts
(Shahmoon-Shanok et al. 2005a, b).

Due to the unique contribution of positive peer relationships to improved aca-
demic and social functioning (Coolahan et al. 2000; Fantuzzo et al. 2004; Howes
1987; Lindsey 2002), group play interventions lie at the heart of the successful early
developmental trajectories. Enhanced attachment representations and mentalization
capacities also play significant roles in predicting the content of representational
schemas and the quality of peer interactions. PPP, while cognizant of the effects of
the family on each child’s development, makes use of available resources, making
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the most of readily available peer relationships to alter the internal working models of
relationships in the minds of preschool children and promote growth. As the children
begin to hold each other in mind, they experience their therapist and PPP colleagues
simultaneously holding them in mind (see Pawl 1995; Slade 2002).

Despite the limited research on group play psychotherapy with very young chil-
dren (Ginott 1958; Landreth 2002; Lomonaco et al. 2000), our experience suggests
that group play psychotherapies are effective interventions and should be utilized
frequently. Family cannot substitute for peer relationships. Starting young and
continuing through life, friendships with peers are among the most significant of
relationships.

Peers in PPP attract, provoke, demand, coax, wheedle, and squeeze growth out
of each other in ways that a psychotherapist cannot. Within the safe space developed
in PPP, what the children do with each other, no therapist, parent, or teacher could.
When grouped together in the specific circumstances described in this chapter, peers
emerge as potential therapeutic allies, gems previously hidden in plain sight. Within
therapeutic conditions, the children become instruments of positive learning and
growth for their friends and for themselves.
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The Impact of Intervention Points of Entry
on Attachment-Based Processes of Therapeutic
Change with Prepubertal Children

Geoff Goodman

Perhaps the central question asked by attachment researchers who have both studied
and designed attachment-based early intervention programs for mothers and infants
is, “Where should one intervene to improve the infant’s attachment security?” Re-
gardless of the researcher, two answers always seem to be offered: either (1) at the
level of maternal mental representation, or (2) at the level of maternal behavior.
For example, both van IJzendoorn et al. (1995) and Berlin (2005) present almost
identical models of attachment transmission that predict that maternal mental repre-
sentation of her attachment relationship to her parents influences her own maternal
behavior, especially sensitivity and contingent responsiveness, which in turn influ-
ences the infant’s attachment security. This developmental pathway simultaneously
privileges the quality of the mother–infant relationship as the foundation of infant
attachment security and later socioemotional adaptation (Weinfield et al. 1999) and
illustrates the means by which the quality of attachment is believed to be transmitted
intergenerationally.

All attachment-based early intervention programs seem to focus exclusively on
the maternal mental representations or behavior as the agents of change. One group of
researchers explained that “as an adult, the caregiver has more degrees of freedom in
changing patterns of attachment–caregiving interactions than does the child” (Cooper
et al. 2005, p. 141). This top–down approach to intervening in infant attachment
security has become a core tenet of attachment theory (Sroufe 1985). The mother is
believed to be providing emotional “training” to the infant “through her behavioral
and emotional reactions to her baby [which] is thought to build the child’s working
model of attachment, and thus lays the foundation for the expectations the child has
concerning his or her relationship with the mother” (Cassidy et al. 2005, p. 38).

De Wolff and van IJzendoorn (1997), however, questioned conceptualizing mater-
nal sensitivity as the mediator between the maternal mental representation of her own
childhood attachment experiences and the infant’s attachment security. Explanations
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of the small statistical relation between maternal mental representations and infant
attachment security identified by van IJzendoorn (1995) vary: inadequate assessment
of maternal sensitivity, need for greater focus on constructs related to but not identi-
cal with sensitivity (e.g., reflective functioning, secure-base provision), inadequate
theory, and infant temperament (Berlin 2005; Cassidy et al. 2005; Goodman 2002;
Slade et al. 2005). As the child becomes older, his or her mental representations of
parental relationships become increasingly resistant to change as past interactional
experiences become habitual, expected, and reliable forecasters of future caregiver
behavior (Bowlby 1980; Bretherton 1985; Main et al. 1985). Thus, when considering
attachment-based intervention for children beyond preschool, do the assumptions of
caregiver-focused interventions still apply? An attachment-based model for under-
standing potential intervention points of entry for prepubertal children is presented
in Fig. 1. This model includes the two traditional intervention points of entry (A
and D) as well as five other points of entry either recently targeted (B and C) or not
targeted at all (E, F, and G) in current attachment-based early intervention programs
(Bosquet and Egeland 2001; Slade et al. 2005).

The Impact of Parent, Child, and Therapist Characteristics
on Intervention Points of Entry

Theoretical preferences often influence the selection of intervention points of en-
try. Researchers can empirically test the success of interventions through rigorous
execution of intervention protocols and evaluation of the outcomes to be modi-
fied. Intervention evaluators ask two questions: (1) does the intervention modify the
outcomes targeted by the therapist, and (2) which intervention points of entry are
targeted most effectively for which parents and children? Attachment-based early
intervention programs usually target maternal sensitivity and infant attachment se-
curity as variables to be modified (Cooper et al. 2005; Dozier 2003). More recent
intervention strategies focus on maternal reflective functioning and maternal mental
representations of the relationship with the child (Slade et al. 2005).

Attachment-based intervention programs with the prepubertal child, however,
need to emphasize other outcomes such as the regulation of severely dysregu-
lated affects, frustration tolerance and self-inhibition, autonomy, social competence,
self-esteem, intellectual functioning, and academic achievement. Erikson (1950)
identified industry versus inferiority as the prevailing psychosocial crisis of the pre-
pubertal developmental period, with competence as the successful outcome and
inferiority as the failed outcome. Thus, I am proposing that intervention strate-
gies need to target psychological domains that enhance competencies particular to a
psychosocial developmental period.

The intervention points of entry to be selected and outcomes to be modified also
depend on the psychological characteristics of the parents and child as well as the
therapist. The effectiveness of an attachment-based intervention program depends
on the extent to which these psychological characteristics either facilitate or interfere
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with the implementation of the intervention. The intellectual functioning of both the
parents and child should influence the selection of the intervention points of entry as
well as outcomes to be targeted for modification. For example, some psychoanalysts
(e.g., Clarkin et al. 1999; Kernberg et al. 1989) recommend insight-oriented therapy
only to patients assessed as having average or higher intellectual functioning, while
referring the rest to cognitive-behavioral therapy such as dialectical behavior therapy
(Linehan 1993). It is believed that patients assessed as having higher intellectual
functioning are more likely than others to have the capacity to engage in the kind of
abstract reasoning and symbolic thinking required for insight-oriented clinical work.

Reflecting on the effectiveness of their intervention program that targets the im-
provement of reflective functioning in low-income, high-risk, first-time mothers,
Slade and her colleagues (Slade et al. 2005) commented that reflective function-
ing “is linked to executive capacities such as planning and reasoning that are part
and parcel of higher cortical functioning” (p. 171). In mothers assessed as having
intellectual functioning in the borderline range, “we have at times had so much dif-
ficulty just getting them to hold onto an idea, let alone link it to other mental or
objective phenomena, that we have had to lower our goals and expectations signifi-
cantly” (p. 171). Considering my thesis that intervention points of entry need to vary
with parental characteristics, I question whether the authors’ selection of mothers’
reflective functioning as the primary intervention point of entry was appropriate for
everyone, given the serious intellectual limitations of some of the mothers. The same
caution applies to the intellectually limited prepubertal child. A more behavioral
intervention approach might therefore be indicated. Of course, the child’s behavior
reciprocally influences the mother’s mental representations of the child in the form
of behavioral expectations (see points of entry G to C in Fig. 1).

I am similarly proposing that the severity of psychopathology present in the par-
ents and child should also influence the selection of the intervention points of entry
as well as outcomes to be targeted. For example, Slade and her colleagues (Slade
et al. 2005) identified severe psychopathology (notably, posttraumatic stress disorder
[PTSD], and borderline personality disorder) among at least 40 % of the mothers
enrolled in their attachment-based early intervention program. Because of the un-
derlying personality disorganization, these mothers experienced particular difficulty
in acquiring reflective functioning. The therapist working with such mothers must
tend to both the daily chaos and upheaval in these mothers’ lives as well as “the
mothers’ awareness of their babies’ needs and intentions” (p. 172). Poverty, social
deprivation, community violence, and the resultant sense of powerlessness might
also be barriers to the acquisition of reflective functioning. One might conclude that
severe psychopathology, like low-intellectual functioning, might pose formidable
obstacles to the exploration of mental representations or the acquisition of reflec-
tive functioning in both parents and prepubertal children. Thus, a more behavioral
approach might be considered for some of them.

Yet other researchers believe that a more intensive, psychodynamic intervention
approach in which mental representations are explored and modified is especially
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indicated, while behavioral interventions are contraindicated. For example, in a dis-
cussion of the four principles that underlie their attachment-based early intervention
program, Cooper et al. (2005) suggested that

. . . [T]eaching parents concrete behavior management techniques may be limited by a par-
ent’s problematic history and the resulting tendency to experience strong negative emotion
(which may evoke defensive behavior) in response to particular signals from her or his child.
Although a parent may cognitively learn about more sensitive responses, there may in fact
be no increased likelihood of the parent applying those new responses when emotionally
aroused by the child’s signals. Our assumption is that applying these changes in a lasting
manner requires changes in the parent’s internal working models [mental representations],
which are partially regulated by emotional reactions. (pp. 131–132)

In parents who experience strong negative emotion or “acute emotional arousal”–
DSM-IV-TR (American Psychiatric Association (APA) 2000) criteria of borderline
personality disorder, and PTSD, respectively–perhaps the only interventions that
have any likelihood of modifying the prepubertal child’s socioemotional outcomes
target those points of entry that focus on parent and child mental representations or re-
flective functioning (see points of entryA–C, E, F in Fig. 1). Several studies (Egeland
et al. 2000; Olds 2005; Spieker et al. 2005) concur that intensive attachment-based
early intervention programs can be more effective with more psychiatrically compro-
mised mothers than with those less compromised. Spieker et al. (2005) speculated
that the fragility of their clinically depressed mothers elicited more care-giving re-
sponses from their therapists, while self-sufficient mothers were more frustrating to
work with.

Research demonstrates that the prepubertal child diagnosed with serious emo-
tional disturbance is more likely to benefit from an intensive, relationship-focused
intervention approach than a less-intensive (fewer weekly sessions) approach (Fon-
agy and Target 1996; Target and Fonagy 1994a, b). Notably, less emotionally
disturbed children respond equally well regardless of intervention intensity (fre-
quency and duration of intervention). In fact, in a retrospective study of 763 child
cases, less-intensive approaches resulted in negative outcomes for almost 60 % of the
children with serious emotional disturbance, but positive outcomes for over 80 % of
the less emotionally disturbed children (Fonagy and Target 1996; Target and Fonagy
1994a, b). These findings suggest that the selection of intervention point of entry
might be more consequential for children with serious emotional disturbance than
for children simply at risk for serious emotional disturbance. I am suggesting that
intervention strategies must take into account (1) developmental period, (2) parental
and child intellectual functioning, (3) parental and child socioemotional functioning
(level of emotional instability), and (4) treatment phase. I am also suggesting that
higher intellectual and socioemotional functioning increases one’s intervention op-
tions with both parent and child. Conversely, lower intellectual functioning might
limit the therapist to behavioral strategies, while lower socioemotional functioning
might limit the therapist to relationship-focused strategies that identify underlying
mental states (Clarkin et al. 1999; Egeland et al. 2000; Erikson 1950; Fonagy and
Target 1996; Kernberg et al. 1989; Olds 2005; Slade et al. 2005; Spieker et al. 2005;
Target and Fonagy 1994a, b).
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In the following two clinical illustrations, I will demonstrate how I selected var-
ious intervention points of entry based on the conditions I have just reviewed. Both
treatment cases have obvious similarities: two boys presenting with primary encopre-
sis (their bowels were never trained), few peer relationships, and an aversion to the
awareness of feeling states. Both patients also lived in intact family systems with two
parents who were intelligent, reasonably successful, and living in middle-income,
suburban neighborhoods. The mothers of both patients were highly emotionally reac-
tive to this encopretic behavior, which compounded their children’s problems. These
two children, however, differed significantly in age and possibly in the etiology of
their encopresis. The first child began to show an interest in using the toilet when
two traumatic events occurred: the birth of a younger brother and shortly thereafter,
a natural disaster that created significant emotional upheaval for him and his family.
The second child was placed into full-time childcare at a very young age but experi-
enced no known traumatic events. Finally, I hope to demonstrate that keeping all the
possible intervention points of entry (see Fig. 1) firmly in mind during the treatment
of prepubertal children will expand the therapist’s options and thereby allow the
therapist to fit the treatment to the patient and improve its effectiveness.

First Clinical Illustration

Maverick (a pseudonym) was a 4½-year-old boy who was experiencing toilet-training
difficulties. He had bowel movements during the day and night in his underwear.
These accidents occurred at school, on the school bus to and from school, and at
home. Maverick could sit in his own products for hours and not seem uncomfortable.
When a classmate asked him what that smell was, Maverick told him, “Just ignore
it.” He also experienced interpersonal difficulties. Maverick needed to control all
his interactions with his peers as well as with adults. Other children did not want to
socialize with Maverick because the play had to take place on his terms, with his
choice of activity and his rules. The parents and teacher reported that Maverick often
refused to follow directions, particularly when someone asked him to transition from
one activity to another (e.g., watching television to going to bed, eating breakfast
to leaving for school, playing with peers to sitting at circle time). After two years
of once-per-week individual psychotherapy with me in which Maverick made only
modest gains, I began four-times-per-week psychoanalysis in June 2003, recognizing
Maverick’s strong intellectual skills and stable family system. Maverick was now 6
½ years old.

Most disturbing to his parents was Maverick’s aggression directed toward his
brother, who is 2½ years younger. When his brother wanted to inspect one of Maver-
ick’s toys, Maverick would hit him hard enough to make him cry. When Maverick’s
mother changed his brother’s diaper, Maverick would sometimes hit his mother.
Maverick’s use of aggression was not limited to his brother or mother; sometimes
he also hit his school peers when they refused to play his games by his rules.
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This aggression was not always reactive. In school, Maverick once threw a live
bunny against a wall for no apparent reason. When I asked about the incident in the
following session, Maverick expressed anger that the teacher later refused to allow
him to hold a baby chick. Maverick then demonstrated this sadistic impulse in vivo
by gleefully knocking onto the floor a Russian matryoshka of cats, which he referred
to as a mommy cat with her baby cats. He then took an action figure and got down
on the floor to play with the cats. Maverick then narrated a fantasy story in which
the baby cats got inside the mommy for protection from the bad guy action figure.
He demonstrated with the figures that the bad guy overpowered the mommy and the
baby cats fell out and died. They returned to life, however, and battled against the
bad guy, who then died. Then other bad guys came and “touched the insides” of
the cats, who were filled with “boiling hot liquid soap.” Each bad guy was scalded
and died. Then the baby cats got inside the mommy again for protection as before
against the original bad guy, who had returned to life. He described that the bad
guy then savagely attacked the mommy, who died along with her babies who had
fallen out. At the end of the session, Maverick instructed me to clean up all the
toys because “I like to order you around.” To myself, I interpreted this play to mean
that Maverick was feeling completely unprotected by his secure base—his mother.
According to Bowlby (1988), infants form attachment relationships with individuals
who are most likely to protect them from danger. In times of danger, the infant seeks
proximity and maintains contact with that person who can maximize their feelings of
security. Once the danger has passed, the infant again feels secure enough to explore
the environment, provided the caregiver to whom the infant has formed this special
relationship is nearby. This caregiver provides a secure base to the infant. Maverick’s
play suggests that he had no secure base—his mother could not protect him from
danger. The frightening quality of this play also suggests that Maverick had formed a
disorganized-attachment relationship. In a disorganized-attachment relationship, the
child has no confidence in his or her caregiver; and therefore feels utter helplessness
in the face of threat (Lyons-Ruth and Jacobvitz 1999).

During other sessions, Maverick demonstrated possible indications of trauma.
While playing Uno or board games, Maverick would often upset the game board and
fling all the pieces and the board itself all over the office without warning. He called
this event “Hurricane Floyd.” I later learned from his parents that at age 2½, Maverick
and his parents had fled their home during Hurricane Floyd, which terrified him.
When asked about this incident, Maverick reported that he remembered Hurricane
Floyd and how loud the thunder and wind were. He described that he remembered
his parents looking scared. He then made a statement that he immediately retracted:
“God was trying to get me and my mommy.” Maverick’s baby brother was born only
4 months earlier, which I surmise placed stress on Maverick’s mother. Maverick was
probably experiencing this new brother as the loss of emotional closeness with his
mother: The newborn baby required enormous amounts of attention that Maverick
was no longer receiving. From an attachment theory perspective, Maverick might
have perceived this new baby as a threat to his secure base. With the secure base
less emotionally and physically available, Maverick was already probably feeling
worried about his safety as well as angry toward this new intruder. The hurricane only
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exacerbated these feelings, making them more palpable. I believe that eventually,
these feelings necessitated Maverick’s retreat from a normal developmental line
(toilet training) to his encopretic symptoms, which allowed Maverick to express
simultaneously his needs for attention and his anger toward his unprotective parents.

Another intriguing aspect of Maverick’s personality involved his making home-
made greeting cards for his teacher and school peers. Some of them read, “I’ll never
hurt you again. Be my friend again.” He also gave them stones he believed repre-
sented some value to them. I understood these behaviors as representing unsuccessful
attempts at undoing, reflective of a sense of guilt over his mistreatment of them and
his need to re-establish some sense of closeness to them.

In my early work with Maverick, I tried to contain his chaotic, hurricane-like
feelings of anxiety and rage by empathizing with him (see point of entry F in Fig. 1).
I made nonthreatening interventions such as, “Gee, that hurricane must have been
really scary—you weren’t feeling protected.” Maverick responded to this contain-
ment by becoming more organized in his play; the hurricane-themed aggressive play
eventually disappeared. Maverick’s encopresis, however, continued unabated. Both
parents expressed impatience and frustration with the lack of immediate results; they
wanted these behaviors to stop as soon as possible. During a collateral parent session,
Maverick’s mother clearly articulated the emotional impact of this symptom on her:
“I want to kill him!” Simultaneously with my treatment, Maverick’s mother decided
to take Maverick to a series of experts: an encopresis specialist, a gastrointesti-
nal specialist, a neurologist for an EEG (which was negative) and psychostimulant
medication (which was prescribed), a neuropsychologist, a school psychologist, a
urologist, and a nutritionist. Maverick’s mother noted that the neurologist suggested
that Maverick had Asperger’s disorder and therefore needed a different kind of treat-
ment. She conducted some Internet research and drew the same conclusions. I told
Maverick’s mother that, although I am not a neurologist, I did not believe that the
psychostimulant medication would be helpful (see point of entry D in Fig. 1). She
snapped back, “Well, nothing else seems to be helping!” I empathized with her frus-
tration and impatience—how humiliating and frustrating it must be to be changing
Maverick’s underwear at age 6 (see point of entry B in Fig. 1). I explained that
Maverick did not have Asperger’s disorder and sat down alongside her as I reviewed
the diagnostic criteria in the DSM-IV-TR (American Psychiatric Association [APA]
2000) and discussed them with her. By the end of the collateral parent session, she
agreed that Maverick did not have Asperger’s disorder.

I was feeling intense pressure from this exasperated mother to solve the problem
of the encopresis quickly; otherwise, she would surely end the treatment as Maver-
ick suspected. In the session that followed, Maverick was preoccupied with saying
“bye-bye” over and over again. I responded by stepping up my interpretation of the
aggression I felt certain was unconsciously responsible for this boy’s refusal to be
toilet-trained (see point of entry G in Fig. 1). Simultaneously, I moved away from
the relationship-building work (see point of entry F in Fig. 1) that proved so effective
earlier in the treatment. Maverick responded by withdrawing from me—a kind of
iatrogenic negative therapeutic reaction. I believe that I fell victim to his mother’s
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projective identification of her own feelings of incompetence, inadequacy, and dis-
illusionment partly because I was experiencing those very feelings in myself, partly
due to my own conflicted mental representation of the attachment relationship with
my father. My intrapsychic vulnerability was exploited by the mother’s projection
into me of unwanted aspects of her own parental representation.

In my own training analysis, I gained insight into these dynamics. I was also
2½ years old when my sister was born. According to my parents, my adjustment to
her existence was difficult. My family often told me the story that soon after she was
born, I bit her toe because she was “making too much noise.” My father sent me to
my room with no dinner—only one example of his inability to tolerate or understand
my angry feelings. My interactions with Maverick’s mother exerted pressure on me
to identify with those aspects of my representation of my father and project my own
self-representation of the resentful, spiteful brother onto Maverick. In other words,
I colluded with Maverick’s mother against her son, whom I began to perceive from
my grown-up, “fatherly” perspective as an unacceptable version of myself.

The unconscious purpose of my confrontational interpretations was to coerce
Maverick to start behaving properly (see point of entry G in Fig. 1) rather than to
help him to mentalize his affects (see point of entry F in Fig. 1). Metaphorically,
Maverick’s mother and I were sending him to his room with no dinner. Fortunately,
Maverick’s desire to come to sessions never wavered; instead, he protected himself
during sessions through withdrawal. He would play by himself in a corner. How
could I empathize with his mother’s frustration, impatience, and devaluation of the
treatment (see point of entry B in Fig. 1), and not act on the pressure she was exerting
on me to change my method of working with Maverick? This sort of tightrope walking
became my primary challenge. Maverick began to interact with me once again and
reveal his internal world to me, and his mother experienced less frustration and
impatience. For example, he could once again allow me to assume the voice of the
Lego robot he was building and interact with me through the Lego robot. This play
had completely stopped during my confrontational phase.

Analysis of First Clinical Illustration

In this case, I concluded that Maverick was experiencing severe obsessive–
compulsive and oppositional psychopathology that was adversely affecting his
familial and social relationships. Maverick’s severe psychopathology, coupled with
high intellectual functioning, warranted an intensive, relationship-focused therapy
that could activate the chaotic mental states in the therapist–patient relationship (see
point of entry F in Fig. 1). In the early phase of treatment, this approach served a
containing function for Maverick. He played the role of God, wreaking havoc on
a scared, helpless child played by me. Rather than trying to re-establish control, I
empathized with Maverick’s scared, helpless feelings (see point of entry F in Fig. 1).
This experience of containment facilitated Maverick’s use of me as a secure base-
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someone who, like an attachment figure, could make him feel safe to explore his
own mental contents as well as mine.

In the next phase of treatment, Maverick’s mother introduced her interpersonal
dynamics into my relationship with Maverick. The frustration and impatience that
she was expressing to me resonated with my own interpersonal dynamics, producing
a shift in my intervention strategy to point of entry G—essentially a behavioral inter-
vention implemented through a coercive focus on Maverick’s aggression. Through
my own use of reflective functioning, I recognized this enactment and implemented
the original intervention strategy directed at point of entry F. I attempted to contain his
mother’s feelings of helplessness and embarrassment produced by fragmented mental
representations established in the context of her own childhood familial relationships
(see point of entry A in Fig. 1).

In the final phase of treatment reported here, I resumed my relationship-building
work with Maverick and redirected my intervention strategy at point of entry F. Mav-
erick responded by orienting toward me again and using me as a secure base who was
containing his chaotic mental representations. Maverick needed and benefited from
intensive, relationship-focused therapy. I quickly learned that my shift in approach
adversely affected the treatment. Because of my awareness of options, I was able
to consider moving away from a focus on behavior back onto a focus on the child’s
mind. Like the baseball batter who experimented with a different stance at the plate
and figured out it did not work for him and so returned to the old stance, I returned
to the stance that had been working for me. I had options, and I exercised them.

Second Clinical Illustration

Dennis (a pseudonym) was a 5-year-old boy referred to me for outpatient psy-
chotherapy by his parents. In the initial consultation in April 2005, Dennis’s parents
expressed exasperation at their son’s reluctance and stubbornness, expressed in his
refusal to use a toilet for defecation rather than his pull-ups. They feared that Dennis’s
toilet-training refusal was going to interfere with his self-esteem as he was begin-
ning kindergarten in the fall. At the time of referral, Dennis was attending preschool
for a full day, five days per week. Prior to this placement, Dennis had attended a
different preschool for a full day, five days per week since age 2. His mother shared
this information with me non-defensively, never having considered the possibility
that a very young child might need more physical and emotional proximity to his
secure base. I said nothing about this arrangement because both parents had already
shared with me their need to work full-time. In the course of treatment, I also learned
that the parents did not have relatives nearby such as grandparents (i.e., secondary
attachment figures) with whom they could leave Dennis while at work.

Dennis’s parents reported that he had never been toilet-trained. At the time of
the initial consultation, Dennis had used a toilet “a handful of times,” according
to his mother. His parents reported that they had attempted toilet training since
Dennis was 3, when they attempted rewarding Dennis for using a toilet with M



Attachment-Based Processes 203

and M’s or toys, which had only a very temporary impact on his behavior. Out
of exasperation, Dennis’s father sometimes used threats to get him to conform to
his parents’ expectations of using a toilet. For example, his father sometimes said,
“I’m going to put you down the drain.” He also admitted to kicking Dennis in the
buttocks after some accidents. However, his mother sometimes behaved in ways
that allowed Dennis to receive gratification from the encopresis. At the time of the
initial consultation, Dennis’s mother was still cleaning up his accidents, wiping him,
and putting new pull-ups on him. His parents’ description of this routine strongly
suggested that Dennis enjoyed playing the role of the baby with his mother, who
readily shared her exasperation with me even with Dennis in the office. His parents
also reported other symptoms suggestive of oppositional behavior and a need for
control, such as refusal of food presented to him at the dinner table, resistance to
getting dressed in the morning, and resistance to getting ready for bed. Dennis also
had an obsession with toy monster trucks, monster truck rallies (which he attended
with his parents), and monster truck video games. What was originally a father–son
activity evolved into a devotion that far exceeded the father’s interest. Dennis stated
that he wanted to be a monster truck driver when he grew up.

In October 2007, Dennis’s mother tearfully shared with me that her son wanted to
wear her pantyhose and wanted her to purchase a tutu for him. This gender-conflicted
behavior manifested itself intermittently over the next 3 years. In July 2010, at
age 10½, Dennis convinced his mother to purchase tights that fit him from a girls’
clothing website. He was also watching youtube videos of men wearing business
suits who took off their clothes to reveal they were wearing pantyhose underneath.
Dennis described to his mother feeling profoundly ashamed of this behavior and
refused to talk about it at all. He shut down during sessions when I raised the issue,
making himself unavailable for any interactions with me about it. He shared with his
mother that his father should not know about this behavior because he feared that
his father would ridicule him and call him a “sissy.” This assessment of the situation
was probably accurate. Although the contents of Dennis’s mind with regard to this
behavior remained opaque to me, I viewed this behavior as a desire to identify with
a nonthreatening maternal figure. His father’s occasionally scary demeanor might
have made Dennis feel ambivalent about a masculine identity. His interest in feminine
clothing might have been an attempt to establish contact with those parts of his gender
organization split off from his paternally sanctioned hypermasculinity as exemplified
by his fascination with monster trucks. In other words, Dennis might have felt that
the only way to protect himself against his scary father was to identify with those
aspects of his father that his father values. By identifying with these hypermasculine
aspects, Dennis won the temporary approval of his father, yet something else was lost.
I contend that this boy’s feminine aspects were getting repressed under the weight
of the monster trucks and other symbols of hypermasculinity. Like “the return of the
repressed” (Freud 1896, p. 170), however, Dennis’s femininity leaked through to the
surface—in a rather crude form not well integrated with the rest of his personality.
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I treated Dennis for five years in once-per-week individual psychotherapy. This
therapy included working collaterally with his parents to agree on a uniform behav-
ioral approach to Dennis’s difficulties (see point of entry D in Fig. 1) and working
with Dennis individually to allow him to express any feelings that might be mo-
tivating his reluctance to use a toilet (see point of entry F in Fig. 1). Since the
initial referral, both parents made amazing progress in adjusting their behavioral
approach to Dennis’s toileting difficulties. His father stopped making threats, while
his mother stopped cleaning Dennis after accidents, instead getting him to clean
up after himself. Dennis began to express angry feelings in therapy sessions which
coincided with his increased use of the toilet. During our psychotherapy, Dennis
experienced some successes while sitting on the toilet and showed pride in these
successes. Nevertheless, Dennis still experienced accidents, which prompted his
parents to welcome the prospect of a more intensive, relationship-focused treatment.
Thus, I began four-times-per-week psychoanalysis with Dennis in May 2010, when
Dennis was 10 years old. The parents were enthusiastic about Dennis’s beginning
psychoanalysis. I decided against a behavioral approach because of Dennis’s high
intellectual functioning: I believed that he could eventually work with his symbolized
mental contents such as monster trucks representing internal feeling states. I hoped
that this work would eventually lead to Dennis’s symbolized (i.e., verbal) expression
of feelings and a reduced need to act out his feelings by having accidents.

Since the onset of psychoanalysis, Dennis expressed both excitement and ea-
gerness to spend time with me and a resistance to emotional intimacy with me,
characterized by endlessly playing competitive games with me in which he compul-
sively cheated. He could not tolerate losing. Dennis used the defensive processes of
isolation of affect and omnipotent control to exert the maximum degree of control
over his internal and external world. In other words, Dennis seemed to be able to put
his feelings into a compartment and leave them there for long periods of time, which
gave him an illusory feeling of control. He also behaved as though he was more pow-
erful than others and could order them around. For example, I had to hold Dennis’s
monster trucks in a particular way; disobedience resulted in withdrawal and com-
plete emotional unavailability. He seemed to use encopresis as a mode of distancing
himself from others and forcing others to distance themselves from him when he or
they were getting too emotionally close and therefore making him feel too emotion-
ally vulnerable. Paradoxically, these distancing strategies also maintain emotional
involvement, even though the involvement is now antagonistic. Dennis learned that
fecal smells are an effective means of removing others from one’s proximity, while
keeping him emotionally present in their minds as an antagonistic figure. I perceived
an intrapsychic conflict over his needs for emotional distance and invincibility that
coexisted with his needs for emotional closeness and camaraderie with me. Getting
too close to me emotionally put Dennis at risk of the potential for getting rejected or
abandoned by me. These are some of the most painful feelings experienced by human
beings. I surmise that Dennis experienced these feelings every morning before his
parents dropped him off for a full day of childcare at age 2.

I understood Dennis’s dysfunction as an anxious-avoidant attachment to his care-
givers that has generalized to a mode of relating to his internal and external world,
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affecting both self-esteem and pleasure-seeking realms, beginning by toddlerhood (a
time when toilet training is a prominent developmental task) and continuing through-
out childhood. According to Ainsworth (1979), anxious-avoidant attachment is an
infant’s pattern of relating to his or her caregiver in which the infant paradoxically
behaves as though he or she does not need a secure base even when danger is clearly
present in the environment. Ainsworth believed that such an infant expects rejection
and abandonment during such times and therefore protects himself or herself from
the pain associated with these experiences by behaving as though the caregiver has
no emotional importance to him or her. Dennis essentially behaved toward signif-
icant adults as though he did not need them to survive. A corollary to developing
this pattern of relating to others is the corresponding inference–formed far outside
awareness–that one’s own self is not lovable enough to be worthy of protection and
comfort during such times. Dennis essentially experienced himself as inadequate to
live outside of his defensive hiding place, and he was deficient in experiencing the
feelings and strivings normally associated with preadolescent development (e.g., as-
piring to be attractive, relating on a level of mutuality, contemplating a sexuality that
involves real people). On the positive side, underneath his defenses, Dennis strongly
yearned for human connection. Although greatly obscured by his sadomasochistic
façade—inviting punishment from his parents by having accidents that he knew infu-
riated them and also inviting the scorn of peers with his fecal smell—he was deeply
attached to his parents and became increasingly so to me.

Dennis might have been securely attached during infancy; however, coincid-
ing with the difficulties he experienced with toilet training, his parents’ attitudes
toward him probably became rejecting, which in turn stimulated defensive pro-
cesses compatible with an anxious-avoidant attachment pattern such as narcissistic
withdrawal—the retreat into his own private interests to the exclusion of significant
emotional contact with others. One can observe a prototype of this defensive pro-
cess as early as 12 months in the strange situation procedure (Ainsworth 1979), in
which the infant snubs the mother and pretends she is not in the room after a brief
separation, as if to be saying, “I don’t need you. In fact, I am dismissing you from
my mind.”

Dennis’s mother was also experiencing unbearable tension at her workplace,
which might have distracted her from being an emotionally present mother. It is
unclear whether Dennis’s parents were rejecting of him during his infancy, but there
is some evidence that they were rejecting of him during his toilet training at age 3.
Notably, Dennis was separated from his parents for 40 h per week at a childcare
center since age 2. Bowlby (1980) believed that these patterns of relating to care-
givers form out of expectations of caregiving early in life and become increasingly
resistant to change, and therefore, self-perpetuating over time. Causality was there-
fore probably bidirectional: Dennis’ toilet-training difficulties likely stimulated and
were stimulated by rejecting parental behaviors. The fact that Dennis’s parents left
him in full-time childcare at such an early age, however, might provide clues about
the ultimate direction of causality. Belsky and his colleagues have suggested that
the effects of extensive exposure to non-caregiver childcare early in life can be both
profound and long lasting. Children left in childcare centers more than 20 h per
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week are more likely to form an anxious-avoidant attachment than children left in
home childcare or left for fewer than 20 h per week (Belsky and Rovine 1988), and
they have more teacher-reported externalizing behaviors in later childhood (Belsky
et al. 2007). Parents who choose such child-care arrangements might also have pre-
existing characteristics (e.g., anxious-avoidant attachment patterns of their own) that
could also predispose their children to later struggle with emotional intimacy.

Regardless of the direction of causality or the developmental period when Den-
nis became anxious avoidant with respect to his relationship with his parents (i.e.,
infancy vs. toddlerhood), the transference in the treatment strongly suggested this
same attachment pattern with me. Dennis spent entire sessions trying to push me
away through a variety of means such as flatulating, cheating in competitive games,
devaluing me, not answering questions, adopting a know-it-all attitude, or simply
denying that I had any impact on him. In some sessions, he chose to play video
games that completely excluded me. Dennis once intentionally threw a ball at my
face and hit me in the eye. When I pointed out that he had hurt my eye, he started
making clucking noises that indicated that he thought I had stopped playing because
I was a chicken, afraid of getting hurt.

On the other hand, Dennis was extremely protective of our time together. Dennis’s
father, who dropped him off on Friday evenings for session, occasionally liked to talk
to me about his job, his weekend plans, and Dennis’s recent challenges. When this
chatting occurred (which I no longer participate in), Dennis scolded his father for
taking up his therapy time. His father then usually made a self-deprecating joke and
left. If I was 2-min late for session, Dennis let me know that I was 2-min late. It was
obvious that Dennis valued the time that we spent together and was willing to assert
himself to protect it. This behavior suggested that I became important to Dennis
in spite of the anxious-avoidant defensive processes that he typically employed to
protect himself against getting emotionally close to others and allowing others to
become important to him.

My countertransference reactions were consistent with a therapist who was per-
petually assigned a masochistic role to play : I felt helpless, disillusioned, ineffectual,
frustrated, humiliated, dismissed, marginalized, and invisible. Typically, I did not
feel all these feelings in the same session, but invariably, I felt at least one of these
feelings in every session. My countertransference reactions were notable because
unlike many of my other therapeutic relationships, I knew exactly what I was feeling
in a session with Dennis. There was no ambiguity. In spite of my knowledge of the
origins of Dennis’s psychopathology, however, I still found my responses to these
countertransference reactions at times challenging. For example, when he hit me in
the eye with the ball, I felt not only angry but also too stunned to say anything other
than to stop the play. Perhaps I was afraid of expressing my own anger—no matter
how justified it might have been as a self-protective response.

Clarkin and his colleagues (Clarkin et al. 2006) identified three channels of com-
munication available to patients in the therapy relationship—verbal, nonverbal, and
countertransference. Verbal communication represents the patient’s use of words to
convey thoughts and feelings to the therapist. The patient uses words to symbolize
mental states such as feelings. Nonverbal communication represents the patient’s
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use of behaviors to convey their thoughts and feelings (typically used more often
by patients with personality disorders). The patient does not use words to symbolize
mental states. Countertransference communication represents the patient’s use of the
therapist’s own feelings to convey the patient’s thoughts and feelings (also typically
used more often by patients with personality disorders). Again, the patient does not
use words to symbolize mental states. The channel that Dennis most skillfully used
with me was countertransference. Feelings of helplessness induced in me by Dennis
led me at various points in the treatment to consider reducing treatment frequency
to pre-psychoanalysis levels. Self-reflection, however, always helped me to analyze
these moments of countertransference and to recognize them for what they were:
self-protective attempts by Dennis to push me away and thus diminish his feelings
of vulnerability. Disdain was perfectly suited to accomplish this self-protective goal.
In those moments when Dennis was feeling disdainful of me, sometimes it was good
enough simply to act as a container rather than a retaliator. Retaliation would only
gratify his need for engagement through control without the dreaded experience of
any accompanying feelings of vulnerability elicited by the risk of loss of control and
by extension, risk of loss of me. Making me angry and getting me to punish him
(e.g., by yelling at him or withdrawing from play with him) would represent to him
my loss of control, not his. He could control me yet not risk having to face what
it feels like to lose someone he loves and depends on for security and comfort. His
controlling stance protected him from genuine contact with me based on feelings of
mutual love and caring. These feelings require both persons in a relationship to risk
feeling hurt by the other person and even risk losing the other person. Dennis felt too
frightened underneath his façade to risk more genuine engagement with me. It was
easier to provoke me into fighting with him—a controlling form of contact minus the
emotional risk. Benjamin (1987) suggested that controlling persons demand recog-
nition of their omnipotence, which they cannot admit to themselves because this very
demand reflects controlling persons’ need of another person, thus disproving their
omnipotence. Dennis found himself squarely in the middle of this dilemma.

Against this backdrop of Dennis’s tentative engagement with me while ensconced
in a nearly impenetrable, self-protective shell, the treatment focused, on the one
hand, on tapping into Dennis’s object hunger to draw him out; on the other, on
interpretively articulating the anxiety and other latent mental states, which thereby
became manifest and accessible. The hope was that this process would motivate in
Dennis capacities to cope with and adapt to being more fully in life and result in his
developing enduring abilities (“structures”), making defensive retreats unnecessary.
If he could get a taste of a reciprocal relationship in which I would allow him to
show his vulnerability—his need for recognition and connection—he would want
more of this experience and eventually realize that his need for self-protection was
unnecessary. I was not going to drop him, no matter how smelly he was, so the risk
of rejection and abandonment was lessened. I was creating a mental space for him
to try out a different way of being in the world.

Early in the psychoanalysis, Dennis and I struggled to find a therapeutic alliance
that could propel us on a path of mutual discovery. Perhaps trying to satisfy my own
inaccurate perceptions of my clinical supervisor’s expectations, I initially attempted
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an exclusively interpretive approach focused on Dennis’s feelings. This strategy re-
peatedly failed as Dennis emphatically stated that he did not want to talk about his
feelings. He even complained to his mother (who reported it to me) that I asked
the same five boring questions in every session—all having to do with feelings. I
eventually realized that an exclusively interpretive approach was not going to fa-
cilitate a therapeutic alliance. I gradually shifted from an attitude of looking for
opportunities to make meaningful analytic interpretations to an attitude of looking
for opportunities to make meaningful emotional contact with Dennis as a feeling,
desiring person. This new stance also proved difficult. During the first half of this
first year of analysis, Dennis erected roadblocks to the path of my discovery of his
personhood. He incessantly played competitive board and card games in which he
compulsively cheated to guarantee a favorable outcome. One time, in the only game
I played with him in which he never cheated, I beat him in checkers. Afterward,
I told him that I knew how he could change his strategy to beat me the next time
(he had moved his back line too early) and that I could share this information with
him. Dennis declined this offer and instead resorted to cheating in all future checkers
contests. In Dennis’s mind, lack of knowledge is equated with vulnerability; thus,
Dennis knew everything. He therefore categorically denied any acknowledgment
that I might know something that he did not know. I came to understand why an
exclusively interpretive approach would not work with Dennis, at least in this early
phase of treatment, because interpretation requires a patient who realizes that he or
she is not omniscient and is therefore willing to consider the information given by the
therapist. A standard psychodynamic interpretation such as, “You poop your pants to
push people away so that you can be in control of rejecting feelings,” implies that the
listener (in this case, Dennis) does not already know this information about himself.
Because Dennis knew everything, he did not need this information from me. Another
therapeutic strategy would be necessary.

The equation, “knowledge equals power,” and its corollary, “lack of knowledge
equals vulnerability,” made the therapeutic work especially challenging for me. Not
only did Dennis deny that I possessed knowledge that could be beneficial to him,
but also Dennis refused to share knowledge about himself with me, thus making
me feel helpless. At times, it was almost impossible to learn anything about his life
outside sessions—his home life, teacher and peer interactions at school, or friend-
ships. Sometimes, Dennis actively refused questions about his life; at other times, he
just ignored me altogether. One exception to this knowledge blackout was Dennis’s
only discernible passion: monster trucks. Dennis often spent entire sessions talk-
ing about monster trucks—their designs, the drivers, the tricks they perform, the
winners in various categories of monster truck contests, and their sponsors. He also
demonstrated an encyclopedic knowledge of monster truck trivia. At some point, I
quietly entertained the idea that Dennis might have sub-threshold Asperger’s disor-
der because of his markedly restricted repertoire of interests, but his frequent eye
contact and physical affection initiated with both parents directly refuted this idea.
In these sessions, I played the role of the interested, admiring pupil of the master
teacher’s vast knowledge and expertise. He was delighted and content to maintain
a monotonous pattern of sharing facts about monster trucks. I felt marginalized in
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our relationship, unable to reach him. The extensive mirroring he received from me,
however, might have allowed him to begin to form an image of himself in my mind
as someone worthy of attention and admiration. The goal then was for Dennis, grad-
ually, to identify with this new self-image with its own accompanying expectations
of comfort and support from his family, friends, and me.

In January 2011, I tried to break up this monotony. Dennis was making a Lego
house for a monster truck driver to live in. I started building a Lego monster truck, but
Dennis instructed me to stop because the truck would be unable to fit into his Lego
garage. I countered that I was going to build a truck called the (patient’s last name)
Express that I would make out of aluminum, an ultra-light metal that would “get
some really sick air” (a colloquial expression I learned from Dennis that indicates
that during a jump, the truck stays in the air for a long time). Dennis immediately
refuted this claim because aluminum monster trucks were outlawed in 2000, and
monster trucks also have to be a certain weight. I then told him that I was going to
hide cinder blocks in my truck’s secret compartment that the inspectors would never
find, which I would take out after the pre-contest weigh-in. Dennis countered that
there could be no secret compartments. In spite of its mildly antagonistic nature, we
were engaged in a relationship. I was making contact with him by using my own
imagination and getting him to engage with my mind (see point of entry F in Fig. 1).

Soon after this session, Dennis brought in his toy monster trucks in a customized
suitcase, laid them out on the floor, set up ramps and obstacles, and directed each
truck through the obstacle course with little variation—each truck performing iden-
tically to the previous one. I took a truck and began doing unconventional tricks with
it. Dennis immediately dismissed my tricks as “impossible.” I reminded him that my
own truck, which was sponsored by the American Psychological Association, had
already performed all these tricks in real life. Dennis responded to this tall story with
vigorous denials. Yet as I watched him run each truck through his obstacle course in
monotonous succession, something novel happened—he began performing more un-
conventional tricks with his own trucks. I settled into the role of an arena announcer,
mirroring him by enthusiastically praising his unconventional tricks as “unbeliev-
able,” “incredible,” and “unprecedented.” Dennis allowed himself to smile when I
pretended to be an arena announcer. He even joined me occasionally in the announc-
ing duties by highlighting a special feature of a particular trick. We were collaborating
for perhaps the first time in treatment. He was surreptitiously getting a taste of a rela-
tionship without having to defend against it with his characteristic anxious-avoidant
defensive processes. My efforts at engaging him were unnoticed by him.

By making up tall stories, I was introducing myself as a person with my own
intentions and feelings. Essentially, I was introducing Dennis to a separate person
eager to engage with him on a series of adventures in fantasy, which he ultimately
preferred to the monotony of his own ritualized play that characteristically shut
me out. I chose story lines that mirrored his own stories, yet illustrated to him
that I had a different understanding of them. For example, in my story, I too had
a monster truck that competed with the others, yet my monster truck was built
differently (perhaps a model of his disavowed, devalued self-representation) and
performed unconventional tricks (perhaps a model of his idealized, exhibitionistic
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self-representation). I believed that Dennis had felt rejected by his parents from an
early age and had consequently developed a mental representation of himself as
not lovable enough to be worthy of protection and comfort. This self-representation
might have led Dennis to feel different from other children, fueled by his interest in
wearing girls’ tights. In contrast, Dennis also craved recognition from both me and
his parents. Session after session, he tried to impress me with his mastery of monster
truck trivia. Now, I had created a truck built differently like him that could captivate
the attention of an entire arena of fans.

Just as a mentalizing caregiver communicates his or her understanding of the
infant’s mental states through the process of marking—using exaggerated facial and
vocal expressions to indicate that the caregiver is aware of the infant’s mental state but
is not experiencing what the infant is experiencing (Fonagy et al. 2002), so too did I
use exaggerated storytelling to indicate to Dennis that I was aware of his mental state
but was not experiencing what he was consciously experiencing. Thus, I was both
attached to him as a secure base and separate from him. This stance simultaneously
confirmed the existence of our relationship and challenged his need to dominate
and control me, which deprived me of my subjectivity and thrust him back into his
isolated, lonely position. Instead of declaring, “I’ll make you hate me so that I’m in
charge of hating,” Dennis got a taste of a reciprocal relationship without the need
to protect himself from rejection and abandonment by controlling me. Instead of
sadomasochistically titrating his emotional distance to others through defecating in
his pants–pushing others away through his smelliness while enraging his parents and
thus maintaining a hostile connection to them–Dennis was now beginning to relate
to me without the sadomasochistic defensive machinery he once needed.

My work with the parents during the past year was limited but effective. I believe
that my ability to act as a container for their own frustration with Dennis’s provocative
behavior helped them to contain this frustration in their interactions with Dennis and
perhaps allowed him, in turn, to risk relating to his parents in a more prosocial
manner as well (see point of entry B in Fig. 1). An opportunity to practice my
containment and thus facilitate their capacity for self-reflection came in the form of
an e-mail message from Dennis’s mother in September 2010: “I CAN’T TAKE IT
ANYMORE!!!!!!!! Do you know of any good boarding schools or military schools or
‘scared straight’ programs? I am serious. If this is him at 10, I can’t deal with this as
he gets older.” I responded that Dennis’s expressing his anger more directly (verbal
channel of communication) could lessen his need to communicate his anger through
his behavior such as defecating in his pants (nonverbal channel of communication).
And in November 2010, his mother expressed her frustration upon learning that
Dennis’s school was recommending that she get him a tutor: “I am SO ANGRY!!!
[Dennis’s father] and I finally have a few dollars put away and are saving so I can
buy a new car next year. Now I have canceled my first therapy appointment as I can’t
afford that—his music lessons are also canceled. Here we go again—more money
into ‘fixing’ [Dennis]!! Horrible for a mother to say about her son. This doesn’t even
count the braces he will need. I just look at my sister who has a child the same age as
[Dennis]. No eyesight issue, no allergy issues, no toenail issues, no pooping issues,
no academic issues, no weight issue, etc., etc., etc., it just goes on and on with him. I
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am crying as I write this—anger and guilt fill me. Have to stop and compose myself
as I’m at work.”

Almost 6 months after this message, Dennis’s mother wrote: “From my point of
view, [Dennis’s] personality and attitude have changed. We see he has more empathy,
is more appreciative and is more verbal. Overall, he seems much happier. This is
great progress. Thank you.” In a separate e-mail message, she shared that Dennis
had neither worn nor expressed a desire to wear pantyhose since January. Although
Dennis still occasionally had accidents, he was on his way to becoming a separate yet
connected preadolescent who was about to face a series of new challenges presented
by adolescence. Dennis and I continue to work together. I am excited to discover
where this process will take us next.

Analysis of Second Clinical Illustration

In this case, I realized that an exclusively interpretive approach that would naturally
include transference interpretations was failing to reach Dennis behind his primitive
fortress protected by barbed wire and armed guards. Such interventions (see point
of entry E in Fig. 1) were aimed at a symbolic level of thinking not yet sufficiently
consolidated for therapeutic use. He also had the problem of knowing everything that
would have defeated such a strategy. I gradually shifted to looking for opportunities
to make meaningful emotional contact with Dennis as a feeling and desiring person.
In doing so, I held in my own mind the image of a boy-in-the-making who is worthy
of caring, attention, and admiration rather than yelling, rejection, and abandonment.
Dennis could observe my attitudes and behaviors toward him and begin to identify
with and perhaps internalize this nascent self-image, which was both similar to
and different from his own image of himself. This approach emphasized mentalizing
feelings, desires, and intentions (see point of entry F in Fig. 1), rather than articulating
parental images located in the transference (see point of entry E in Fig. 1).

Bateman and Fonagy (2004b) suggest that treatment approaches that emphasize
transference interpretations expect too much agentive thinking from the patient,
which the patient could perceive as blaming. In contrast, a therapist practicing
Mentalization-Based Treatment (MBT) “would not expect the patient to understand
much of the discourse that the therapist might verbalize in relational terms” (Bateman
and Fonagy 2004b, p. 117). Primitively organized patients such as Dennis experience
widespread “symbolic failure, particularly associated with incongruent mirroring”
(Bateman and Fonagy 2004b, p. 118). Thus, transference interpretations, particularly
with severely disturbed patients, whose symbolic capacity has clearly failed, would
be ineffective. Only after a primitive symbolic capacity has become activated should
a therapist attempt transference interpretations with such patients. In other words,
the verbal channel of communication must be online.

Bateman and Fonagy (2004b) instead recommend cognitively based
mentalization–identifying the mental states in the patient and others and con-
necting mental states to behaviors–as the effective ingredient of treatment for such
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patients. “Retaining mental closeness” (Bateman and Fonagy 2004a, p. 44) is the
therapeutic principle used to accomplish the enhancement of mentalizing capacities.
Specific therapeutic interventions include

. . . representing accurately the current or immediately past feeling state of the patient and
its accompanying internal representations and by strictly and systematically avoiding the
temptation to enter conversation about matters not directly linked to the patient’s beliefs,
wishes, feelings, etc. (Bateman and Fonagy 2004a, p. 44)

Empathic attunement to changes in mental states, active differentiation of mental
states, and discussion of the patient’s mental states in relation to the therapist’s and
others’ perceived mental states in the here and now are other specific interventions
that facilitate mental closeness.

These therapeutic conditions represent the essential ingredients of an effective
treatment for severely disturbed child patients. Perhaps a relationship-focused inter-
vention approach for more severely disturbed child patients requires the temporary
use of mentalizing interventions early in the treatment process that serve the treat-
ment goals of alliance building and stabilization before more ambitious interventions
such as transference interpretations are attempted. Child patients need to feel secure
enough in the therapeutic relationship and skilled enough in their symbolic capacity
to explore the contents of their own minds, particularly the split-off mental repre-
sentations contained therein. In the case of Dennis, I believed that underneath the
controlling, know-it-all attitude lurked a scared, wounded child that I needed to reach
somehow through imaginative play. I made my differently built truck show off by
doing its own thing: my truck was driving to the hum of a different engine. In the
future, when Dennis becomes more vulnerable in sessions for longer periods of time,
I might be able to sprinkle into my work some interpretations of the meaning of his
patterns of relating to others. Speaking in an altered voice, I might pretend that my
truck is talking to the other trucks: “Hey, you guys, I feel I’m different and so I’m
afraid you all won’t like me or play with me, but all I really want is to be friends
with you guys.” This interpretation, communicated in the context of the play, sug-
gests that Dennis wants to engage with others but is afraid he will be disliked and
rejected. I am hoping that Dennis will be able to view these trucks symbolically—not
only belonging to the world of playthings but also connected to his internal world
of feelings about himself and others. This interpretation would facilitate the feeling
of mental closeness described by Bateman and Fonagy (2004a) and aid in reviving
Dennis’s own nascent capacity for mentalizing his own mental states and those of
others.

Conclusions

In summary, attachment-based interventions with prepubertal children need to take
into account the points of entry where the therapist can most effectively improve chil-
dren’s well-being. The selection of an appropriate intervention point of entry within
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the complex parent–child family system depends on a knowledge of the child’s cur-
rent psychosocial developmental tasks as well as the attachment histories of the key
players—parents, child, and therapist. Other factors such as the intellectual function-
ing, severity of psychopathology of the parents and child, and treatment phase also
require consideration in how and where to intervene. Some children classified with
insecure attachment patterns experience primitive anxieties that predispose them to
severe forms of psychopathology requiring intensive, relationship-focused therapy
to modify the underlying fragmentation and affect dysregulation.

The effectiveness of attachment-based child psychotherapy depends on formulat-
ing intervention strategies that focus on the specific vulnerabilities associated with
specific patterns of attachment. For example, Cooper and his colleagues (Cooper
et al. 2005; see also Dozier and Sepulveda 2004) hypothesized that parents with
insecure attachment patterns formed out of early childhood relationships with their
own parents can feel either (1) less comfortable with their child’s need for explo-
ration, independence, and autonomy, or (2) less comfortable with their child’s need
for closeness, protection, and comfort. Parents in the first category might feel that
their child is too independent and does not need them. The child, acting in accor-
dance with the parents’ fears, might miscue parents by acting needy or distressed at
the prospect of moving away to explore, even when he or she might be interested in
doing so. Conversely, parents in the second category might feel that their child is too
clingy and dependent. The child, also acting in accordance with parents’ fears, might
miscue parents by acting self-sufficient or precociously autonomous, even when he
or she might be experiencing a need for comfort. Such compromises enable both
parents and child to gratify the attachment needs of the child while simultaneously
protecting both parties against mutual discomfort elicited by closeness or separation.

In the case of Maverick and Dennis, both patients shared a tendency to act self-
sufficient and precociously autonomous, which necessitated a dismissal of unpleasant
affect states and a consequent desire to control all relationship outcomes to avoid the
emergence of such states. Not coincidentally, both patients also shared a symptom,
encopresis, through which they reflected a disconnection from unpleasant body-
based sensations and a desire to isolate themselves from others, as well as enraging
their parents. These behaviors thus insured the patients some level of proximity to
their parents, albeit with a hostile, sadomasochistic tinge.

Both sets of parents, perhaps inadvertently, signaled their lack of comfort with
their child’s need for closeness, protection, and comfort. Maverick’s parents had a
new baby during Maverick’s toilet-training phase while simultaneously struggling
with the aftermath of Hurricane Floyd. I suspect that they were emotionally unavail-
able to Maverick during this time, which Maverick undoubtedly experienced as a
rejection or abandonment. He responded by turning away—avoiding the experience
and communication of his attachment needs that his overwhelmed parents might
have ignored or even been irritated by. Dennis’s parents placed him into full-time
childcare at the age of two—also during Dennis’s toilet-training phase. During the
first two years of his life, Dennis’s mother also faced enormous challenges at her
workplace, which might have distracted her from being emotionally present. Like
Maverick, Dennis also responded by turning away. In contrast to my experience with
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Maverick’s mother, I felt better able to contain Dennis’s mother’s frustrations with
her son. Additional clinical experience of working with my countertransference as
well as additional therapeutic work on myself probably account for this difference
in response to these two mothers who shared a sense of profound hopelessness and
helplessness.

The goal of both treatments consisted of my recognizing the latent needs for at-
tachment and closeness and not allowing these patients to deceive me (as they had
deceived their parents) into listening to the manifest content of their presentations,
which could easily be summed up by the command, “Get away!” Dozier (2003)
suggested that therapeutic interventions are most effective when the therapist pro-
vides a “gentle challenge” (p. 254) to the patient. By relentlessly pursuing emotional
contact and intimacy with Maverick and Dennis even though they signaled distance,
I was defying their expectation that I would be uncomfortable with their need for
closeness, protection, and comfort. Instead, I was letting them know that these needs
were acceptable to me, and therefore suggesting that they were acceptable to me. My
patients’ defensive needs to interact sadomasochistically were no longer necessary.

Because of both patients’ compromised symbolic capacity (i.e., using the non-
verbal channel of communication to act out their feelings rather than express them
verbally), I chose in both cases to intervene at point of entry F—to help these patients
to mentalize their affects rather than act them out in a bodily function (encopresis)
from which they were emotionally disconnected. In the case of Maverick, I got side-
tracked by his mother’s anger and disapproval of my work, which activated an archaic
paternal representation in me that I enacted with Maverick, temporarily shifting my
intervention point of entry to G. After figuring out the nature of this enactment, I
reset the treatment course back to its original point of entry F. In the case of Dennis,
I initially felt a need to impress my clinical supervisor with interpretive work but
realized that this need was mine and was in fact getting me nowhere with Dennis.
Mentalizing affects with storytelling (see point of entry F in Fig. 1) can facilitate the
child patient’s perspective taking and theory of mind (Mar et al. 2010) and eventu-
ally pave the way for later exploration of mental representations (see point of entry
E in Fig. 1). A mentalizing intervention approach such as the one suggested by Fon-
agy and Target (2000) can prepare more severely disturbed child patients for later
interpretive approaches that include transference interpretations and exploration of
parental and self-representations.

Another way of putting this idea is that the child needs to become aware that he or
she has a mind with mental contents, and that others also have minds with mental con-
tents, before the therapist can proceed to more symbolically advanced intervention
points of entry. In a later treatment phase, the therapist can help the child understand
the complexity of his or her internal conflicts, for example, that a symptom like
encopresis exists because it protects the child from emotional vulnerability, specifi-
cally, from the risk of rejection and abandonment, by preemptively alienating others.
Thus, in the therapist’s selection of a suitable intervention point of entry—whether
behavioral, mentalizing, or representational (see Fig. 1)—the treatment phase must
always be considered.
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Implications for Practice and Teaching

In the context of these cases, I assert that all patients need a measure of flexibility in
treatment. Despite diagnostic similarities, these two patients’ needs and responses
to therapeutic interventions varied. To meet these diverse needs, I implemented
intervention strategies tailored to the unique characteristics of each patient rather
than boilerplate strategies designed for all patients such as those contained in a
treatment manual. In this era of managed care and manualized treatments, therapists
need to remember that one size does not fit all. Therapy needs to be tailor-made for
the patient’s needs, not vice versa. Therapists’ awareness of the many intervention
points of entry can serve to fit the treatment to the patient and thereby improve its
effectiveness.

The clinical data suggested that I adjusted my technical approach spontaneously
when I felt that my patients would benefit from a change in intervention strategies.
These technical modifications did not come from a treatment manual but from clinical
intuition—the reflection on my own countertransference reactions, or possibly a
more broadly conceptualized empathic connection with my patients. This empathic
connection included awareness of (1) the patient’s developmental period, (2) parental
and child intellectual functioning, (3) parental and child socioemotional functioning
(level of emotional instability), and (4) treatment phase. This empathic connection is
critical to treatment outcome because it communicates to the patient that he or she is
not alone in their suffering. The therapist is making emotional contact with all parts
of the patient’s self, which permits the patient’s exploration of the contents of his
or her mind as well as the therapist’s mind. Through this empathic connection, the
therapist provides a mental secure base from which the patient can explore unknown
territory and to which the patient can return when the terrain becomes too frightening.

Instead of training our students to be slaves to a treatment manual, we should be
training them to be its master. Teaching treatment adherence to two or three broadly
conceptualized treatment models (e.g., psychodynamic and cognitive-behavioral)
that emphasize a variety of intervention points of entry (A–G) should become a vital
aspect of child clinical training. However, teaching treatment adherence to narrowly
focused treatment manuals such as bedtime noncompliance (Ferber 2006) ensnares
our field in the “narcissism of minor differences” (Freud 1918, p. 199) and immerses
our students in memorizing procedures rather than experiencing relationships. Inat-
tention to “conditions on the ground,” to borrow a currently popular political phrase,
can spell disaster, as Castonguay and his colleagues (Castonguay et al. 1996) learned.
Our students need to be empathically attuned to their child patients’unique treatment
needs so that they can recognize when their intervention strategies become counter-
productive and consider a shift to a different intervention point of entry. Training in
global clinical skills such as empathy, countertransference awareness, and potential
interaction structures (i.e., enactments) would more suitably position our students to
become effective child therapists than simply training them how to apply a treatment
manual. Students need to acquire a whole arsenal of artist’s tools. In some situations,
a therapist might need a chisel, while in others, a paintbrush will do. Our field needs
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fewer technicians and more artists. And one aspect of the artistry of conducting
therapy is the selection of the appropriate intervention point of entry.
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Attachment Processes in Wilderness Therapy

Joanna Ellen Bettmann and Isaac Karikari

Attachment is an integral part of human nature. Attachment theory presumes we
are biologically predisposed to connect to others. Founder of attachment theory,
Bowlby (1988) noted that attachment behavior “is seen in virtually all human beings
(though in varying patterns)” (p. 27). Attachment theory describes the various ways
in which we relate to each other based on our perceptions of human relationships.
These perceptions we hold result from experiences gained earlier in life (Bowlby
1980, 1988). In formulating attachment theory, John Bowlby called attention to its
biological base, noting that attachment

. . . emphasizes the primary status and biological function of intimate emotional bonds
between individuals, the making and maintaining of which are postulated to be controlled
by a cybernetic system situated within the central nervous system utilizing working models
of self and attachment figure in relationship with each other. (Bowlby 1988, p. 120)

Attachment patterns begin in childhood but manifest throughout our lives. The mani-
festations of attachment behavior occur in different ways. In children, four attachment
styles exist: secure, anxious-resistant, avoidant, and disorganized. Secure attachment
is promoted by the ready availability and responsiveness of the caregiver to the child’s
needs. This serves as a guarantee of the caregiver’s protection and support, and con-
tributes in building the child’s confidence and boldness in facing the world and
adverse situations. In anxious resistant attachment, the caregiver’s response to the
child is characterized by inconsistencies. The caregiver is not always available. There
is thus a lack of surety regarding the caregiver’s availability. This breeds anxiety and
makes the child fearful about exploring its environment. With anxious avoidant at-
tachment the negative responses that often accompany the individual’s care seeking
behavior stirs up a desire to be emotionally self sufficient. This often becomes the
case after repeated negative responses (Bowlby 1988).
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In adolescence, attachment patterns typically reflect the relational patterns devel-
oped with one’s earliest caregivers. This is due, in part, to self-perpetuating patterns
of relating to others, introduced in the initial primary caregiving relationship (Bowlby
1988). While Bowlby claimed that initial attachment representations and subsequent
relational and behavioral interactions are not part of what he defined as the “inborn
temperament” (Bowlby 1969, p 127), attachment representations and relational con-
structs become more rigid and defined as a person ages. Thus, the likelihood internal
working models will change after early childhood decreases (Bowlby 1973). Re-
sulting cognitive, emotional, social and developmental manifestations from initial
attachment schemas also become more rigid and less susceptible to external influence
(Benoit and Parker 1994; Sroufe 2005; Main et al. 1985).

Attachment theory speaks specifically to the impact of separations on children.
Attachment theory proposes that separations from one’s attachment figures have a
profound impact on young children. John Bowlby and his colleagues James and
Joyce Robertson demonstrated this vividly in the 1969 film “John, aged 17 months,
for 9 days in a residential nursery” (Robertson and Robertson 1969). The film tracks
the institutional stay of a young British boy in an orphanage while his mother was
in the hospital delivering a baby. The video clearly shows John’s enormous distress
at the separation from his parents, his resulting protests, and eventually despair and
withdrawal. While the film tracks a toddler responding to separation from attachment
figures, older children and adults can respond similarly to separations. Kobak and
Madsen (2008) note that separations at any age constitute a threat to the caregiver’s
availability. They assert,

Older children and adults are likely to perceive threats to a caregiver’s availability when
lines of communication are disrupted by prolonged absence, emotional disengagement, or
signals of rejection or abandonment. As a result, disrupted lines of communication produce
feelings of anxiety, anger, and sadness similar to those that have been documented in young
children’s reactions to physical separations (Kobak and Madsen, p. 24).

Such dynamics are relevant to wilderness therapy settings, which consist of adoles-
cents’ prolonged absences from their caregivers, emotional disengagement due to
their isolation in wilderness environment, and potential signals of abandonment by
being sent away to treatment.

Changes in Attachment

Attachment patterns developed during childhood can be modified significantly based
on later experiences and encounters a person has in life (Bartholomew and Horowitz
1991; Bettmann 2007; Qi-Wu et al. 2010). While the majority of populations will re-
main relatively stable in regards to attachment classification, a minority experience
life events which may change attachment security. Waters et al. (2000) demon-
strated this phenomenon in a longitudinal study investigating the relationship between
negative life events and changes in attachment classifications. They assessed the at-
tachment styles of 50 adults between the ages of 20 and 22 years old. A previous
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attachment study assessed these adults at 12 and 18 months of age (Waters 1978).
Waters et al. (2000) found that change from secure to insecure attachment classi-
fication occurred with loss of a parent, life-threatening illness of parent or child,
parental divorce, parental psychiatric disorder, and physical or sexual abuse by a
family member.

In another study, Iwaniec and Sneddon (2001) measured attachment in infants
who experienced failure to thrive symptoms and measured the same participants at
20 years of age. They found that attachment classification changed from insecure to
secure in participants who experienced positive changes in environmental circum-
stances: Six were removed from home environments and placed into stable foster
care homes, one was adopted, and one child remained in the home environment,
but the mother left the child’s father and established a positive relationship with a
new partner. Furthermore, in a review of findings from the Minnesota Longitudinal
Study on risk and adaptation from birth through adulthood, Sroufe (2005) explored
implications of negative and positive life events on attachment representations. He
concluded that attachment representations may shift from secure to insecure and from
insecure to secure, depending on life events. He asserted that attachment representa-
tions in infancy only probabilistically predict attachment representations in later life
and that many layered complexities play a role in forming relational development.

Changes in Attachment Due to Clinical Intervention

Some research has explored shifts in attachment classification due to psychothera-
peutic intervention (Fonagy et al. 1995; Korfmacher et al. 1997; Levy et al. 2006).
Levy et al. (2006) evaluated changes in attachment representations among 90 peo-
ple with bipolar disorder receiving 1 of 3 year-long group therapy interventions:
transference focused psychotherapy (TFP), dialectical behavior therapy (DBT), and
modified psychodynamic supportive therapy (SPT). Using the Adult Attachment
Interview (George et al. 1996), results indicated a three-fold increase of participants
classified as securely attached from pre to post in the TFP group (from 5 to 15 %).
Researchers found no differences in attachment classification from pre to post in
the DBT or SPT groups. Such findings indicate that attachment representations may
indeed shift as a result of clinical intervention. Similar to attachment theory, TFP
is rooted in psychodynamic theory. Both trace problems to internally held beliefs
and cognitions and thus focus on positively altering negative or dysfunctional inter-
nal working models to enable clients improve conceptions of their relationships and
interactions (Levy et al. 2006).

In a similar study using different measures, Travis et al. (2001) analyzed intake
and discharge interviews in a clinical population with significant interpersonal prob-
lems. The authors rated interviews based on Bartholomew and Horowitz’s (1991)
rating system, using four attachment prototypes: secure, fearful, preoccupied, or
dismissing. Participants in the study received a 25-session, time-limited dynamic
psychotherapy group intervention. Of the 29 participants receiving treatment, none
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were classified as secure at intake. However, at discharge, seven participants were
classified as secure (24 %). Notably, prior to treatment, 11 participants were classi-
fied as preoccupied, 16 as fearful, and 2 as dismissive. At post-treatment, 10 were
classified as preoccupied, 8 as fearful, and 4 as dismissive. Overall, 19 (66 %) partic-
ipants changed attachment classification from pre- to post-intervention. While, the
small sample size of this study limits the generalizability of its findings, its results
suggest the attachment classification can shift as a result of psychotherapeutic inter-
vention. Similar to attachment theoretical approaches, the dynamic psychotherapy
used in this study focuses on clients’ relational patterns which manifest in sessions
with the therapist. The therapist’s relationship with the client is considered a key fac-
tor in effecting change. In this model, the therapeutic relationship serves as positive
model in helping rectify the client’s maladaptive schemas of relationships (Travis
et al. 2001).

While wilderness therapy programs do not explicitly aim to change adolescents’
attachment classifications, some such programs work on the familial attachment
relationships of their clients (Bettmann 2007). Using intensive family therapy
interventions, wilderness therapy programs aim to improve adolescents’familial rela-
tionships. Such improvement seems likely to impact those attachment relationships.
Using an in-depth case example, this chapter will explore how attachment processes
emerge and are worked through in the context of wilderness therapy settings. First,
however, we must explore what wilderness therapy is. What is this treatment type
which thousands of adolescents attend each year (Russell and Hendee 2000)?

History of Wilderness Therapy

We will begin by exploring its origins. The precursors of wilderness therapy include
“tent therapy,” a term coined in reference to the use of tents for housing patients
outdoors (Williams 2000, p. 48). This approach was used by some mental hospitals
in the United States in the early 1900s. The effects were favorable, and its proponents
attributed its beneficial effects to the outdoor setting as well as the group interactions
that occurred there (Williams 2000). In 1929, Campbell Loughmiller founded the
first outdoor camping program; this program utilized adventure therapy and was
aimed at underprivileged children in Texas. Loughmiller focused on socialization of
clients through the use of small group cooperation (Russell and Hendee 2000).

Another historical contributor to wilderness therapy was the Outward Bound pro-
gram, a pioneering effort in outdoor/adventure programs which held education as
an integral component (Bandoroff and Scherer 1994; Gillis et al. 2008). Founder of
Outward Bound, Kurt Hahn understood the wilderness experience as a catalyst for
self-discovery, growth, and development (Kimball and Bacon 1993; Bandoroff and
Scherer 1994). Kurt Hahn, to whom most authors link the beginning of contempo-
rary outdoor and adventure education programs, created the first Outward Bound
program for Blue Funnel Shipping line, a Britain-based company, in 1942. The
month-long program had as its primary goal the fostering of participants’ indepen-
dence and resilience, as well as creativity and ingenuity (Russell 2006). The program
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was reestablished in the United States in 1962, and became incredibly popular over
the decades that followed (Kimball and Bacon 1993).

The incorporation of wilderness survival skills in wilderness therapy can be traced
back to the Department of Youth Leadership at Brigham Young University (BYU)
in the 1960s. Desert survival classes developed by BYU instructors became quite
popular with students. The creators noticed that students appeared to have improved
levels of self-esteem, which led to the development of a program for struggling
freshman students. Soon after, the curriculum was adapted for troubled adolescents,
eventually leading to programs such asAspenAchievementAcademy and theAnasazi
Foundation (Russell and Hendee 2000).

A national survey conducted in 2000 revealed that 116 wilderness therapy pro-
grams existed in the United States, of which 86 participated in the survey (Russell
and Hendee 2000). The majority of the programs that participated in the survey iden-
tified as private pay programs for which parents pay out of pocket or utilize their own
insurance (81 %), while programs for adjudicated youth constituted a smaller per-
centage (19 %). Approximately 9,100 clients attended the programs in 1999, with an
average of a little over 100 clients in each program. The authors estimate that with the
inclusion of non-participating programs, wilderness programs serve approximately
11,000 clients a year (Russell and Hendee 2000).

These days, wilderness therapy treatment is commonly used as treatment for a
variety of individual and family issues. Adolescents ’ presenting problems typically
include oppositional defiant disorder, substance abuse, depression, anxiety, trauma,
and varied behavioral and emotional disorders and issues (Russell and Hendee 2000).
Wilderness therapy programs typically do not treat acute psychosis, sexual deviance,
extreme suicidal behavior, severe forms of behavioral and conduct disorders, and
certain medical complications (Clark et al. 2004; Somervell and Lambie 2009).

Definition of Wilderness Therapy

Wilderness therapy is a behavioral healthcare model and a distinctive approach to
adolescent mental health treatment (Becker 2010; Russell 2003). Wilderness ther-
apy falls under the general framework of wilderness experience programs, which are
programs that are operated in outdoor locations with the goal of client improvement
through therapy, recreation, leadership formation, and/or instruction (Friese et al
1998; Russell 2001; Russell and Hendee 2000). Wilderness therapy, however, has
specific characteristics that set it apart from other wilderness experience programs
(Russell 2001; Russell et al. 1999). First, wilderness therapy is generally conducted
in isolated wilderness environments, separating the client from settings they are ac-
customed to (Bettmann and Jasperson 2008; Kimball and Bacon 1993; Powch 1994;
Russell et al. 1999). Program sites do not have amenities like indoor plumbing or
electricity, and clients do not have access to computers or cell phones (unless used for
family therapy interventions). Programs typically last between 3 and 8 weeks, provid-
ing a lengthy experience of living in a wilderness environment. Length of treatment
is determined either by program model or clients’ progress on treatment goals.
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Living in a wilderness environment allows participants to focus more completely
on the experience at hand (Bettmann and Jasperson 2008). In wilderness therapy,
clients learn and use primitive outdoor survival skills (Bettmann and Jasperson 2008;
Kimball and Bacon 1993; Russell et al. 1999). For example, clients are often expected
to make fire without matches or lighters, prepare meals over a campfire, prepare their
own shelters using tarp and rope, etc. (Kimball and Bacon 1993). Many programs
also include outdoor challenges, such as difficult hikes, rock climbing, river rafting,
rappelling, etc. (Kimball and Bacon 1993; Crisp 1996). The length of wilderness
therapy programs varies greatly (Kimball and Bacon 1993), but normally ranges
from 3 to 8 weeks (Newes and Doherty 2007).

These programs are most often created for adolescent clients (Becker 2010;
Williams 2000), although adult programming is also available (Bettmann and
Jasperson 2008). Wilderness therapy programs are typically not used as the first-
line treatment for adolescent mental health issues (Clark et al. 2004; Russell
2007). However, for adolescents who appear less receptive to traditional forms of
therapy, wilderness therapy programs present one viable option (Clark et al. 2004;
Russell and Phillips-Miller 2002). Russell and Phillips-Miller (2002) found that
clients voiced various reasons for attendance at a wilderness therapy program, in-
cluding: school difficulties, abuse of drugs and/or alcohol, lack of success in other
treatment modalities, emotional issues, and the client feeling as though they “needed
help” (p. 422).

Therapy in this unique setting is carefully structured and includes “a process of
assessment, treatment planning, the strategic use of counseling techniques (including
group dynamics which are often a component of outdoor education programs), and
the documentation of change” (Berman and Davis Berman 2000, p. 1). Russell
(2001) asserts that wilderness therapy programs employ licensed therapists who are
trained in the program’s specialties, can create and tailor treatment plans, and help
to manage aftercare services for clients. Romi and Kohan (2004) make the assertion
that wilderness programs are:

. . . a complex of components that impact on the participant and create a synergism that
is greater than the sum of all separate influences. People and nature combine so that each
pre-structured program becomes a unique creation, influenced by the personalities of the
individuals involved—participant or professional—and by the terrain and the vicissitudes of
natural phenomena (p. 133).

In its particular therapeutic approach, wilderness therapy does not attempt to force
change. Rather, through its skilled personnel, it uses interventions such as psycho-
educational lessons, outdoor activities, and group psychotherapy in a bid to help
change identified behavior (Russell 2001).

What about wilderness therapy is particularly helpful to clients? Russell and
Hendee (2000) studied this, exploring the variables that clients found most helpful
in this treatment type. First, the adolescent participants cited solo time, which is a
scheduled time designated for clients to be alone to reflect upon their lives. Solos
typically last 2 to 3 days, where clients set up their own campsites within hearing,
but out of sight of staff. Adolescents are expected to take care of themselves in their
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campsites: building their own shelters, cooking their own meals, and completing
therapeutic assignments designed by the treatment team. The clients also described
the importance of relationships with program staff and therapists. Specifically, clients
cited “non-confrontive and caring” (Russell and Hendee 2000, p. 172) relationship
styles as helpful in engaging them in working through personal issues. Although the
adolescents noted the difficulty of living in wilderness environments, they also indi-
cated that it was empowering to master skills like hiking, reflection, and observation
of the natural beauty around them (Russell and Hendee 2000). Other researchers ex-
amining the positive effects of wilderness therapy cite similar critical factors, noting
the centrality of the wilderness environment, positive group dynamics, challenging
and engaging activities, and therapist–client relationships (Becker 2010; Russell and
Phillips-Miller 2002; Somervell and Lambie 2009).

Families play a critical role in adolescents’ wilderness treatment. The family is
sometimes regarded as a contributing factor in the problems adolescents face and thus
intervention with the family system is important (Bandoroff and Scherer 1994). Some
programs integrate elements of family therapy with wilderness programs (Bandoroff
and Scherer 1994), which is an element Russell (2001) cites as a core feature of
wilderness therapy. Such interventions may include mailed written assignments for
clients and their families, family therapy via phone calls, and weekly phone contact
between the program therapist and clients’ families (Bettmann and Jasperson 2008).
Some programs incorporate family seminars that include family therapy, groups,
learning and usage of primitive skills, and trekking at the end of the client’s stay
(Bandoroff and Scherer 1994). Including families in the wilderness therapy process
also aids in prospects for aftercare, as families can incorporate the skills they learned
in their homes, creating an environment that sustains improved family relationships
(Bandoroff and Scherer 1994).

Theoretical Foundations of Wilderness Therapy

Russell (2001) posits that, although wilderness therapy programs stem from various
theoretical perspectives, several prevalent themes exist. First, wilderness therapy
seems to be a blend of the Outward Bound, cognitive behavioral, and family sys-
tems models. Clients are exposed to challenging wilderness environments and then
process the experience through these therapeutic modalities. Natural consequences
are another important theoretical concept. Staff members are encouraged to let ado-
lescents learn lessons on their own through experiences with the environment. Thus,
staff members are able to take a caring, compassionate, and calm approach with
clients, as natural consequences take the place of punishments. For example, an
adolescent who rushes to build his primitive backpack quickly may end up with his
backpack falling apart later in the day, a natural consequence to his rushing the task.
Similarly, an adolescent who builds a poorly constructed shelter may find that he
gets wet one night when it rains. Staff permits such natural consequences to occur,
while also stepping in to support students in building new skill sets when needed.



226 J. E. Bettmann and I. Karikari

Finally, metaphors, rites of passage, and times for reflection are also incorporated
into most programs, mimicking traditional cultural practices (Russell 2001).

Hill (2007) also notes a collection of concepts which form the philosophical
foundations undergirding wilderness therapy. These concepts include “full value
contract,” which refers to a group’s agreement to maintain positive regard for its
members and their contributions (Schoel et al. 1988, p. 33). This mindset becomes
evident in the interactions that take place within the wilderness therapy group. No-
tably, the contract happens in the form of encouragement, the setting of goals or
targets, and the way in which confrontations take place. Wilderness therapy also
incorporates concepts from diverse models of therapy such as Adlerian therapy,
behavioral therapy and reality therapy. For instance modeling, behavioral reinforce-
ment, behavioral rehearsal, and behavioral contracts are typical wilderness therapy
interventions which derive from behavioral therapy. Wilderness therapy’s strength-
based and egalitarian interactions between counselors and clients have links with
Adlerian therapy (Hill 2007).

Attachment Processes in Wilderness Therapy Settings

Wilderness therapy and adventure-based therapeutic programs offer participants op-
portunities to gain new perspectives (Kluge 2007) and develop positive relationships
that help mitigate negative behavioral patterns (Black et al. 2010). As a mental health
treatment modality (Russell 2001), wilderness therapy can address attachment-
related issues (Bettmann et al. 2008). Yet the study of attachment processes within
the context of wilderness therapy is a relatively unexplored terrain (Bettmann 2007;
Bettmann et al. 2008; Bettmann and Jasperson 2008).

Notably, out-of-home treatments for adolescents present a distinct challenge for
attachment-based clinical work. How can treatment enhance the attachment bonds
between family members when the treatment is residential, by definition keeping the
adolescent and his parent apart? Further, in wilderness therapy programs, adolescents
are far from their familiar family and friends, evoking strong attachment needs and the
need for new relationships within the treatment setting. The wilderness setting and its
therapeutic community of strangers activates the attachment system. Bowlby noted
that the attachment system is activated by “strangeness, fatigue, anything frightening
and unavailability or unresponsiveness by attachment figure” (Bowlby 1980, p. 40).
Wilderness therapy incorporates such elements (Berman and Davis-Berman 2000;
Romi and Kohan 2004).

In wilderness therapy settings, adolescents enter an environment of strangers:
typically joining a group of eight other same-sex peers and three staff in the wilder-
ness. This will be the adolescent client’s group for the next month or 2 and strong
relationships will form between them. But at the start, the adolescent joins a group
of strangers in the middle of nowhere. Thus, their attachment system is strongly acti-
vated by the strangeness of the wilderness setting and the unavailability of their usual
attachment figures. For the next month or 2, adolescents will be able to write their
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parents, but will have no contact with peers from home. They won’t be able to make
phone calls, send emails, or text attachment figures. Separated from all attachment
figures in their home lives, adolescents’ attachment systems are strongly activated at
the beginning of treatment.

Such activation leads to a range of adolescent behaviors, from withdrawal to act-
ing out. Adolescents sometimes withdraw, speaking little and refusing to participate
in daily activities. Others act out, by yelling, name-calling, becoming physically ag-
gressive, running away, or exhibiting other behaviors. While most programs attempt
to manage these varied behaviors with purely behavioral responses, we suggest that
programs understand such adolescent conduct as reactions to the activation of their
attachment systems. Reconceptualized, adolescents are simply responding to the
threat that they perceive in the strangeness of the wilderness environment.

In the context of such activation, program staff needs to work hard to engage
new adolescent clients in empathic, nurturing relationships. For the month or 2
that adolescents are in the wilderness, they will need new attachment relationships.
They will need relationships which fulfill attachment functions, such as secure base
and safe haven (Cassidy 2008). Staff or peers in wilderness therapy settings can
fulfill such roles, but likely only if they are primed to do so. In-the-field training
provided by such programs should coach staff to do this. Regular staff training
should focus on alerting staff on how to attend to the critically important therapeutic
relationships which evolve between staff and adolescent clients. Programs should
provide mentoring for staff in order to develop these skills, encourage staff to observe
therapy sessions at times, and encourage frequent debriefing of cases with program
therapists. All of these approaches are likely help staff to recognize their critical
positions as attachment figures. Staff who conceptualize their roles as attachment
figures are likely to provide the attuned, attentive emotional responses to adolescent
acting out which adolescents need.

Bowlby noted that it takes “a familiar environment and the ready availability
and responsiveness of an attachment figure . . . touching or clinging, or the actively
reassuring behavior of the attachment figure” to deactivate the attachment system (p.
40). Staff and therapists in wilderness therapy programs can provide such availability
and responsiveness if alerted to the primacy of their clients’ attachment needs. The
case study below illuminates such relational dynamics between a client and her
therapist in a wilderness therapy program.

Case Study

Amy1 was a 15-year old Caucasian female who presented to treatment at a wilderness
therapy program where I [JB] was the therapist. Raised in an upper middle class home
in a suburban East Coast city, Amy was the 3rd of 4 children raised by her parents,
who were now married for 21 years. In many ways, she was similar to her peers
in the program: acting out at home, substance abusing, oppositional at home and
sometimes at school.

1 A pseudonym
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However, my initial session with her was significantly irregular. Most of my
clients in the wilderness therapy program were angry to be there, having been sent to
treatment by their parents for problems that the adolescents themselves didn’t see as
problems. In our initial sessions, I was used to their angry narratives, long-winded
diatribes against the stupidity of parents and adults in general. However, my initial
session with Amy was absent of any dialogue.

When I was introduced to Amy, she was on her third day in the program. The three
staff in her group of eight girls informed me that she had not yet spoken to anyone
in the program. This was striking. I had not yet encountered such a client. I thought,
“well, I’m the therapist. She’ll definitely talk to me.” After the introductions by staff,
I invited Amy to an individual psychotherapy session with me. We sat about 150 feet
from the staff and girls group, and I began the session as I generally did with other
students by asking Amy how things were going and other opening questions. She
was silent. I explained to her my role and who I was as a field therapist. She was
silent. I explained to her how eager I was to get to know her and hear what she had
to say. She was still silent.

I experienced strong countertransference in her silence. At first, I felt rejected, hurt
by her unwillingness to open up to me at all. I felt inadequate as a therapist, assuming
that my techniques were poor, my interventions inappropriate. However, I began
thinking about what would make Amy silent. Using an understanding of attachment
theory, I hypothesized that Amy was deeply wounded by her relationships with
primary caregivers. I assumed that such wounds, if they existed, made it difficult or
impossible for her to trust other adults. I conceptualized Amy as avoidantly attached,
one whose style was to avoid close relationships. I considered the strategies of
avoidantly attached individuals: the emotional withdrawal, the unease with intimacy,
the over-regulation of emotion.

Using this knowledge, I approached our relationship cautiously, but with warmth.
As the therapist and thus the treatment team leader, I encouraged the staff to respond
toAmy with availability, empathy, and emotional responsivity. In short, I encouraged
them to act as available attachment figures so that Amy might begin to engage and
eventually to trust. On her fifth morning in the program, the previously silent Amy
asked staff to pass her a piece of her clothing as she was packing up. The staff
responded warmly and excitedly, pleased to begin engaging with Amy.

The therapists’ schedule at this program placed therapists in the wilderness with
the group of nine clients and three staff for two consecutive days each week. When I
returned to the group the following week, I found Amy significantly changed. While
she was still angry, her anger was directed at her family. She spoke eagerly with
me, wanting to share her displeasure with her parents and to strategize how to leave
the wilderness program early. I empathized with Amy’s situation—being sent to
treatment she believed she didn’t need—and encouraged her to share her feelings
with her family in letters. She was resistant to writing her family, but did so: long,
angry letters filled with epithets, blaming, and threats. The Amy I had experienced in
session, the Amy who was eager to share, was nowhere evident in her letters. I was
enormously encouraged by her willingness to engage in a therapeutic relationship,
but perplexed by the vitriolic language in her communication with her family.
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In subsequent weeks, Amy continued to engage eagerly in a relationship with
me and with the staff. She formed friendships with some of the girls in her group
and made progress in moving through the level system of the program. However,
her letters to her family continued to blame them and to threaten. Unusually, her
anger was not limited to her parents, but spread equally on her three siblings as
well. Adolescents in wilderness therapy programs are often angry at parents at the
beginning of treatment, but tend to become less angry as treatment progresses and
they see positive changes in themselves. I was concerned about the continued high
level of Amy’s anger at her family which seemed unusually long-lasting.

As per the program’s protocol, I spoke weekly with Amy’s family, giving them
updates on her progress and encouraging them to be warm and responsive to her
concerns in their letters back to her. I encouraged them not to respond to her anger
with their own, but to allow her reflect her upset, and they were able to do this.
However, I was troubled by Amy’s inability to work through conflict with parents.
She seemed able to work through conflict with peers in the program, for example,
giving “I feel” statements to her peers when coached by staff when her peers did not
do the dishes as assigned.

The program lasted 7 weeks; at the end of it, all families came to the wilderness
site for 2 days of family therapy. Unlike all of her peers graduating that week, Amy
refused to hug her parents when she first saw them after 7 weeks away. They were hurt
by this and turned to me, asking for answers. I continued to be baffled byAmy’s fierce
anger and rejection of them, but conceptualized her anger as hurt. I understood her
to be suffering from deep wounds with her primary attachment figures, her parents.
What I didn’t understand was what hurt her. I encouraged her parents to remain open
and warm with her; this was difficult for them to do. Her parents tended to talk to
each other, rather than risk her anger and disdain.

After they had spent 24 h together doing family therapy activities and some un-
structured time, I met Amy and her parents for our first and last hour-long family
therapy session in person. She was due to graduate the next day and to go home
with her family. I resolved to spend the session helping Amy to amplify some of her
wounds with her attachment figures. In this session, Amy began with her anger and
blaming, but through my gentle questioning, quickly devolved into tears. I had seen
her cry in sessions previously, but her parents hadn’t seen her cry in years and they
were shocked. I encouraged them to respond to her with empathy and warmth, even
if they didn’t understand the source of her distress. With encouragement, Amy spoke
about her feelings of rejection by her whole family. In one critical moment, Amy
spoke about an incident in which her parents and siblings went out for ice cream,
but didn’t invite her. She spoke about how isolated and lonely this made her feel.
Her mother responded with surprise, explaining, “we didn’t think you’d want to go.
You never acted like you wanted to be with us.” Amy described that similar incidents
happened numerous times, resulting in her feeling of isolation and loneliness.

It appeared thatAmy’s hurt in her most important attachment relationships resulted
in her complete withdrawal, until even those closest to her perceived that she didn’t
want to be with them. Amy’s avoidant attachment strategies served to protect her
from some hurt, but isolated her to an extreme extent. Her anger towards her family
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was apparently a cover for the hurt she felt. Amy’s ability to explain her hurt feelings
to her family was the beginning of a rebuilding relationship between them.

Amy left the wilderness program the next day, headed to a therapeutic boarding
school for the next year. In this environment, she would receive therapeutic and
academic support. Her family headed to their home some states away. Six months
later, I received a letter from Amy describing her appreciation for being seen and
heard clearly while in wilderness. She expressed pride in her progress and pleasure
at her achievements. Her letter brought me into tears. In wilderness therapy, Amy
experienced being heard and understood, her hurt feelings were identified and am-
plified. This experience helped her to reconnect with her family and begin to modify
her expectations of relationships.

Conclusion

This article presented a reconceptualization of adolescent dynamics in wilder-
ness therapy settings, exploring how acting-out adolescent behaviors can be best
understood in the context of powerful attachment dynamics. Adolescents enter-
ing wilderness therapy programs or other out-of-home care settings encounter
strangeness, separation, loss, and change. All these activate the attachment sys-
tem, but in an environment where there are no familiar attachment figures. In the
case of wilderness treatment, clients have little access to their primary attachment
figures: only through letters can they connect. In such an environment, adolescents’
behaviors should be reconceptualized as attachment-seeking behaviors, even when
they look angry, rejecting, withdrawn or avoidant.

But can brief treatment—such as a 7-week wilderness therapy program—change
our clients’ attachment relationships? While brief treatment seems unlikely to
change attachment classification, it may shift adolescents’ expectations of what their
attachment figures can provide.

In the case of Amy, it seemed likely that her experience of open, warm, empathic,
and attuned staff in the wilderness therapy program had enabled her to believe that
her relationships with others could be so. Program staff met her avoidant withdrawal,
anger, and blaming with warmth and acceptance. It seemed that perhaps Amy’s new
relational experience with program staff and therapists enabled her unconsciously to
hope for more in her primary attachment relationships. Such hope may have led to her
sharing of her hurt with her family, a critical first step in rebuilding their attachment
relationship.

Wilderness therapy programs are uniquely positioned to work with adolescents’
attachment behaviors because the treatment environment itself is likely to activate
the attachment system. In the context of such activation, programs need to under-
stand adolescents’ aggressive acting or withdrawn behaviors as deriving from unmet
attachment needs. Programs should train their staff and therapists to recognize ado-
lescents’ attachment bids, hidden though they may be. This training may enable
programs to make significant gains with their clients.
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Social workers wishing to learn more about such programs can do so through
the National Association of Therapeutic Schools and Programs (www. natsap.com)
or the Association of Experiential Education (www.aee.org). Both of these trade
groups gather together programs doing similar work. By attending conferences put
on by these groups or learning about their member programs on their websites, social
workers can begin to get familiar with the work of these programs.

As psychotherapy is primarily a relational enterprise (Norcross 2002), psychother-
apy in the wilderness is even more so. Wilderness therapy programs need to provide
their adolescent clients with stable, responsive, and attuned figures who can meet
attachment needs while adolescents’ primary attachment figures are unavailable.
Wilderness programs that serve troubled or vulnerable youth generally serve both
corrective and preventive functions. This happens with the diversion of attention away
from dysfunctional behavior and the instructing of youth in healthier responses and
choices (Berman and Davis-Berman 2000) by equipping them with skills in handling
difficult situations (Romi and Kohan 2004). These activities happen in the context
of psychotherapeutic relationships. Understanding acting-out adolescent clients as
displaying attachment needs, and in need of figures who can meet those needs, allows
wilderness therapy programs to perceive the drives underneath the behaviors. Such
understanding will both deepen and improve the treatment.
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From Out of Sight, Out of Mind to In Sight
and In Mind: Enhancing Reflective Capacities
in a Group Attachment-Based Intervention

Anne Murphy, Miriam Steele and Howard Steele

In this chapter, we share our experiences of working with parents and children and
training clinical students, including social workers, over the past five years in a group
attachment-based intervention (GABI). We designed this intervention specifically for
clinical work with marginalized, socially isolated parents and their children (aged 0
to 3 years). The therapeutic goal of the intervention is to prevent child maltreatment
by developing secure parent/child attachment relationships, promoting infant mental
health, and reducing parental stress and social isolation. The intervention targets
the needs of parents whose personal histories include multiple adverse childhood
experiences including physical abuse, neglect, sexual abuse, multiple foster care
placements, parental substance abuse, incarceration, and domestic and community
violence. Theoretical and research findings from an attachment perspective inform
the clinical model. The intervention is part of a study investigating its clinical effec-
tiveness using state-of-the-art attachment measures, including indicators of reflective
functioning (Steele et al. 2010). Thus, the GABI approach is an example of engaging
in translational research whereby the clinical work influences the research and the
research influences the clinical work.

A further integral part of the intervention is to train new clinicians alongside
more seasoned clinicians in how to deliver the intervention. The lead clinician (AM)
holds supervision immediately after each 2-h group clinical session, three times per
week. The lead researchers (MS & HS) conduct weekly university-based research
discussions to review video-taped GABI sessions to further develop a clinical training
manual that may serve as a basis for replication and assist in training/supervision.
This chapter illustrates both these reflective activities with the aim of showing how
affectively laden material, typically residing “out of sight” and “out of mind” can
effectively become “in sight” and “in mind”, to the benefit of all stakeholders in the
process. Several examples will serve as descriptions of this process that enhances

A. Murphy (�)
Department of Pediatrics, Albert Einstein College of Medicine, Bronx, NY, USA
e-mail: anne.murphy@einstein.yu.edu

M. Steele · H. Steele
Department of Psychology, New School for Social Research, New York, NY, USA
e-mail: steeleh@newschool.edu

J. E. Bettmann, D. D. Friedman (eds.), Attachment-Based Clinical Work with 237
Children and Adolescents, Essential Clinical Social Work Series,
DOI 10.1007/978-1-4614-4848-8_11, © Springer Science+Business Media New York 2013



238 A. Murphy et al.

reflective capacities of clinicians and of parents involved in the intervention. This
chapter highlights the use of reflective supervision in training alongside its central
role in the successful delivery of GABI.

Background

A clear way to ameliorate the deleterious influences associated with poverty and the
concomitant immediate and long-term risk factors (Felitti et al. 1998) is to intervene
early in the life of the children at risk, preferably with a multi-method, theoretically
driven intervention. An attachment framework offers a comprehensive underpinning
to the intervention proposed with its rich theoretical base and solid empirical founda-
tion (Cassidy and Shaver 2010). This research-oriented theoretical paradigm derives
much of its heuristic power from its original grounding in clinical phenomena and
the subsequent support found for its utility in understanding the nature of parent–
child relationships in both normative and high-risk samples. The unifying theme
over the span of Bowlby’s work (e.g., Bowlby 1944, 1951, 1960, 1969, 1973, 1980,
1982) was the effort to provide a cogent theoretical explanation for the recurrent
observation of severe developmental deviations and emotional problems in children
deprived of maternal care. In this context, the significant surge of interest in the ap-
plication of attachment theory–for decades the exclusive concern of developmental
researchers–to clinical issues is striking and immensely promising (Cicchetti et al.
2000a; Lieberman et al. 2005; Hoffman et al. 2006; Heinicke and Levine 2008;
Moran et al. 2008).

Attachment theory and research command the attention of clinicians because
of the availability of an interview procedure that enables a reliable assessment of
whether past experiences of trauma or loss remain the focus of ongoing grief, or
are unresolved, in the mind of the interviewee. The interview—the adult-attachment
interview (AAI) (George et al. 1996), together with companion-scoring procedure
(Main et al. 2008)—assesses an individual’s current understanding of their childhood
experiences, and is a robust, reliable and valid indicator of parenting competence
(Steele and Steele 2008a). Unresolved responses to the AAI correlate with indepen-
dent concurrent measures of absorption and dissociation (Hesse and van IJzendoorn
1999), frightened or frightening behavior in the parenting role, and infant–parent
patterns of behavior governed by fear (Lyons-Ruth and Jacobvitz 2008).

The concept of reflective functioning (RF) arose from the task we (MS and HS)
undertook to rate nearly 200 adult-attachment interviews collected as part of the
London Parent Child Project (Fonagy et al. 1991; Steele and Steele 2008b). We
found evidence that one way of breaking the cycle of abuse was for the individual
to demonstrate a capacity to monitor the contents of his or her mind alongside the
perusal of the mind of the other. By putting oneself in the so-called shoes of the other,
s/he can begin to understand the thoughts, feelings and intentions that motivate their
thoughts and actions (Fonagy et al. 1991).

We define reflective functioning as (1) an awareness of the nature of mental states
in the self and others; (2) the mutual influences at work between mental states and
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behavior; (3) the necessity of a developmental perspective; and (4) the need to be
sensitive to the current context. Reflective functioning is a powerful antidote to the
pernicious effect that trauma has on mental health and specifically on the quality
of parenting. Interventions that target the client’s reflective capacities can assist the
individual in coming to terms with or resolving the disruptive influences of past
abuse (Bateman and Fonagy 2006; Diamond et al. 2008). Higher incidences of
RF are linked to improved adult-treatment outcomes (Bateman and Fonagy 2003;
Diamond et al. 2003; Fonagy et al. 1995). We (Steele and Steele 2008b) found better
mental-health outcomes in children whose parents have higher reflective functioning
scores. Specifically, higher scores of RF assessed in the parent correlated with lower
externalizing behavior problems for the child at age five years and more positive
self-reported mental health indicators of the child at age 11 years as assessed by
the strengths and difficulties questionnaire (Goodman 1997). We found that RF,
particularly in parents who experienced significant adversity during childhood, was
a marker of resilience in these parents and correlated with secure attachment patterns
in their children (Fonagy et al. 1994).

This link between secure attachment relationships and reflective functioning un-
derlies our understanding of therapeutic change in attachment-based interventions
which significantly enhance the quality of the parent–child relationship in at-risk
populations (Heinicke et al. 1999; Marvin et al. 2002; Toth et al. 2006). Interest-
ingly, the strongest evidence appears to come from interventions delivered at the end
of the first year of life and through the child’s second year. Bakermans-Kranenburg
et al. (2003) concluded from their meta-analytic report on the subject that interven-
tions targeting parental sensitivity initiated after approximately 6 months of age are
more effective than interventions with more global goals beginning during the early
months. This suggests the best window of opportunity for beginning an intensive
attachment-focused intervention may be at the end of the first year of life.

An important published intervention utilizing attachment theory is child–parent
psychotherapy (CPP; Lieberman et al. 2005, 2008). Five randomly controlled trials
examined CPP in different settings (Lieberman and Weston 1991; Lieberman et al.
2006; Cicchetti et al. 1999, 2000a, b, 2006). These studies comprise a persuasive
evidence base showing that CPP is effective for families whose risk context includes
maternal depression, poverty, domestic violence, mothers with trauma histories, and
maltreated children known to preventive services. The findings show that this treat-
ment approach results in reduced child and maternal symptoms, and improvements
in the child–mother attachment relationship.

The idea of delivering a group-based attachment intervention arose from the
careful evaluation of a myriad of interventions aimed at addressing child maltreat-
ment. Though formal parenting education programs have existed in various forms for
decades, save for rare exceptions, these programs have not been evaluated in terms
of design, measurement, and analysis, and have not focused on parent and child out-
comes (Shonkoff and Phillips 2000). Some impressive results exist for home visiting
programs over the long term, such as the Nurse Family Partnership program (Olds
et al. 1998) and Healthy Families New York (HFNY: DuMont et al. 2008).

However, these programs do not provide families with direct contact with peers
with whom they could sustain relationships after the intervention is completed. Thus,
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such programs are less able to target the social isolation of the families. There is also
the issue of the cost-effectiveness of home visiting interventions as highlighted by
recent Canadian research (Niccols 2008). Niccols (2008) demonstrated the therapeu-
tic benefits and cost-effectiveness of a group-based intervention with an attachment
focus. In a randomized trial involving 76 mothers, Niccols (2008) found that a parent–
child group was as effective as a home visiting program in improving infant–mother
attachment security.

Training Clinicians

For clinicians and trainees working in a parent–child psychotherapy program aimed
at preventing or reducing the recurrence of child maltreatment, the emotional chal-
lenges are significant, including the likelihood of secondary traumatization and the
matter of maintaining balanced and sensitive judgments that indicate multicultural
competence. The need to train and support clinical staff appropriately is critical. The
question of how best to realize these goals is challenging to answer. In the case of
training, how do we know that our attempts at passing along the clinical wisdom and
skill of one generation can be imparted to the next?

Unique challenges arise in the context of training clinicians to do parent–infant
psychotherapy. This is in part because trainees come from a wide range of orien-
tations and disciplines including social work, clinical psychology, pediatrics, child
psychiatry, and mental health counseling. The core challenge, however, concerns the
central task of balancing one’s capacity to hold in mind the experience of the parent
while simultaneously holding in mind the experience of the child, in light of past,
present, and anticipated stresses impacting the parent, the child, and the clinician
herself. This is a daunting task for even the most seasoned clinician. The challenge
we will address in this chapter is how to incorporate the specific frame of reference
known as reflective supervision to the training and implementation of group clinical
work with families in which trauma spans generations.

Reflective Supervision

The concept of reflection in psycho-dynamically informed clinical work and re-
search appeared in the literature in the early 1990s (Weatherston et al. 2010) as
reflective functioning (Fonagy et al. 1991) and reflective supervision (Fenichel 1992;
Shamoon-Shanok et al. 1995). The use of techniques utilizing reflective capacities
in conducting and supervising clinical work surely predates these citations; the con-
cept is akin to earlier writings emphasizing the importance of psychological insight,
psychological mindedness, and self-observing ego functions, historical roots that
certainly go back to Freud (Steele and Steele 2008b). The difference with reflective
functioning is that an operational definition of it has been developed, with reliable
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and valid outcome research (Fonagy et al. 1998). In parent–child work, reflective su-
pervision demands of the supervising clinician that she both practice and encourage
the paying of attention to (a) one’s own inner experience, (b) the experience of the
infant or child, (c) the experience of the parent and (d) the experience of the trainee.

Shanok et al. (1995) and Shamoon-Shanok (2006) provided us with a cogent ac-
count of how reflective supervision may be the framework for clinical work delivered
in peer settings with young children. Their quote is illustrative of the transformational
power of the approach:

Observing a child in a variety of situations and then joining and aggregating each observer’s
perceptions and knowledge in a conference is a commonly accepted relationship-based and
reflective joint endeavor. A joint endeavor becomes a conjoined, transformational enterprise
whose meaning increases and deepens–thus affecting all parties across hierarchies–when
each person’s perspective is deeply valued over time and linked to case outcome and to
mission. (Shamoon-Shanok et al. 2005, p. 461).

There is much to unpack in this quote that may be applied to parent–child work in
a group setting. Reflective supervision involves gathering information about a child
across a range of situations, building up a profile of the child as he or she engages with
parents, peers, therapist/teachers, etc. This is critical in forming pertinent clinical
judgments using the aggregation of several observers’ perspectives. When trainees
and supervisors sit together and sift over the clinical formulations presented so that
they become amalgamated, the group often arrives at sense of shared meaning.
This process is instrumental in consolidating the group of clinicians with its mix
of more senior and junior colleagues. This process also provides the backbone of
the supportive framework for the clinicians, both in and out of the clinical group.
Ultimately, clinical discussions of an ongoing treatment of a family while the family
is out of sight bring the family firmly into the minds of the clinicians, helping to re-
affirm the overall orientation of the intervention. In reflective supervision, we are able
to think through one’s reactions to a parent’s negative attributions about their child
by working to put ourselves in the parent’s shoes delving into why, for example,
a young father may think his infant’s swats at him signal abuse. Such thoughtful
attention into the mind of the other brings to light insights to further explore in the
work. This also provides mechanisms for conceptualizing treatment goals for future
sessions. The team’s role of observing, describing, and reflecting on the interactions
of parents and children is central to the mission of any attachment-based intervention
and is the fundamental conceptual and clinical framework for GABI.

Group Attachment-Based Intervention (GABI)

The Group Attachment-Based Intervention is a treatment for parents with significant
past histories of abuse and neglect, present struggles with relationship violence,
homelessness, partner incarceration, and substance abuse, and fears that their
children’s lives will be no better than their own. GABI is designed for families
with children birth to three years old. GABI meets three times each week for 2 h. A
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licensed psychologist, together with a parent–infant psychotherapist clinician (pos-
sibly a social worker), assume leadership of each group. Four to five social work
and psychology practicum students assist. The training offered in GABI is unique
in two ways for trainees: (i) trainees work alongside the lead clinician who has the
opportunity to directly observe the interactions that may later arise in supervision
discussions; and (ii) the intensity of working with families several times each week.
Such intense family work elicits trainees’ deeply held, often unconscious feelings
and beliefs about parent–child interactions, what is optimal and what is not. Trainees
and lead clinicians work closely, intensively sharing the joys and frustrations inher-
ent in the daily challenges of working with painfully stressed families. This intensity
heightens the need for supervision but provides an emotionally rich training experi-
ence. The model allows for close observation of the lead clinician in action and close
collaboration with GABI trainees. Trainees report high levels of satisfaction with the
apprenticeship model and describe the value of the parallel process of working as a
group under the guidance of the lead clinician and with other trainees simultaneously.

There are four essential components to GABI. First, the group begins with a 45-
min parent/child psychotherapy session held in a group playroom. Second, there is
a parent/child separation where parents participate in a parent group while children
engage in a child group for 60 min. Third, the parent/child reunion occurs; this is
the most important segment where parents return to their young children after being
separated. Fourth, reflective supervision sessions take place immediately after the
group ends to hold and process the many observations and reactions of lead clinicians
and trainees.

The Conceptual Framework of GABI: REARING

The attachment concepts central to GABI are drawn from the literature and each plays
a role in setting the framework for the therapeutic treatment goals for the intervention
overall and for each parent–child dyad. The REARING acronym emerged out of the
effort to consolidate the attachment concepts for clinicians/trainees to keep in mind
when trying to understand their reactions to the parent, the child, or their relationship
in the work.

• Reflective functioning
• Emotional attunement
• Affect regulation
• Reticence in therapeutic and parental relationships
• Intergenerational patterns
• Nurturing the parent and child and enhancing parent’s nurturing of their children
• Group support

Reflective functioning (RF) is the hallmark objective of GABI. As mentioned pre-
viously, RF is the ability to think about the thoughts, feelings, and intentions guiding
or underlying the behavior of others as well as self.
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Emotional attunement in GABI involves having the therapists engage the parents
and children in a way that recognizes their emotional states and conveys a sense
of being understood. Therapists try to facilitate the parents’ emotional attunement
towards of their children, a critical skill in secure attachment relationships.

Affect regulation is vital to mental health. Inability to do so with regularity and
competence can result in a variety of symptoms and pathology. Reflective function-
ing and emotional attunement goals of GABI are fundamental because they promote
the parent’s and child’s ability to regulate affect. GABI offers the participants unique
opportunities to practice interacting with therapists who are sensitive to the expres-
sion of volatile feeling states. It also helps parents learn to understand themselves and
their children in a way that turns uncontrolled emotional arousal into understandable
feeling states.

Reticence Reticence allows parents and children the space to discover their own
feelings and fostering self-efficacy. GABI utilizes the theoretical and research con-
struct of reticence as posited by Trevarthen (1979, p. 343), whereby “good parenting
is defined by reticence on the part of the parent.” Waiting to intervene can provide
the parent with important information that would otherwise be missed if one rushes
to step in. This process helps dyads to become more aware of each other’s intentions.

Intergenerational patterns refers to understanding the current caregiving situation
in the context of the experience of being parented. Often the parents who utilize GABI
are parents who experienced inconsistent parenting in their own childhoods. With
the urgent, often expressed wish to do a better job, the parents attending GABI
attempt to understand the intergenerational forces at work as they attempt to shift to
attachment-enhancing interactions with their children.

Nurturance is fundamental to secure attachment, so GABI focuses on the clinician
nurturing both the parents and children, and, in turn, promoting the nurturance of
the children by their parents. The GABI sessions include many opportunities to pro-
vide parents, and encourage parents themselves to provide their children, nurturing
behavior. For example, each session includes physical contact between parent and
child that accompany the songs that begin and end each session and the therapist’s
practice of serving each parent a warm beverage during the parents-only group. Via
discussion with parents in the parent-only sessions, clinicians frequently invite par-
ents to imagine their children as the vulnerable toddlers they are with deep needs for
nurturance. In this way, parents come to understand that nurturing includes holding
in mind their relationships with their children.

Group support is fundamental to GABI in order to combat the inherent social
isolation faced by the participants and to support trainees. The groups allow for
relationships to develop which provide important sources of social support to the
parents and facilitate peer relationships amongst the children, a critical set of social-
emotional skills to ensure each child’s eventual school readiness. The group provides
a unique training experience for students as they work alongside the lead clinician.
The trainees can observe how the lead clinician sensitively interacts and responds to
parents and children.
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Reflective supervision takes place immediately following the group. The lead ther-
apists meet with trainees for 1 h immediately after the group to discuss the clinical
issues. This component is necessary both for training and in order to provide the
clinicians/trainees an opportunity to process their own reactions to the often stressful
situations. Reflective supervision offers a much-needed opportunity to evaluate and
revise individualized treatment plans each week for each family. This process requires
identifying the strengths and needs of individual families and developing specific
strategies for the parent–child and child sessions. Fundamental to the supervisor’s
approach is a non-judgmental stance. On account of this, trainees are encouraged to
share their reactions to the work including stirred up feelings stemming from their
own past or current parent–child relationships. The lead clinician works to encour-
age understanding and acceptance of these inevitable trans-generational transactional
phenomena while turning attention to using this understanding to support the trainees
in an effort to benefit the children and parents who are the focus of the clinical work.

Training Clinicians in the Goals of GABI

Immersing clinicians in all four parts described above comprises the rich training
experience required to deliver GABI. The process encourages trainees to hone their
clinical skills by paying close attention to the REARING model (reflective function-
ing, emotional attunement, affect regulation, reticence, intergenerational patterns,
nurturance, utilizing the benefits of group support among parents and within the clini-
cal team). Clinicians themselves keep in mind the essence of the REARING model in
thinking about the many different relationships involved in the group intervention—
interactions between the parents and their children, the parents and each other, the
children and each other, and the therapists with all of the participants. A further
critical element is for the therapists to be aware of their own reactions to the work
in the context of the multiple nested relationships of GABI depicted in Fig. 1. The
lead clinician works to contain the intensity of the trainees’ reactions to the parent–
child interactions. The therapist here is like the attentive parent who takes in strong
reactions, modulates them, transforms them, gives them meaning; such contain-
ment (Bion 1961) calms the child, or in this case, the trainee. The supervisor hopes
that the trainees, like the child, will begin to internalize this process and contain
their own emotional reactions. Figure 1 provides an image of these multiple nested
relationships.

As Fig. 1 illustrates, in GABI the lead therapist provides a holding, emotionally
responsive environment for all of the others present in the group. Through the lead
therapist’s support, the parents are able to better provide sensitive nurturing to their
children. The lead therapist also provides emotional support to the trainees, who can
then assist him or her in creating a warm, therapeutic environment. These relation-
ships are not unidirectional, and the parents’ and the children’s needs and wishes
also contribute to the therapeutic environment.

Beginning clinicians in parent/child work often feel an immediate reaction and
desire to protect young children from a parent who may not meet the emotional needs
of the young child in a manner which seems appropriate. “How can she act like
that?” is a frequent early response to observing an overly harsh or punitive parent. It
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Fig. 1 Multiple nested
relationships in group
attachment-based intervention
(GABI)
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is important to acknowledge trainees’ feelings of anger and frustration at parents and
then help them build their capacity for reflective functioning for the parents. The lead
clinician shares parent responses previously provided to AAI questions, for example,
“What did you do when you were hurt or upset as a child?” thus, increasing trainees’
abilities to imagine what their clients (the parents) experienced as children. It is
sometimes shocking for trainees to hear the details of neglect and abuse experienced
by the parents whose behavior, they realize, they may have been too quick to judge.
If trainees can view parents as persons whose emotional and physical needs were
never or inconsistently met as children and understand their struggles, they are less
likely to judge and freer to facilitate the parents’ ability to work through some of
their past difficulties and meet their children’s needs more effectively.

Initially frustrated trainees also often question the parents’ life choices (multiple
pregnancies, reliance on public assistance, choices in partners). It is helpful in facili-
tating the therapeutic work to ask “why might she be acting as she is?”, rather than to
judge. When we judge, we have only two choices: guilty or innocent. When we ask
“why,” we have countless avenues to explore and multiple opportunities for under-
standing. It is important, however, that the clinicians and trainees can openly express
their feelings even if they are initially punitive or judgmental regarding the families
and the work; and that the lead therapist can contain and explore those feelings in a
supportive way. The lead therapist creates an accepting, non-judgmental climate al-
lowing for the trainees to freely process their reactions to the ongoing work and derive
energy to address afresh the needs of the families participating in the intervention.

Enhancing Reflective Capacities in Clinicians

Below is a list of three vital considerations in supervision work aimed at modeling and
enhancing reflective capacities; these are (i) monitoring one’s emotional availability,
(ii) understanding that change happens slowly; and (iii) the vital role of observation.
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Monitoring One’s Emotional Availability

Just as we think about how intrusive or uninvolved parents can be with their children,
the same observation fits to certain interactions clinicians have with the parents. Often
there is a rush to intervene or say the “right thing”. However, subtle scaffolding
and one or two gentle questions can result in therapeutic action. Sometimes the
therapeutic action comes just from the presence of the therapist. It is extremely
important that therapists learn to be present without having to do something. The need
to do or say something, often comes from the anxiety aroused within the therapist by
the patient and/or situation. Being aware of his/her own feelings gives the therapist
the chance to see moments unfold and watch the families find their own solutions
supported by the nurturing environment.

Understanding that Change Happens Slowly

Creating a new parenting paradigm that involves shifts in the nature of internal models
of how relationships work amounts to a profound change and takes time. Reassuring
trainees that change is a slow process diffuses some of the urgency to make change
happen too quickly through forced interventions. For example, too much talking can
impede rather than facilitate change. The clinicians also have to accept the possibility
that not all of the changes they might think are necessary will happen. For this reason,
the idea of “good enough” parents (Winnicott 1971) is kept in mind as it provides
support to clinicians aiming to help parents living in a context of often unpredictable
life stressors, violence and trauma.

The Role of Observation

Using video footage of the clinical work is an invaluable tool in training. Observing
the complexity of therapeutic interactions as they unfold throughout the 120 min can
inform the clinical process immeasurably. Viewing video footage during supervision
is useful both in terms of facilitating the therapeutic work and facilitating a reflective
stance in the trainees. Observing one’s self working helps trainees learn to observe
and re-construct sequences of interpersonal interactions in their minds. This is im-
portant in the service of learning how to process clinical affect-laden experiences.
Crucial information is gleaned from an individual’s inability to remember or articu-
late what happened in a session. Coming to an understanding of what is difficult to
remember leads to a discussion of why it is so hard, which can ultimately improve
the therapeutic process. Clearly these are important considerations for the quality of
therapy delivered to the families in the GABI intervention.
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Reflective Supervision Session

Supervision begins tentatively, with the trainees usually being the ones to start the
sessions with any salient issues they wish to bring from the recently completed clinical
treatment session. Each clinician/trainee experienced something different and all are
invited to share impressions in a non-judgmental format. The lead clinician models
a non-judgmental stance as the approach with which to focus on the descriptions
of the interactions with the parents and children. Often trainees will begin to talk
about an episode and construct verbatim with the help of other trainees what they
observed or heard with regard to a particular dyad. It is always important for the
lead clinician to show curiosity and reflect on why a particular episode is discussed
from among 120 min of interactions. The lead clinician shows acceptance for the
variety of emotions which may accompany the processing of events including anger,
laughter, sadness, and fear.

The clinician facilitates the reflective capacities by asking “why the tears, why
the laughter?” The emphasis on the trainees’ experience of the material in the
here and now is meant to help in better understanding the possibility of avoid-
ance/dismissiveness as a response to the often painful clinical material. Strong
emotions might suggest ambivalence in the clinician and the need to process an
encounter at a deeper level. Issues trainees bring to supervision usually concern
something a parent has done or said. Usually the trainee has some strong feeling or a
judgment about this issue or interaction. Exploring the interaction and the trainee’s
judgment gives way to a potentially useful reflective process involving the discussion
of thoughts, consequences, limits and opportunities.

Clinical Vignettes

As part of our ongoing efforts to demonstrate the efficacy of GABI, we produced
a manual of the treatment program1. The manual consists of descriptions of the
intervention framework and was based on over 100 hours of videotaped footage of
the actual clinical work. This video gave us the opportunity to observe in careful
detail aspects of the therapeutic action as it unfolded in the intervention. In order
to provide clinical examples, we endeavored to elucidate the content of the manual
at a level of description potentially more detailed than high-quality process notes.
This is because the vignettes are arrived at through viewing and re-viewing the video
footage of the actual clinical work. Here are two examples of vignettes from the
manual.

1 The manual has been developed over the last few years with many New School graduate students
including Kiara Schlesinger, Ellie Figelman Neuman and more recently Jordan Bate, Kerri Chlad-
nicek, Sarah Jackson, Hannah Knafo, Adella Nikitiades, Michael Kinsey, Carmen LaLonde, Jessica
Retan, Sophia Hoffman, and Rie von Wowern.
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Vignette 1: The Challenge of “Sharing is Caring”

The first vignette emphasizes working with the trainees’counter-transference, feeling
empathic toward one child, while shifting toward an attempt to understand the context
of a second child. The trainee comments on observing a child, 36-month Max, who
had been referred to the group for his aggressive behavior, and his mother, Raven. At
the time, Raven was clinically depressed and also had a newborn son, and the family
was living in a domestic violence shelter.

Parent–Child Session Clinical Observation

Three-year old Max grabs Play-Doh and refuses to share with another child (Iris)
sitting at a table with her mother. Raven, Max’s mother, focuses on her new baby.
Raven yells across the room for Max to share while another mother says, “Sharing
is caring.” Lead clinician comments, “Ah, you want him to share.”

The lead clinician approaches Max, kneels down next to him and helps him secure
the Play-Doh he has just grabbed back. Providing a protective barrier with her arms
around him and the Play-Doh, says to him in a quiet slow manner, “You just cannot
share today. You have had to share so much; all your toys are in storage, you even
have to share your mom with your brother.” Child begins to cry and buries his head on
the clinician’s shoulder who comforts him by saying, “I think you need your Mom.”
Raven comes over and embraces him. After this acknowledgement of his feelings
by both mother and clinician, he then hands a piece of Play-Doh to the other child.
Raven becomes tearful.

Reflective Supervision Session

Trainee 1: I felt so uncomfortable when Max would not share the Play-Doh.
Iris looked so sad. Even the parents commented, “What about
sharing is caring.”

Lead clinician: “It is really hard to watch when one child will not share”
Trainee 1: “I felt so bad for Iris. I mean shouldn’t we make him share?”
Lead clinician: “Let’s think about Max for a minute, why do you think Max was

acting like that?”
Trainee 2: I know it is hard for Max to share, especially as his Mom seems

so far away and busy with the new baby.
Lead clinician: It is interesting that was the other parent who shouted out “sharing

is caring.” We certainly want the kids to share as an ultimate goal
but we are not there yet, but let’s try and see things from Max’s
point of view.

Trainee 3: You gave Max an experience of a grown-up understanding him.
It was helpful to him that you could say that you understand how
angry, sad, frightened he might be feeling.



From Out of Sight, Out of Mind to In Sight and In Mind . . . 249

Lead clinician: I also wanted to hold back and have it be his Mom who could
come help with the repair. We can wonder about what the
experience might remind the mother of?

Trainee 2: Maybe she sees herself in her child and it triggers such pain for
her that she has to share everything.

Lead clinician: Yes, we could have said to Raven, “It seems it is hard to see your
child so angry and that he cannot share.”

Trainee 3: In the Parent-Only Group Raven cried as she told the group how
difficult it is for them since all of their things are in storage and
how she came from the hospital with the new baby to the shelter.

Lead clinician: This mother commented how she never imagined she would live
in a shelter with her babies and how guilty she feels; she cannot
even provide a home for them, she questions what kind of a
mother she is. We asked in the group today; “Has anyone else
ever felt like this?”

Trainee 1: The other mothers in the group really helped her as they re-
counted their own hard stories and how they didn’t ever believe
they would be living the way they are living.

Lead clinician: And another mother tearfully explained how she sees Raven as
an amazing mother and how leaving an abusive relationship was
very brave. I think it is also important to think about the parent’s
concern with “Sharing is caring” and how they feel the kids need
to learn this for school and on the playground. We know that it
is important and we can see the value they see in sharing, but it
is important to explore why might Max be struggling.

Trainee 2: I felt so bad for Iris, who wanted the Play-Doh, I mean aren’t we
supposed to be teaching them to share?

Lead clinician: It was very painful to watch.
Trainee 1: It was hard to wait and see what would happen, but we were

lucky it turned out well and he did share.
Lead clinician: Lucky, but let’s try and think of these situations as likely to lead

to various outcomes and what would have happened had he not
shared and continued to grasp the Play-Doh?

Trainee 2: Maybe we would have had to reflect longer with Iris on how bad
we feel when someone does not want to share with us.

Lead clinician: We would have the opportunity to express how much Max wants
the Play-Doh for himself and how angry/sad that makes Iris. We
might have then stated how badly everyone was feeling and show
them we can tolerate their angry feelings in a safe manner.

This vignette touches on many different aspects of reflective capacities, in play or
at work, both in terms of facilitating the process in the parents and children as well
as trainees. We see here a rather routine incident that could easily unfold in many
playgroups with children this age. The difference in the GABI intervention is the
close monitoring of the sequence of interactions, and the explicit engagement with
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the participants in a therapeutic manner. Max was upset and perhaps expected a dif-
ferent response from the environment. He might have expected admonishment for
not sharing. Instead, he experienced an adult labeling his feeling state and anchoring
it as a legitimate response to his circumstances. Through this interaction, we pre-
sume he felt understood, that the adult had a sense of what was going on in his mind.
Importantly, the therapist practiced reticence as she did not rush in to comfort Max,
especially when he threw himself into her lap, but instead gave his mother the op-
portunity to engage in an affect-laden, attachment-relevant moment with her son. By
not rushing in to fix the situation immediately for Max and Iris, the therapist offered
an opportunity for the eventual repair to the rupture that had occurred between them.
The trainees began the reflective-supervision session by expressing their empathy
not initially for Max, but for Iris as the aggrieved child. An important process ensued
where the lead clinician helped the group put Max’s behavior into context and helped
them metabolize their own feelings of frustration and sadness on Iris’s behalf.

Vignette 2: Mother Instinct

The lead clinician and the trainees meet after the group for supervision and the
conversation is left open to the trainees to discuss what resonated for them or felt
important. The lead clinician then focuses on the discussion and provides specific
information that is meant to widen the group members’ perspectives and enhance
their reflective functioning as they consider the individuals they are discussing. In
this reflective-supervision session, the therapists begin by generally discussing the
earlier parent group. During a brief pause, the lead clinician brings up one mother’s
use of the term “mother instinct.” Importantly, she begins by recalling the mother’s
exact words.

Reflective Supervision Session

Lead clinician: Today Maria said . . . what did she say? Janine, Rita, and Maria
were talking about what they do when they’re not in the mood for
the kids and I was just really empathizing and saying it’s really
difficult even like playing with them when you’re depressed and
you’re tired and you just don’t want to hear it. And Maria–a mother
who is very reluctant to play with her young son, often sitting
across the room from him–said, “Yeah, but you can’t do that.
That’s when the mother instinct has to come in. And you have to
play.”

Trainee 1: That’s good.
Trainee 2: It’s good, but at the same time. . .
Trainee 1: Oh you don’t believe her?
Trainee 2: Its good, but at the same time it’s not realistic.
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Trainee 3: I think there’s a big difference between knowing what she should
do and being able to do it. But then that’s another source of guilt
because then she can’t do what she’s supposed to do, so she just
puts herself under pressure.

Trainee 2: I don’t even understand where the whole “nurturing” jumps in. It’s
very interesting that she used that word.

Lead clinician: (repeating verbatim the words that the mother used) The “mother
instinct.”

Trainee 2: So does she have to worry about it if it is just gonna jump in and
then I don’t have to worry? It’s not an active thing that I have to
do. It’s just very interesting.

Trainee 3: The counterpart to that, I think, is it happens with everybody. There
are days when you aren’t in the mood and you can’t play. You say,
“Mommy can’t play today.” But they (the mothers in the group)
can’t imagine that. It happens, what’s the problem? If you are
okay with your own feelings, it’s normal to feel exhausted. You
are rejecting, somewhat yes, but it’s tolerable.

Lead clinician: She could not take that issue, she was sort of. . .
Trainee 3: Because she’s not able to play as well. That’s what’s happening.

She’s really saying the opposite of what she said. She’s saying
she doesn’t have “mother instinct.” Or maybe she has it, but she’s
so depressed that it doesn’t surface. So for her, she’s saying the
opposite.

Trainee 4: I think it would have been interesting to ask Maria what she meant
by “mother instinct.” My fantasy is that seeing how she is, going
through the motions of daily care without being able to be a playful
parent, maybe it was something about eating, bathing, clothing,
that’s the “mother instinct.”

Trainee 3: If you think about instincts in general, it almost just happens im-
pulsively, like it’s natural, it’s there, you don’t do anything to bring
it on.

Lead clinician: She had her first baby at thirteen. And if we think “mother instinct,”
she had that baby [the lead clinician provides background on how
Maria became pregnant]. But you can imagine, a little thirteen-
year old. You know, “mother instinct,” I mean, do you have it at
thirteen when they take a baby away from you? I mean. You kind
of imagine.

Trainee 3: I think she was the child, not the parent. She probably just gets
what someone told her. Maternal instinct. Everybody has that. She
has to believe, she has to. Otherwise, what else can happen? Maybe
it was too painful, the conversation was just too painful.

Lead clinician: See, I’m seeing Maria now that we’re talking. It’s almost like a
thirteen-year-old doesn’t even really want to play anymore. Do
you know what I mean?
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In this session, the lead clinician demonstrates the clinical usefulness of practicing
reticence and reflective functioning, two key components of reflective supervision.
By allowing trainees’ impressions to unfold naturally, the lead clinician creates a
sense of safety for the group and promotes a nuanced, developmental understanding
of the situation being discussed. The lead clinician is not in a rush to connect the dots
for the trainees but slowly allows them the space and comfort to freely think out loud.
The lead clinician is careful to remember the particular context of the conversation and
the exact words that were used. By stopping to think for a moment and asking herself,
“What did she say?” the lead clinician models for the other therapists the importance
of being precise and remaining non-judgmental when conveying information about
the families. The lead clinician demonstrates reflective functioning as she monitors
her own memory and speech when recalling the moment she wishes to share with
the group and she gently urges the trainees to do the same.

Furthermore, when Trainee 2 interprets “mother instinct” as “nurturing,” the lead
clinician guides her back to the original term Maria used. Throughout the discussion,
the lead clinician simply reiterates Maria’s reaction in the parent group. By repeating
what Maria said and did, rather than providing her own perspective, the lead clinician
encourages the trainees to delve further into not only what “mother instinct” means,
but also why having a “mother instinct” may be important to this mother.

Toward the end of this segment, the lead clinician provides background informa-
tion about Maria. The timing and use of this background information is important,
because it serves to help the clinicians further understand the particular moment
they are discussing. Using reticence, the lead clinician holds back in sharing Maria’s
history so trainees can express their own impressions first and then pulls the whole
story together with the trainees’ help. As a result, the group draws together a more
sophisticated picture using what they were able to share together to generate a de-
velopmental understanding of how a few words of speech by a mother in the clinical
group may reflect a deeply held state of mind about attachment, in this case “the
mother instinct”. We begin to see how this mother expects she should have some
“mother instinct” which would enable her to play with her child. This vignette illus-
trates a shared motive among parents participating in GABI: to provide their children
with what they themselves did not receive.

Supervision for the Supervisor

Supervisors need emotional containment from their professional peers, to obtain
relief from all of the responsibilities and overwhelming experiences that arise in
supervision inherent parent–child psychotherapy (Yerushalmi 1999). It is essential
for the group leader to have peer supervision, because the leader is responsible for
the well-being of the group members and their children, as well as the trainees
(see Fig. 1). Responsibility for providing a “holding environment” (Winnicott 1965)
for the expressed and unexpressed thoughts, behaviors and feelings of the many
people involved including the parents, children, trainees and clinicians, each with
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different needs requires sensitivity and mechanisms for processing the often affect-
laden interactions. At times in the GABI intervention, there are families with whom
we have significant concerns regarding child welfare. The group leader needs a place
to share clinical concerns and keep a balanced perspective, as the high-risk nature of
the families for which this intervention is designed is demanding.

Conclusion

This particular attachment intervention incorporates the rudiments of Bowlby’s the-
ory on the nature of attachment relationships, as well as important attachment
research findings from developmental psychology, and core elements of child–parent
psychotherapy. The clinical vignettes illustrate the way in which these various threads
come together when delivering the intervention. First and foremost, the treatment
aims to facilitate reflective functioning in the parents, and nearly all aspects of it are
directed toward this end. We see this as vital to therapeutic action. Importantly, it is
the role of the lead clinician to also promote this capacity in the other clinicians who
train in this modality, to create an environment that supports positive change in the
children and parents. The vignettes illustrate how the current context families find
themselves in, as in the case of Max, necessitates a loosening of the usual dictates
of a pre-school setting, such as “sharing is caring” in favor of a more dynamic and
ultimately therapeutic approach, taking into account the individual child’s current
perspective. This involves the clinicians’ ability to reflect on each family’s situation
of living in a shelter and the meaning of this for each family member. In Max’s case,
the conflict over the clump of Play-Doh provided an opportunity to affirm Max’s deep
need for the experience of having something for himself, painful as that awareness
might have been for Max, the sense of being understood and his intentions valued
would surely give him psychological and social strength in the long run. The clinician
stating in a quiet way that he or she appreciates the intentions underlying behavior
is frequently more important appreciation for intentions underlying behavior is fre-
quently more important than simply declaring the conventional value of “sharing is
caring.”

The second vignette provides further guidance in how paying close attention
to the language of our patients may be a vital way to understand what they are
meaning. Most of attachment research is observation and/or narrative based, which
demands paying close attention to discrete behavior or language. There is much a
clinician can learn from the main tenets of attachment-based research about how
close observation of behavior and narrative can provide important windows into the
nature of the patient’s internal world. The lead clinician’s artful display of reticence
and patience, evidenced by not simply jumping to demanding that Max share or
especially in the second case where she held off from disclosing important features
of the mother’s history until they could formulate their own meaning about what this
mother might be feeling and thinking.

These features of the GABI approach are common in many forms of parent–infant
psychotherapy. Apart from child–parent psychotherapy (CPP) which is distinguished
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by having the most rigorous evidence base, other attachment-based intervention are
burgeoning, for example, Circle of Security (Hoffman et al. 2006) Minding the Baby
(Slade et al. 2005) ABC intervention (Dozier et al. 2008) to name but a few. The
variations among these interventions highlight the commitment clinicians working
with parents and children have to an attachment framework and attest to the need to
offer a range of interventions that will serve the wide range of clinical contexts.

It is an exciting time to be involved in parent–infant psychotherapy work as it
seems to have come of age with more emphasis on prevention as well as intervention
and a confluence of ideas concerning how to demonstrate treatment effectiveness.
The need for these interventions is clearly great, if not overwhelming. With the focus
on how to bring about change that moves troubled families training and toward attach-
ment security, and how to put reflective functioning to work in both delivery of the
intervention, we can make a contribution to future generations, one intergenerational
family at a time.
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Implementing Attachment Theory in the
Child Welfare System: Clinical Implications
and Organizational Considerations

Susanne Bennett and Wendy Whiting Blome

Researchers and practitioners alike recognize the value of attachment theory to ex-
plain the relational dynamics, behavioral disorders, and long-range developmental
sequelae of abused and neglected children who are involved in the child welfare sys-
tem. Foster/adoptive families and new child welfare professionals frequently receive
education about attachment as part of their training (Nilsen 2003). Clinicians often
refer to attachment theory in decisions about parent–child relationships and perma-
nency planning and in discussions about behaviors of children who have been abused,
neglected, or removed from their homes (Barth et al. 2005; Berlin et al. 2005; Gau-
thier et al. 2004; Oppenheim and Goldsmith 2007; Redding et al. 2000). Clinicians
use attachment concepts to understand the distress that foster children experience
in the visitation process following removal from biological parents (Haight et al.
2003; McWey and Mullis 2004). Additionally, researchers use attachment measures
to focus on the empirical link between disorganized attachment and the mental health
issues of abused and neglected children (Fish and Chapman 2004; O’Connor and
Zeanah 2003; Walker 2007). Researchers and clinicians together design attachment-
based interventions to enhance the relationship of children with their biological or
foster parents (Ackerman and Dozier 2005; Dozier et al. 2002a, b).Attachment theory
and research is “arguably the most popular theory for explaining parent-child behav-
ior by professionals involved with child welfare systems” (Barth et al. 2005, p. 257).

Nevertheless, the internal and external pressures on child welfare agencies often
impede the implementation of attachment-based programs, despite the theory’s pop-
ularity. To serve vulnerable populations, to compete for grants, and to meet Federal
Performance Improvement Plans, managers and workers within the child welfare
system are investing funds in training and devoting time to implementing practices
determined effective by intervention research. Toward that end, attachment theory
(Bowlby 1969, 1973, 1980, 1988; Cassidy and Shaver 2008) has attracted the at-
tention of administrators interested in intervention research that promotes positive
parent–child relationships and permanency planning. The theory emerged from
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an expansive body of research, and some attachment-based interventions are now
empirically-supported treatments (Cassidy and Shaver 2008). However, translating
attachment research into direct practice in clinical settings has been difficult (Nilsen
2003).

This chapter will explore some of the challenges in implementing in child welfare
agencies the well researched, broadly accepted theoretical and practice base underly-
ing attachment. Following a summary of the numbers of children and families served
by child welfare, the chapter will present an overview of five attachment-based prac-
tice models that hold promise for addressing the needs of the child welfare population.
The chapter will also present an examination of factors that encumber or support the
implementation of attachment-based models in child welfare settings and a discus-
sion of the goals of child welfare services and factors particular to child welfare
organizations. The chapter will conclude with recommendations for practitioners
and organizations in the child welfare field.

The Scope of Child Welfare

A federally mandated service implemented by the states, child welfare is part of
the safety infrastructure of communities. Its mission is to prevent or ameliorate the
abuse, neglect, dependency, and exploitation of children (Busch and Folaron 2005).
While each state writes individual definitions based on standards set in federal law,
the Department of Health and Human Services defines child abuse and neglect as
“any recent act or failure to act on the part of a parent or caretaker which results in
death, serious physical or emotional harm, sexual abuse or exploitation; or an act or
failure to act which presents an imminent risk of serious harm” (U.S. Department
of Health and Human Services (USDHHS) Administration for Children and Fam-
ilies, Administration on Children, Youth and Families, Children’s Bureau 2010, p.
vii). The four types of maltreatment—neglect, physical abuse, psychological abuse,
and sexual abuse—can occur separately but often take place simultaneously. All
forms of maltreatment have serious implications for a child’s attachment patterns
and emotional development (Baer and Martinez 2006; Strijker et al. 2008).

The National Child Abuse and Neglect Data System (NCANDS) collects data on
child abuse and neglect rates from the states, while the Adoption and Foster Care
Analysis and Reporting System (AFCARS) reports foster care and adoption data. In
fiscal year 2009, hotline workers received an estimated 3.3 million allegations of child
maltreatment, representing over 6 million children. State child protective service
agencies accepted approximately 62 % of these referrals for a response (USDHHS
2010), and investigations determined that 78.3 % of children suffered neglect, 17. 8%
experienced physical abuse, 9.5 % were subjected to sexual abuse, and 7.6 % faced
psychological maltreatment (USDHHS 2010). (Children can suffer from multiple
types of maltreatment; therefore, the percentages add up to more than 100 %.) Among
victims of child abuse and neglect, 48.2 % were girls and 51.1 % were boys (less than
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1 % gender unrecorded). Of the victims, 87 % were among three races or ethnicities—
White (44 %), African–American (22.3 %), and Hispanic (20.7 %) (USDHHS 2010).
Particularly children from birth to age one who are vulnerable to abuse and neglect,
had the highest rate of victimization at 20.6 per 1,000 (USDHHS 2010). This has
implications because the foundation of attachment develops in the first years of life
(Cassidy 2008; Marvin and Britner 2008). Further, longitudinal research on high-
risk populations confirms that attachments in infancy have predictive value for future
functioning (Weinfield et al. 2008).

Although most children remain in their homes with supportive services to ensure
safety, in 2009 child welfare workers placed one-fifth (20.8 %) of child victims
in foster care following an investigation (USDHHS 2010). As of September 30,
2009, there were 423,773 children in foster care in the United States, and the median
length of stay was 15.4 months (AFCARS 2010). When in foster care for an extended
period or in multiple substitute care placements, the child experiences a greater risk
for attachment disorders (Dozier and Rutter 2008; Putnam 2005; Strijker et al. 2008).

In 2009, a majority (51 %) of children placed in substitute care returned to their
families or exited care to live with relatives (8 %), but workers placed 20 % of
children exiting foster care in adoptive homes (AFCARS 2010). Adoption is the goal
of choice for children not able to return to their families or to live in an appropriate
kinship placement; however, it may present an additional attachment complication
for many children (Deklyen and Greenberg 2008; Dozier and Rutter 2008). As of
September 30, 2009, there were 114,556 children in the US child welfare system
waiting for adoption. During 2009, public child welfare agencies assisted in the
adoption of 57,466 US children, and the majority of children waiting for an adoptive
placement had been in care for more than 2 years (AFCARS 2010). Children waiting
for an adoptive placement were of median age 4.1 when they were removed and
placed in foster care, and the waiting children were of median age 7.5 (AFCARS
2010). These figures are significant because the age of the child at adoption and
the length of time a child is in out-of-home care create risk factors for attachment
disorders (Deklyen and Greenberg 2008; Dozier and Rutter 2008; Putnam 2005). The
following section reviews the implications of these statistics on attachment patterns
for children affected by abuse and neglect.

Attachment Implications for Abused and Neglected Children

There is the potential for a concerning developmental trajectory for maltreated chil-
dren served by the child welfare system. Children who experience abuse, neglect,
and multiple foster care placements often struggle to attach to new caregivers (Dozier
and Rutter 2008; Strijker et al. 2008), are at risk for developing insecure or disor-
ganized/disoriented attachment behavior (Baer and Martinez2006; Lyons-Ruth and
Jacobvitz 2008; Main and Solomon 1990; Putnam 2005), and experience symptoms
of psychopathology, particularly when they have an accumulation of risk factors (Put-
nam 2005). According to Putnam (2005), “a range of adult psychiatric conditions are
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clinically associated with child abuse” (p. 86), including major depression, border-
line personality disorder, bulimia, substance abuse disorders, dissociative disorders,
and Post-Traumatic Stress Disorder. As a foundation for discussing attachment-
based interventions and their implementation, the following describes the risks for
attachment disorders among abused and neglected children.

Disorganized/Disoriented Attachment

A large body of empirical research validates an association between child mal-
treatment and disorganized attachment (Baer and Martinez 2006; Lyons-Ruth
and Jacobvitz 2008; van IJzendoorn et al. 1999; Webster et al. 2009). Disorga-
nized/disoriented attachment is generally the outcome of “extreme circumstances,”
such as “the absence of an attachment relationship (usually due to institutional
rearing), severe abuse or neglect, or traumatic disruption or loss of an attachment
relationship” (Deklyen and Greenberg, 2008 p. 681). Based on empirical research,
Main and Solomon (1990) originally distinguished disorganized/disoriented attach-
ment from the two forms of insecure attachment (avoidant and ambivalent/resistant)
and from secure attachment. Child attachment classifications emerged from obser-
vations and assessment of the child’s behavioral response to separation and reunion
in the Strange Situation Procedure, Ainsworth’s well-validated tool for measuring
attachment (Ainsworth et al. 1978). When parents reappeared after separations in the
Strange Situation, the behaviors of some children were incoherent, confused, and
seeming to lack observable goals or intentions. The children froze and showed signs
of incomplete, interrupted movement, plus odd, misdirected, and disorganized be-
haviors. Main and Solomon (1990) proposed that these children failed to develop an
organized strategy for self-regulation of their emotions during times of distress. They
gave contradictory, yet simultaneous signals of approach and avoidance when in the
presence of the parent and demonstrated their fright without a means of resolving
their apprehension.

Using the Strange Situation Procedure (Ainsworth et al. 1978), a recent com-
parative study of two high-risk, ethnically diverse groups of preschoolers showed
that maltreated children had lower rates of attachment security and higher rates of
disorganized attachment compared to nonmaltreated children (Stronach et al. 2011).
In two other studies, 82 % and 90 % of maltreated children had attachment sys-
tems that were disorganized (Lyons-Ruth and Jacobvitz 2008). Nevertheless, not
all maltreated children have disorganized/disoriented attachments and may instead
demonstrate behaviors that are insecure or even secure.

Main and Solomon’s (1990) empirical classification of disorganized/disoriented
attachment differs from the clinical classification of Reactive Attachment Disor-
der (RAD) in the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV;
American Psychiatric Association 1994), which primarily describes symptomatol-
ogy. Expanding the empirical and clinical descriptions of disorganized attachment,
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the classification system of Zeanah and Boris (2000) gives more attention to the con-
text of disorganized behavior. They delineate three types of disordered attachment
in early childhood: (1) “nonattachment,” in which the child has no discriminated at-
tachment figure, most common among children who have been institutionalized; (2)
“disordered attachment,” in which a child has selective attachment with disturbed
behavior, such as self-harm or role reversal; and (3) “disruption of attachments,”
in which children demonstrate strong grief reactions due to disruptions in their at-
tachment with a primary attachment figure (Deklyen and Greenberg 2008). These
contextual distinctions are particularly important when considering the origins of
attachment behaviors of abused, neglected, institutionalized, and foster children in
child welfare. However, Deklyen and Greenberg (2008) state that “much more re-
search is needed, particularly with respect to children in the child protective system,
to clarify the forms that attachment disorders are likely to take and to inform the
design of more effective interventions” (p. 654).

The Child–Parent Relationship

The quality of the relationship between the attachment figure and child establishes
the foundation for the developing child’s sense of security. Weinfield et al. (2008)
point out, “Individual differences in these attachment relationships reflect differ-
ences in the history of care . . . these patterns of interaction, rather than individual
behaviors, reveal the underlying character of the relationship” (pp. 78–79). Chil-
dren who have a secure history of interaction with their parents are able to turn to
them for reassurance, even when parental behavior has been threatening. In contrast,
distressed children develop insecure attachment when parents are repeatedly indiffer-
ent (leading to avoidant attachment) or inconsistent (leading to ambivalent/resistant
attachment)—patterns considered adaptive, though not optimal. Severely maltreated
children, however, develop “breakdowns in the organization of attachment behav-
ior, or . . . reflect striking episodes of disorientation” (Weinfield et al. 2008, p. 81)
because they have had repeated interactions with caregivers whose own behaviors
reflect disorientation, often due to their unresolved loss or trauma.

Abusive caregivers are frightening to children, especially infants. When the child
feels frightened, yet has no place to turn for comfort, the dynamic disorganizes
the child’s attachment system. Van IJzendoorn and Bakermans-Kranenburg (2003)
described the phenomenon:

The best example of a disorganized attachment is the relationship between the abused child
and the abusive parent. The abusive parent fulfills two incompatible roles. On the one hand, he
or she is the child’s attachment figure and the only potential source of safety in an uncharted
threatening world. On the other hand, the abusive parent is the stressor who can suddenly
and unexpectedly threaten the child with physical or psychological violence. The child is
placed in an irresolvable paradoxical situation in which the only possible base from which
to explore the world is at the same time the source of unpredictable abusive threat. (p. 314)
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Long-Range Outcomes

Unfortunately, longitudinal studies show serious adverse outcomes for infants and
young children with insecure and disorganized attachment as they develop into later
childhood and adulthood (Bernard et al. in press; Weinfield et al. 2008). Disorganized
attachment in infancy significantly predicts dissociative symptoms in adolescence
and young adulthood (Lyons-Ruth et al. 2006; Ogowa et al. 1997) and places children
at higher risk for dysfunctional externalizing behaviors (Lyons-Ruth et al. 1997).
Numerous studies show correlations between disorganization in infancy and con-
trolling/disorganized behavior in preschool and elementary school, affecting peer
relationships and parent–child interactions (see Lyons-Ruth and Jacobvitz 2008).
Two longitudinal studies have followed infants to young adulthood, allowing compar-
isons of attachment classifications between the infant Strange Situation (Ainsworth
et al. 1978) and the Adult Attachment Interview (AAI) (George et al. 1984). One
study found that 86 % of disorganized infants were more likely than secure infants
to be classified as insecure on the AAI at age 19 (Main et al. 2005). Similarly, disor-
ganized infants were more likely to be classified as unresolved on the AAI at age 26
(Sroufe et al. 2005).

There is additional evidence that children with insecure or disorganized attach-
ment show elevated levels of the stress hormone cortisol, compared to securely
attached children (Lyons-Ruth and Jacobvitz 2008), which “can cause long-term
damage to certain brain regions” (Putnam 2005, p. 88). Neuroimaging research on
the effect of trauma on children and adolescents has found that persons diagnosed
with post-traumatic stress disorder (PTSD) had smaller brains due to atrophy, espe-
cially in the corpus callosum, the area of the brain that connects the two hemispheres
(Putnam 2005). Findings indicate that brain atrophy and the degree and duration of
the abuse are positively correlated. This is a particularly significant finding because
antisocial behaviors are associated with abnormalities in the corpus callosum (Put-
nam 2005). In sum, children who develop disorganized attachment in response to
their abuse and neglect appear to be at high risk for brain damage, physiological
dysregulation, and consequent psychopathology.

In response to the serious developmental sequelae of child abuse and neglect,
Putnam (2005) says, “Our recognition of the profound and often lifelong effects of
early environmental stressors dictates that we develop programs at the public health
scale to prevent these experiences from occurring to infants and children” (p. 93).
Others share his view as evidenced by the attachment researchers who have turned
their attention to the development of clinical interventions designed to prevent child
abuse, treat traumatized children, and promote healthy parenting. The following
discussion summarizes five programs that professionals have created and empirically
evaluated in recent years.
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Attachment-based Treatment with Child Welfare
Involved Families

The creation, implementation, and testing of treatment models for children and adults
with attachment insecurity has become a major focus of attachment researchers over
the past 20 years (Berlin 2005; Cassidy and Shaver 2008). A small, but growing,
number of interventions are labeled as “evidence-based” or “promising” for use with
traumatized children and their families, based on the number and level of empirical
research studies that have demonstrated the effectiveness of the intervention (Igelman
et al. 2008, p. 37). Evidence based practice (EBP), which originated in the field of
medicine, refers to the process of “. . . integrating individual clinical expertise with
the best available external clinical evidence from systematic research” (Sackett et al.
1996, p. 71). In the field of child welfare the concept of EBP, in contrast to a process,
refers to a practice model or intervention empirically linked to positive change among
clients (Luongo 2007).

Researchers tested some of the models discussed in this chapter with children and
families affiliated with the child welfare system, yet few interventions specifically
address the needs of foster children, and public child welfare agencies have not
fully implemented these approaches. The following is a brief review of models
recommended by the National Child Traumatic Stress Network (NCTSN 2011) or by
scholars who focus on interventions for traumatized children and families associated
with child welfare (Berlin et al. 2008; Dozier and Rutter 2008; Igelman et al. 2008).
Although not an exhaustive review of all current interventions, these five models
represent creative approaches that hold promise for children and families referred to
child welfare agencies.

Attachment and Biobehavioral Catch-up

Attachment and Biobehavioral Catch-up (ABC) is a well-known, attachment-based
intervention (Dozier et al. 2005, 2006, 2009), originally designed for foster parents
and the infants and toddlers for whom they provide care, with the goal of “guiding
parents to help their children regulate emotions, respond effectively to the children’s
distress, and understand the children’s signals” (Dozier and Rutter 2008, p. 712). This
program consists of ten weekly one-hour home visits by master’s level social work-
ers trained to help foster parents provide nonthreatening nurturing. In this program,
foster parents learn to follow the lead of the child, to place the child’s needs over their
own non-nurturing instincts, and to recognize how their personal histories sometimes
interfere with the special challenges many foster children have in regulating nega-
tive emotions (Berlin et al. 2008). Foster parents essentially “learn to re-interpret
children’s alienating behaviors” (Dozier et al. 2009, p. 327). In preliminary findings,
foster parents who received the training reported fewer behavioral problems for older
foster children, and a majority of the children had lower levels of the stress hormone,
cortisol, following intervention (Dozier et al. 2006). Comparative evaluations found
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that children whose foster parents received the ABC intervention were considerably
less avoidant in their attachment than those who received an educational intervention
(Dozier et al. 2009).

Researchers have modified ABC for use with birth parents and continue to test
the manualized intervention in randomized trials. Dozier et al. (2005) have reported,
“birth parents embraced the intervention enthusiastically” because they learned ways
“to override their own propensities to be rejecting of their children” (p. 190). In a
recent study of 120 biological parents involved with CPS in a large, urban, mid-
Atlantic city, outcomes support the efficacy of the ABC intervention (Bernard et al.
2012). Prior to intervention, the researchers assessed the attachment patterns of the
children with the Strange Situation Procedure (Ainsworth et al. 1978) and then ran-
domly assigned birth parents to the intervention and control groups. Compared to
children whose birth parents received the control intervention focused on parent ed-
ucation and children’s cognitive and linguistic development, children whose parents
received the ABC intervention had significantly higher rates of attachment security
(52 % compared to 33 %) and lower rates of attachment disorganization (32 % com-
pared to 57 %) after the treatment. Reportedly, this study’s results suggest that ABC
“is effective in promoting organized and secure attachment outcomes among a group
of young children who are at risk for neglect,” yet “more nuanced questions of how
and for whom the intervention works remain to be addressed” (Bernard et al. 2012).
Nevertheless, the ABC intervention is significant because it is a short-term treatment
model with both foster parents and birth parents involved in the public child welfare
system.

Circle of Security

Another treatment model that has gained attention in child welfare is Circle of Se-
curity (COS), a 20-week group intervention based on attachment theory and object
relations (Cooper et al. 2005; Marvin et al. 2002; Marvin and Whelan 2003). Re-
searchers originally implemented COS with birth parents of toddlers recruited from
Head Start and Early Head Start. According to the protocol, a parent interview and
a videotaped Strange Situation (Ainsworth et al. 1978) yield the parent and child
assessment prior to the first parent group. During the group process, parents learn
to read their child’s attachment cues and miscues by viewing edited video clips
of their own attachment–caregiving interactions observed in the Strange Situation
(Ainsworth et al. 1978) and by watching the edited tapes of other parents. In an initial
pre-post study of the manualized COS training, 80 % of the children were insecure
prior to the intervention. After the intervention, 46 % were insecure and 54 % were
secure (Berlin et al. 2008). To date, researchers have not tested the efficacy of the
COS model with a randomized control group, but it is one of the few attachment-
based interventions implemented by social workers in a public child welfare agency
(Blome et al. 2010; Page and Cain 2009). In addition, it is in use as a dyadic interven-
tion and has been an auxiliary treatment in a number of parent–infant intervention
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programs related to jail diversion (Berlin et al. 2008). Whether in a group or dyadic
intervention format, the video-feedback in COS offers parents the opportunity to
reflect more easily on their interactions and to see a video demonstration of their
child’s attachment needs.

Child–Parent Psychotherapy

In contrast to the previous brief treatment models, Child–Parent Psychotherapy (CPP)
offers a 50-session model of treatment based on attachment, psychodynamic, devel-
opmental, cognitive, behavioral, and trauma theories (Lieberman and Van Horn
2008; Lieberman et al. 2005; Lieberman 2003, 2004). It focuses on how domes-
tic violence affects the parent–child relationship. Recommended by NCTSN (2011)
as a promising evidence based intervention, this dyadic treatment is reminiscent of
Selma Fraiberg’s classic work with mothers and young infants (Fraiberg 1980). Like
Fraiberg’s (1980) psychoanalytic approach, CPP helps parents address “old ‘ghosts’
that have invaded the nursery” (p. 61) and are negatively influencing present-day
parenting. Lieberman et al. (2005) state that CPP is based on the premise that “the
attachment system is the main organizer of children’s responses to danger and safety
in the first years of life,” and “early mental health problems should be addressed in
the context of the child’s primary attachment relationships” (p. 1241). Following a
manualized treatment protocol, the weekly joint child–parent CPP sessions, inter-
spersed with individual parent sessions as needed, help the parent and child create
a narrative about the traumatic events in their lives. The treatment “focuses on im-
proving the quality of the child-mother relationship and engages the mother as the
child’s ally in coping with the trauma” (Lieberman et al. 2005, p. 1243). Graduate
level practitioners trained in the CPP protocol implement the approach as a home or
office based intervention (Berlin et al. 2008).

One of the benefits of CPP is that professionals have effectively used the approach
with a wide range of ethnic/racial groups, including Latino and African–American
families, as well as recent immigrants in urban settings. Findings from randomized
trials support the model’s efficacy with trauma-exposed at-risk children (Cicchetti
et al. 2006; Lieberman et al. 2005; Weiner et al. 2009). It is one of the treatments of
choice of the national team of consultants from Zero to Three: National Center for
Infants, Toddlers, and Families, who work with the judicial system, CPS, and mental
health on behalf of young children. A creator of CPP and weekly consultant to CPS
in San Francisco’s public child welfare system, Lieberman states that the model “. . .
is an excellent treatment approach for infants and young children in foster care”
(personal communication, July 10, 2011). She reports, “. . . approximately 40 % of
the families receiving CPP in our program are either referred by CPS or involved in
the dependency system” (personal communication, July 10, 2011).
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Minding the Baby

Of similar length to CPP, Minding the Baby (MTB) is a long-term home visiting pro-
gram designed for high-risk, first time mothers (Slade 2006; Slade et al. 2005). The
interveners in the pilot study—dyads of clinical social workers and pediatric nurse-
practitioners—visit the mother weekly beginning in the third trimester of pregnancy
and biweekly throughout the first year of the infant’s life. In this model, the dyad
aims to provide a secure base for the mother. In the pilot test, 36 % of the moth-
ers had experienced abuse as children and 55 % had a history of depression (Slade
et al. 2005). Notably, these are similar demographic characteristics of families affil-
iated with child welfare. This intervention aims to increase the mother’s reflective
functioning, that is, to increase her capacity to be attuned to the mind of the baby. Pre-
liminary analysis of the intervention’s outcome suggested that the mother’s reflective
functioning increased significantly over the course of the baby’s first 18 months, and
76 % of the infants were secure at 12 months (Berlin et al. 2008). Significantly, the
child welfare agency received no reports of abuse or neglect on behalf of the children
participating in the study. According to Slade, “. . . we are not an intervention geared
in any direct way toward families with [child welfare] involvement, although we are,
of course, touched by the system in many ways” (personal communication, April 10,
2011). Slade et al. (2005) recommend their approach for parents with “significant
psychiatric and trauma history” because these parents “are the ones who most need
and are most likely to benefit from the kind of intensive, integrated intervention MTB
has to offer” (p. 172).

Chances for Children

Chances for Children (Mayers et al. 2008), a school-based project initiated in the
New York City public schools, addresses the needs of another population served by
child welfare agencies—teen mothers. With on-site daycare facilities for children
whose adolescent mothers are students, this intervention takes a multi-dimensional
approach through the provision of parent therapy, child play therapy, parent–child
therapy, parent groups, and support from daycare staff. The theories of Fraiberg
(1980), Lieberman and Pawl (1993), and Fonagy and Gyorgy (2002) informed the
treatment model, as well as the parent–child interaction focus of Beebe (2003) and
McDonough (2000). Although the intervention is “primarily a clinical program, not
a research program” (Mayers et al. 2008, p. 326), outcome measures suggest that it
improved the responsiveness and affective attunement of the mothers to their children
and increased the interest of children in their mothers. Publications about the program
do not specify how many of these teens were receiving services from the public child
welfare system in New York while they participated in Chances for Children.
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Program Highlights

In these five models, attuned practitioners strive to establish a secure base for parents
to explore and reflect on their relationships with their children. Using home visits,
in-school visits, or group process, these models aim to increase parental sensitivity
and reflective functioning. Specifically, they seek to increase the parent’s capacity
to understand how the child is viewing him/herself and others. Through interactions
with the practitioners, parents begin to understand their children’s attachment needs.
This process then enables the parent to address unresolved conflicts and meet the
needs of his/her child. Through empathic connections, parents receive training to
understand the child’s attachment cues, which give clarification about the child’s
underlying emotional needs. It is important to underscore that these five models
are comprehensive, multi-theoretical, and require skilled professionals trained in the
treatment protocol to intervene with families. With the exception of ABC, the models
are neither specifically for child welfare families nor are they an exhaustive summary
of all attachment-based interventions for children and families. Potentially, these five
creative approaches can meet the kinds of needs that are present in families involved
with the child welfare system.

Child Welfare Services

Although the attachment-based treatment models discussed seem appropriate for
children and families serviced by child welfare, there are federal policies and or-
ganizational issues that may impede their implementation. One major challenge to
implementation is that the mission of child welfare is different from the focus of
such comprehensive attachment-based interventions.

The Adoption and Safe Families Act of 1997—P.L. 105-89 (ASFA)—established
child safety as the first concern guiding all child welfare services. Although the
law asserts the right of children to the essentials needed for healthy development,
including a sense of belonging, continuity of care, nurturing relationships, and access
to opportunities (Lutz 2003), protection from abuse and neglect remains its primary
focus. In addition to safety, the law mandates that child welfare agencies ensure
permanency and stability in the child’s living arrangements and preserve family
relationships and connections. Legislation, beginning with the Adoption Assistance
and Child WelfareAct of 1980—P.L. 96-272, puts the focus on preventing placement,
through family centered practice and establishing permanency for children (Lutz
2003).

To achieve permanency, child welfare agency staff must determine if the child
can remain in the home, with services as necessary, or if safety concerns require
placement in foster care with relatives or unrelated adults. While workers receive
training to discern clues about the parent–child relationship—for example, the child’s
reaction to the parent and the parent’s sensitivity to the child’s emotional needs—
physical safety is often the most visible factor noted during an investigation. In other
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words, though abuse and neglect affects the parent–child attachment relationship
(Baer and Martinez 2006), enhancing attachment is not the primary concern in the
investigation and immediate provision of services. Safety, permanency, and well-
being are the primary federally mandated goals for the child welfare system.

Permanency Planning

To meet these goals, caseworkers establish a permanency plan, which should include
an assessment of the attachment of the child and parent. The child welfare worker
must conduct the analysis on an ongoing basis by staying in regular contact with
the child and the family. The organizational structure of child welfare, however,
may thwart the ability of workers to spend time with families and understand the
intricacies of the parent–child relationship. In child welfare systems, caseloads are
often large, with one survey indicating that only 11 % of foster care caseloads meet
the Child Welfare League of America national standards (Children’s Defense Fund
and Children’s Rights 2007). Additionally, child welfare workers stay on the job an
average of less than 2 years, and 90 % of states report difficulty hiring and retaining
qualified staff (Children’s Defense Fund and Children’s Rights 2007). Staff with
social work degrees are most likely to continue working in child welfare and to
achieve permanency outcomes in the least time (Barbee 2005; Ellett et al. 2009;
Jones 2002, Jones and Okamura 2000), yet “less than 30 % of child welfare workers
have professional social work degrees (BSW or MSW)” (Social Work Policy Institute
2011, para. 4).

This job instability is critical because worker constancy can make a functional
difference for children and families. A seminal study of child outcomes found that
children who had experienced one worker achieved permanency in 74.5 % of the
cases; two workers dropped the permanency rate to 17.5 %, and with a succession of
three workers, the permanence rate was a mere 5.2 % (Flower et al. 2005). Further
research associated caseworker turnover with an increased number of placements,
longer stays in foster care, and fewer services offered to families (Children’s Defense
Fund and Children’s Rights 2007). These troubling statistics have implications for the
application of attachment-informed practices within public child welfare agencies.
Without continuity of professionally educated workers, it is difficult to establish the
level of connection with parents and children needed to assess and enhance attach-
ment security. With increased frequency of placements—complicated by high staff
turnover—children are at greater risk for disordered attachments (Strijker et al. 2008).

Parent–Child Visitation

Parent–child visitation is among the most important services when children are
in substitute care. Research findings strongly link frequent visiting by parent(s)
with permanency outcomes for children. In a study of state policies, the suggested
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visitation schedule for children and parents ranged from daily to monthly (Hess
2003b). Yet Kuehnle and Ellis (2002) ask:

Because physical proximity is the key goal of the attachment system for infants and toddlers,
and availability is the goal for other children, how could children of any age possibly maintain
an affectional or attachment bond with a parent he or she visits every 30 days? (p. 69)

Although family visiting is a core reunification service, planning and implementing
visits is time-consuming and limited agency resources may undermine the success of
the service (National Resource Center for Family Centered Practice and Permanency
Planning 2008). A Georgia study found that only 12.7 % of mothers and 5.6 % of
fathers visited with children in care at least once every 2 weeks during an 18-month
period (Hess 2003a). Infrequent visits, influenced by scarce agency resources, further
affect the parent–child attachment. Hess (1987) astutely observed:

Each visit of a child in placement with his or her parent begins with a reunion and ends with
another separation, a separation that, in most cases, continues until the reunion that begins
the next visit. It can be expected that parent-child attachment and the reactions to reunion
and separation shape the interactions during each visit, as well as interactions over time.
(p. 30)

In sum, the policy framework of child welfare services, the educational level and
high turnover of staff, and the enormity of the workload test the capacities of child
welfare agencies to protect and serve all children and families at risk of abuse and
neglect. In addition, the nature of parent–child visitation for children in foster care
complicates, rather than enhances, parent–child attachments. Furthermore, the deci-
sions that child welfare workers make exist within an organizational structure subject
to internal and external pressures that compound the implementation of attachment-
based initiatives. The following explores these organizational complexities and their
link to the implementation of intervention models.

Organizational Issues

Large, public agencies and their private, subcontractor partners carry out services to
families at risk of child abuse and neglect. Of particular relevance to the discussion
of implementing attachment-based programs is the reality that “the bureaucratic
structure of public child welfare rewards more routinization and centralization, yet
simultaneously seeks to fulfill missions through technologies that encourage greater
worker discretion” (Yoo et al. 2007, p. 64). Consistency of practice is necessary in
an organization that must monitor activities for federal and state reviewers, yet the
problems brought by children and families engaged in the child welfare system call
for sound worker judgment and flexibility. To provide consistency and best meet
the needs of protecting vulnerable children from abuse and neglect, evidence based
practice has become “the buzzword in child welfare today” (Blome and Steib 2004,
p. 611).
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Internal and External Influences on Implementation
of Evidence-based Practice

Internal Factors

Despite the current emphasis on EBP, Blome and Steib (2004) point out that there is no
uniform path to meet desired outcomes in child welfare. They report: “Unfortunately,
no one evidence based program leads to faster reunification, more stable placements,
or higher rates of recovery from addiction. Many programs and practices may affect
these outcomes depending on a myriad of organizational and staffing issues” (Blome
and Steib 2004, p. 611). The transition to an evidence based approach to structuring
services is a cultural shift, albeit one that is seen as inevitable by administrators in
the field (Jack et al. 2010; Luongo 2007). Diffusion of an evidence based practice
assumes, first, that the agency has knowledge of and access to empirically supported
approaches and, second, that the agency has the ability and willingness to adopt the
change (Rogers 2002).

Organizational culture and climate are two internal factors that influence attitudes
towards the adoption of an innovative EBP model (Aarons and Sawitzky 2006). Or-
ganizational culture is the organization norms and expectations regarding how people
behave and accomplish tasks within an agency (Glisson and James 2002). This in-
cludes the mission, goals, values, norms, leadership, communication flow, policies,
and practices that shape all program activities (Luongo 2007) and the common history
and experiences of the organization as a whole (Bryan et al. 2007). Organizational
culture has many layers, with shared behavioral expectations in the outer, conscious
layer and values and assumptions making up the inner, less conscious layer that
members of an organization may not fully recognize (Rousseau 1990). For example,
an agency may acknowledge the importance of attachment principles in family as-
sessment, but not provide the supervision or training necessary to allow the practice
to become part of the organizational way of working. On a conscious level, staff
may receive encouragement to apply attachment principles in their work with chil-
dren, but on a less conscious organizational level, supervisors or managers may not
support the intervention. Both levels create a culture within a child welfare agency.
Contrasting with organizational culture, organizational climate reflects the percep-
tions of individual workers of the psychological impact of the work environment on
their wellbeing (Glisson 2002; Glisson and James 2002). In a study of organizational
culture and attitudes toward EBP, researchers found that culture precedes and affects
climate, therefore actions to improve organizational culture may lead to improve-
ments in climate (Aarons and Sawitzky 2006). For example, if the organizational
culture functionally supports implementation of an attachment-based intervention
and workers can see substantive gains in the relationships of the parents and children
they serve, the assessment of staff about the cost of the work on their wellbeing may
improve.
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Leadership is key to a positive organizational culture (Glisson 1989) and may
be especially important to the implementation of the multi-dimensional attachment-
based programs like the five models previously discussed. Transactional leadership
builds on exchanges that occur between the leader and the follower in which the
leader rewards the follower for meeting specific performance criteria (Aarons 2006).
Because child welfare is a highly regulated endeavor, transactional leadership, with
the focus on measureable goals and established benchmarks, is an expected approach.
Transformational leadership that inspires staff and increases their intrinsic motivation
through understanding the goals of the leader provides the greatest relationship with
positive results (Aarons 2006). Paired together, transactional leadership and trans-
formational leadership can promote a culture of enthusiasm, openness, and trust. For
example, implementing a complex attachment-based approach requires sustained
interest by managers and supervisors, as well as consistent tracking of the fidelity
of the intervention. Teaming the transactional and transformational approaches is
necessary to move an intervention from a pilot to an institutionalized approach to
practice.

Leadership also occurs at the supervisory level, and in child welfare, supervisors
may be responsible for maintaining consistent attention to practice fidelity. They
are central to the successful implementation of new programs. For example, the
implementation of the COS intervention in a public child welfare agency demon-
strated supervisory commitment to an EBP approach (Blome et al. 2010; Page and
Cain 2009). Timothy Page, the social work researcher who studied COS, stated
that one mid-level supervisor was so impressed with COS—especially the model’s
emphasis “on strengthening parents’ capacities for empathic responsiveness to their
children”—that she “became the chief advocate for crossing the divide between
appreciation of the program as good theory and application of the program in the
agency service environment” (Blome et al. 2010 p. 437). She preferred the COS
method of having parents observe their children via videotape, which she viewed as
more effective than the common didactic methods of many parenting classes.

External Factors

Leaders championing organizational change must constantly assess the external
forces that may assist or impede the change initiative (Fernandez and Rainey 2006).
As child welfare is a highly politicized and scrutinized field (Blome and Steib
2007), the planning and implementation of change frequently occurs in full view
of both supporters and detractors. The workers and managers in child welfare op-
erate in a fishbowl of public inquiry. Media outlets may portray tragedies as the
result of faulty decision-making or caseworker error (Smith and Donovan 2003).
The decision-making environment is often reactive and crisis driven, resulting in the
hasty development of policies and practices to address current, sometimes tragic,
events (Jack et al. 2010). Additionally, an external political crisis may undermine an
attachment-based program in the process of implementation.
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Organizational change does not occur through a one-time staff orientation or
a series of emails. “With each strategic change the organization decides to make
comes an inherent risk, and that risk must be weighed against the potential return”
(Allawi et al. 1991, p. 39). Yet, political trends may influence potential return. For
example, some theorists point out that long-standing public organizations, like child
welfare systems, may be in the stage of development where conservers take control
of the organization and the pace of change decelerates (Fernandez and Pitts 2006).
Other theorists find that public organizations change regularly due to frequent shifts
in the political environment—a significant risk factor for the implementation and
sustainability of a complex treatment program. As public system observers have
noted, “. . . constant change makes it difficult to implement and sustain long-term
change in the public sector” (Fernandez and Pitts 2006, p. 4).

Economic considerations also influence change. Fernandez and Pitts’(2006) study
of the conditions under which public managers pursue organizational change revealed
two findings that relate to readiness for change. Public managers with more financial
resources at their disposal are more likely to favor change in their organizations, and
the more a manager interacts with relevant actors in the external environment, the
more likely the manager will have a positive attitude to change. Such findings are
relevant for academic researchers who evaluate attachment-based models of inter-
vention within child welfare agencies. If researchers actively develop professional
relationships with child welfare managers and if the agency receives financial re-
sources through grants, the organization may be more open to implementing new
interventions.

The ability of an organization “. . . to recognize the value of new, external infor-
mation, assimilate it, and apply it . . . is critical to its innovative capabilities” (Cohen
and Levinthal 1990, p. 128). Prior knowledge of a related area may facilitate assim-
ilation of new knowledge. For example, in social work programs, the curriculum
includes theory courses on human growth and development and, in many schools,
courses on attachment. The extent to which child welfare agencies have staff with this
foundational knowledge may enhance the implementation of an attachment-based
program. Similarly, the level to which individuals are familiar with research terms
and processes may influence their openness to implementing empirically informed
practices. Jack et al. (2010) found that decision makers were more likely to use
research evidence if they had research courses during graduate school, had work
experience outside of child welfare, had access to databases which compile research
findings, and possessed critical appraisal skills and a personal dedication to inquiry.

In addition to the knowledge of individual staff members, an organizations’
absorptive capacity depends on the transfer of knowledge across and among sub-
units of the agency (Cohen and Levinthal 1990). In child welfare, implementing
an attachment-based program would require an appreciation of family connec-
tions, beginning with intake and assessment and continuing through placement and
reunification decisions. Involving the continuum of service divisions within the or-
ganization requires a focused communication strategy that is consistent, integrated,
and thorough to assure fidelity of implementation of the empirically based program.
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Steps and Stages of Organizational Change

Preparing organizations for change involves a series of interconnected steps. While
agencies may successfully adopt simple innovations without difficulty, attachment-
based treatment models are complicated. Pertinent to the implementation of the
programs discussed in this chapter, Simpson (2009) suggests that “as innovations
and new procedures become more complex and comprehensive, . . . the process of
change becomes progressively more challenging—especially in settings where staff
communication, cohesion, trust, and tolerance for change are lacking” (p. 543). For
these reasons, it is critical to plan and prepare for implementation and “to identify
and address organizational deficiencies before facing decisions about innovations”
(p. 543).

Various theorists have outlined steps in the organizational change process
(Fernandez and Rainey 2006), such as the five stages of exploration, program instal-
lation, initial implementation, full operation, and sustainability (Fixen et al. 2005).
The first stage, exploration, assesses the potential match between community re-
quirements, evidence based practices and programs, and community resources in
order to decide whether to proceed. Stakeholders exchange information to identify
the need for an intervention, to assess the fit between the intervention program and
community needs, and to prepare the staff and resources by mobilizing information
and support (Fixen et al. 2005). The process of convincing individuals of the need
for a change—such as the usefulness of implementing ABC into foster care training
or referring children and parents to therapists trained in CPP—begins with a com-
pelling vision for the new way of operating (Fernandez and Rainey 2006). “The most
elegant and sophisticated of new practices will not be implemented if they are not
embraced by potential users” (Kimberly and Cook 2008, p. 12).

Program installation, the second stage, is a set of activities in which administrators
establish structural supports necessary to initiate the program. The agency hires or
realigns staff to meet the qualifications required by the program and secures resources
and technology, as needed. Initial implementation, the third stage, can be challenging
as the compelling forces of fear, inertia, and investment in the status quo (Fixen et al.
2005) test confidence in the decision to adopt a program. Some initiatives fail at this
point, the victim of internal and external influences. In part, the lack of success may
stem from insufficient attention to the individual level of adoption, because personal
innovativeness, attitudes towards the innovation, and peer usage affect the outcome
(Frambach and Schillewaert 2002). The challenge to managerial leaders is to build
internal support for change and reduce resistance through full participation in the
change process (Fernandez and Rainey 2006). Fourth, full operation occurs when
the agency gives the message that the innovation is the accepted way of business.
It is no longer the new program within the organization. Currently, some child
welfare agencies are pilot testing attachment-based approaches, such as ABC and
CPP, but no known agency has moved into the organizational phase of full operation.
The last stage, sustainability, occurs when the innovation survives the departure of
well-trained staff, adjustments to funding streams, and changes in the political and
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social environment (Fixen et al. 2005). Organizational managers, staff, and external
researchers need to pay careful attention to all five stages of organizational change
for successful implementation and, ultimately, sustainability of attachment-based
interventions.

Finally, it is important to underscore the importance of financial resources for
training. A public child welfare agency may want to implement an attachment-based
intervention but may lack the funds to hire professional staff and train them in the
identified model. Programs often require staff with a minimum of a Masters of Social
Work (MSW) degree and specific training in the protocol, but public child welfare
agencies, in most states, do not have a full complement of caseworkers at the MSW
level. Although many child welfare agencies have sophisticated training academies
that offer pre-service and in-service training, additional support may be necessary to
implement a program with the complexity of the attachment-based interventions dis-
cussed above. As Luongo (2007) has said, “training in child welfare, to be successful,
must encompass a much broader view of training as facilitating ongoing development
(of the individual and organization)” (p. 93). In other words, successful implementa-
tion requires significant financial resources for broad, yet protocol-specific training,
in addition to mutual awareness among agency leaders and external researchers
regarding organizational readiness and organizational stages of change.

Recommendations for Practitioners and Organizations

Of the five attachment-based models presented in this chapter, researchers and clini-
cians have implemented ABC, COS, and CPP as pilot projects in public child welfare
agencies. To promote these models and similar attachment-based interventions in the
future, professionals will need to engage in careful planning, frequent collaboration,
and extensive training, in addition to securing sufficient funding. A summary of the
organizational literature and research models discussed above lead to the follow-
ing recommendations for clinical practitioners and child welfare organizations that
attempt further implementations:

1. Clinical practitioners and child welfare professionals need to understand the ter-
minology, differences, and context of various attachment patterns, rather than
assume that all child behavioral symptoms are a result of an attachment disorder.
Clinicians need to use classifications that describe attachment patterns judiciously
and with understanding of the meaning of the terms. These classifications can stay
with a child for years and may cause harm if the description is incorrect or shared
with non-professionals. Clearly, a best practice approach is for professionals to
maintain confidentiality about the child’s attachment patterns.

2. Practitioners and researchers need to conceptualize attachment disorders using
a common framework and typology. Currently, there is inconsistency between
practitioners and researchers regarding the meaning and etiology of disorganized
attachment in children. Fidelity of definition is important for all professionals
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who try to create, implement, and evaluate models of intervention for children
affected by maltreatment.

3. In keeping with the child welfare mandate to assure the well-being of children
in the protective system, administrators must allocate funding to a wide-range
of services, including attachment-based interventions. However, designers of
attachment-based interventions should consider the organizational and funding
realities that exist for public child welfare agencies. In a time of funding cuts, it is
difficult for child welfare agencies to provide interventions that require long-term
commitments of time and resources.

4. Attachment theory is complex and the clinical programs based on this theory
call for professional staff trained in the model’s protocol. Public child welfare
organizations need to hire professionals with the credentials to implement and
oversee attachment-based interventions.

5. Because child welfare is a public sector program, government policies mandate
that all children and families at risk receive a consistent level of service. Yet, the
strengths and needs of each child and family demand an individualized approach,
driven by a well-trained professional worker. It is important that private clinicians
and academic researchers appreciate these conflicting demands on child wel-
fare workers. Otherwise, workers may feel misunderstood and criticized, which
may challenge the collaborative process essential to implementing an empirically
based intervention.

6. The high turnover among workers and administrators impedes the implementation
and institutionalization of practice change in child welfare agencies. Organi-
zations need tactics, such as increased numbers of social workers, adequate
professional supervision, improved continuing education, and smaller caseloads,
to retain staff in order to maintain change processes.

7. Child welfare agencies need transformational leaders to promote collaboration
and cooperation among stakeholders and support innovative approaches to serving
children and families. In preparing to implement an innovative program, child
welfare administrators, external academic researchers, and community clinicians
must collaborate frequently and respect each other’s skills.

8. Children in the child welfare system have a right to expect that the professionals
engaged in their lives will provide the most effective empirically based treatments
available and will believe in their capacity to lead functional and productive lives.
Similarly, professionals need to appreciate the hope and possibility of change that
attachment-based modalities can offer the child and family.

Conclusion

Child welfare administrators and staff understand the need to serve children and
families who have experienced the disruptive influences of abuse and neglect and
the interruption of attachment relationships. To address concerns about trauma and
separations, professionals must balance the appeal of attachment-based interventions
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with an understanding of the organizational factors that may support or impede the
performance of the model. This chapter reviewed empirically validated models that
address the attachment processes for at-risk children and families, including those
in the child welfare system. However, all five models require highly skilled, trained
professionals to serve families, as well as organizational commitment to fidelity
and evaluation to assure the proper implementation of the model. To optimize the
successful expansion of these models into the public child welfare arena, attention
to organizational issues and environmental context is critical.
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