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A Reader’s Guide

Attachment Disturbances in Adults: Treatment for Comprehensive Repair is intended to be a complete resource book for understanding attachment, its development, and the most clinically relevant findings from attachment research, and for using this understanding to inform systematic, comprehensive, and clinically effective and efficient treatment of attachment disturbances in adults.

We realize that readers approach this book from various backgrounds in attachment theory. Readers who have a strong background in the field of attachment may wish to read through certain chapters, such as the Part I “Foundational Concepts” chapters, primarily to find what we believe to be important and how we frame the state of the field, whereas other readers who are less familiar with the field may want to carefully read this entire first section.

Readers less familiar with attachment theory will get an overview of the seminal ideas in the history and development of the attachment field through a careful reading of Chapter 1, “Attachment Research: A History of Ideas.” This chapter covers such foundational concepts as John Bowlby’s ideas and work on the attachment bond, Mary Ainsworth’s research on patterns of attachment, cross-cultural patterns of attachment, intergenerational transmission of attachment, attachment states of mind and internal working models of attachment, the development of metacognition, intersubjectivity, and nonverbal and verbal attunement and misattunement.

Likewise, readers who are less familiar with factors contributing to the development and change of patterns of attachment over time will want to pay particular attention to Chapter 2, “Understanding the Development of Attachment Bonds and Attachment Behavior Over the Life Course.” In this chapter, we trace the origins of attachment behavior in infancy, show how stable prototypical patterns of attachment emerge during the second year of life, and illustrate how these prototypical patterns of attachment remain stable, change, or transform during the toddler, preschool and school years, and adolescence. We also focus on how attachment patterns appear in adult intimate relationships.

Part II, “Assessment,” addresses issues pertaining to the assessment of attachment disturbances. Chapter 3, “Adult Attachment Prototypes and Their Clinical Manifestations,” is designed for the reader who is less familiar with the specific clinically relevant prototypes of attachment: secure, dismissing, anxious-preoccupied, and disorganized/fearful. Emphasis is given to the specific patterns of attachment behavior, organization of self, and affect regulatory functions for each of these patterns of attachment. The main purpose of this chapter is to help clinicians appreciate how deactivating, hyperactivating, and disorganized attachment styles are likely to manifest in the treatment setting and outside of it in various relationships, so that clinicians can better identify and understand the appearance of these patterns.

Chapter 4, “The Assessment of Adult Attachment,” is intended as an overview of attachment assessment for the clinician. We review in some detail the main interview-based and self-report measures of attachment to give the reader an overview of the available assessment tools. Furthermore, we make practical recommendations about what we consider to be the best approaches to attachment assessment for the clinician to use. This chapter also describes a number of instruments that are useful for assessing attachment behavior within the therapeutic relationship.

The contributions of early childhood attachment disturbance to adult psychopathology have been of great research interest. Chapter 5, “Attachment and Psychopathology,” is designed as an overview of how patterns of insecure attachment are related to various psychiatric conditions such as anxiety disorders, affective disorders, somatic symptom disorders, posttraumatic stress and dissociative disorders, personality disorders, and addictive behaviors. This chapter also includes a summary of the research findings from our study of adults who were abused as children in an orphanage. This sample included children who were physically and sexually abused, many by the same abusers, and were either securely or insecurely attached at the period of their abuse. It was possible to separate out the relative and independent contributions of early attachment status and childhood abuse to adult psychopathology. These data strongly suggest that treatment of patients with complex trauma, personality disorders, and/or dissociative disorders should focus first on attachment repair before any phase-oriented trauma processing.

Part III, “Treatment,” addresses treatment approaches to attachment disorders in adults. Those less familiar with the range of available attachment-based treatments should carefully read Chapter 6, “An Overview of Treatments for Attachment Disturbances.” This chapter reviews a wide range of currently available attachment-based treatments. We have tried to present both the advantages and limitations of each approach as we have come to understand them. This overview of available treatments, along with a discussion of their underlying assumptions and limitations, serves as the rationale for why we developed a new treatment approach.

Chapter 7, “An Introduction to the Three Pillars of Comprehensive Attachment Treatment,” is a must-read for the clinician. In this chapter readers are given an overview of what we believe to be the three essential ingredients (the “three pillars”) of clinically effective and efficient attachment-based treatment. These include (a) systematically utilizing ideal parent figure imagery to develop a new positive, stable internal working model of secure attachment; (b) fostering a range of metacognitive skills; and (c) fostering nonverbal and verbal collaborative behavior in treatment. This chapter concludes with a discussion of how each pillar of treatment is interdependent with the other pillars, thereby forming an internally consistent, unified method of treatment.

Chapter 8 is a richly detailed instructional guide for using “The First Pillar: The Ideal Parent Figure Protocol.” We show the clinician how to introduce the protocol, shape the imagery, and conclude the session. The chapter presents and describes three mutually enhancing approaches to shaping the ideal parent figure (IPF) imagery: one based on research findings about attachment, one based on the five primary conditions that promote secure attachment, and one based on a patient’s descriptions of her or his early experiences with caregivers. Special attention is given to the wording of the imagery instructions, and these are richly illustrated with clinical vignettes. We also highlight the problems clinicians typically encounter when working with IPF imagery and provide guidance for avoiding these problems or resolving them when they occur.

Chapter 9 addresses “The Second Pillar: Metacognitive Interventions for Attachment Disturbances.” This chapter presents four generations of the development of metacognitive approaches to treatment. The second generation has developed a treatment method, the increasingly popular mentalization-based treatment, (MBT). This approach serves to develop a general capacity for reflective function in patients, which in turn increases overall coherence of mind. There is impressive outcome data from MBT studies of patients with borderline personality disorder. The third generation, the modular or condition-specific approach, is less familiar to many. Yet the research that underlies this approach shows that patients with different diagnoses tend to have very specific metacognitive skills and weaknesses. Recognizing the specific metacognitive deficits of a given patient allows treatment to focus on developing the specific metacognitive skills that the patient is lacking. The chapter concludes with our own model and methods of fostering metacognitive skills. We have found that most existing metacognitive-based treatments are grounded only in preformal and formal stages of cognitive development and that no existing metacognitive-based treatments consider metacognitive skills that develop at more mature, advanced stages of adult cognitive development. In presenting our approach, we hope the reader will come to appreciate that there are a wide range of post-formal metacognitive skills that have very important implications for mental health.

Chapter 10 presents “The Third Pillar: Fostering Collaborative Capacity and Behavior.” We review a variety of social anthropological findings that illustrate what distinguishes the human species from primates in the evolution of inherently collaborative behavior. This innate tendency toward cooperation and collaboration is strongly manifest in the nonverbal and verbal exchanges between a secure infant–caregiver intersubjective dyad. Evidence suggests that this innate nonverbal and verbal collaborativeness is impaired in insecurely attached individuals. Chapter 10 covers how to detect and address the main failings of nonverbal and verbal collaborativeness in adult patients with clinically significant attachment disturbances so as to enable such patients to develop healthy collaborativeness over the course of treatment.

Part IV, “Type-Specific Treatment,” illustrates the very specific treatment protocols we have developed for each of the three insecure attachment prototypes. We show the reader that our attachment-based treatment is not only generic (the “three pillars”) but that we also modify the methods within the generic structure according to what is most clinically effective for each of the three insecure prototypes. Chapter 11 is devoted to treating dismissing attachment, Chapter 12 to treating anxious-preoccupied attachment, and Chapter 13 to treating disorganized/fearful attachment. The approach to Chapter 13 is especially relevant to clinicians treating patients with borderline personality disorder and dissociative identity disorder. Each chapter has the same format: a review of the research findings on the etiology of that particular type of insecure attachment, specification of the necessary therapeutic stance, guidelines on how to tailor IPF imagery specifically for that kind of insecure attachment, and instruction on how to foster the metacognitive skills and collaborative behaviors specifically deficient in that kind of insecure attachment. Each chapter ends with a case illustration that includes transcripts excerpted from therapy sessions. The purpose of the transcripts is to show clinicians how all three pillars of treatment are included systematically as a consistent focus within and across treatment sessions.

Part V is devoted to “A Treatment Guide and Expected Outcomes.” Chapter 14 includes an outline of a step-by-step treatment manual to assist the clinician in using the Three Pillars approach to attachment-based treatment. Chapter 15 gives an overview of the indicators of successful treatment and how to assess them. This chapter also presents a pilot outcome study we conducted using the Three Pillars treatment. Our data illustrate that this treatment can lead to the development of high coherence of mind and greater metacognitive capacity. Most important, after treatment all patients in the pilot sample had switched from pre-treatment insecure attachment to post-treatment earned secure status.

Appendix A, “The Core Self, Proactive Self-Agency, Self-Esteem, and the ‘Best’ Self,” gives the clinician an overview of our approach to specifically enhancing self-development. We include this section because many adult patients with dismissing, anxious-preoccupied, or disorganized/fearful attachment show inhibited self-development, usually in several of its dimensions. Appendix A shows clinicians the methods for enhancing self-development in such patients. Appendix B, “Protocols for Developing Adult Secure Intimacy in Individuals and Caring Behaviors in Couples,” addresses the issue of secure intimacy in adulthood. The overall goal of using IPF imagery is to help the patient develop a new, positive, stable internal model for secure attachment. However, the development of this new internal working model is largely based on the ideal parent figures associated with childhood. In Appendix B we illustrate for the clinician how to expand this new positive map into a model for secure intimacy pertaining to a dyadic adult romantic partnership, both for patients not in an intimate relationship and also for patients in a relationship who wish to improve the quality of secure intimacy in the relationship.


Attachment
Disturbances
in Adults


PART 1

FOUNDATIONAL
 CONCEPTS


CHAPTER 1

Attachment Research

A History of Ideas

The current understanding of the phenomena of attachment, including its development, its manifestations, and treatment of its insecure forms, has evolved through a series of seminal ideas. These ideas emerged from naturalistic observations, spontaneous insights, and organized research. This chapter presents what we consider to be the most important of those ideas along with the historical context and the thinking and activity that produced them. It is from the material we review in this chapter that our comprehensive treatment model and methods have been developed.

Maternal Deprivation

The history of the human attachment field begins with a number of studies from the 1930s that arose out of the child guidance movement. These studies entailed direct observation of disruptions to early attachment processes and highlighted the deleterious effects of such disruptions. For example, when pediatrician Harry Bakwin became director of the pediatric nursery at Bellevue Hospital in New York City in 1931, he was interested in the effects of institutionalization on infants. He noted that because of concerns about infection, hospital nursery staff were not allowed to hold the infants, and parents were not even allowed to visit. He observed that such children failed to thrive: They ate poorly and failed to gain weight, did not sleep well, showed arrested sucking and smiling responses, were largely unresponsive, and seemed unhappy. Ironically, they often sustained lasting infections that would not properly heal (Bakwin, 1942).

Loretta Bender, head of the Child Psychiatry Service at Bellevue during the same time period, found that young children at the Jewish Foundling Homes had very little interaction with others and lacked stimulation or play. Many of these children had developmental delays in speech and behavior. They seemed superficially affectionate toward anyone, but their ability to form consistent bonds with particular people seemed compromised. These children were often moved from one foster home to another, and they failed to develop lasting attachment bonds to foster parents (Bender & Yarnell, 1941; Karen, 1998). At the Angel Guardian Home, the directors believed that it was wrong to let a child form an attachment to someone who was not going to be a lasting parent figure, and so it was institutional policy to intentionally discourage attachment behavior (Karen, 1998). Consequently, these children were transferred from one home to another within the system every six months. By age five, most of these children had failed to develop attachments, appeared to lack feelings for others, and seemed aimless and distractible in their play. Bender noted that “emotional deprivation” contributed to the development of psychopathic personalities in these children.

René Spitz (1945) observed that infants who had extended stays at hospital pediatric units often exhibited arrested physical, cognitive, and emotional development. Many failed to thrive, and more than a third of the children in these institutional settings died despite adequate nutrition and medical care. Spitz used the term hospitalism to characterize the patterns and effects of institutional deprivation of nurturing and social contacts. In 1947, Spitz released a film, Grief: A Peril in Infancy, which documents a foundling home staffed with only six nurses for 45 children. With such a low caregiver–child ratio, Spitz considered the children to be deprived of sufficient maternal nurturance, and the film chronicles the progressive effects of maternal deprivation lasting a period of months. The children developed “anaclitic depression,” or a pattern of physical, social, emotional, and cognitive impairment, and they became progressively more unresponsive.

Several other films documenting the effects of maternal separation were made sometime later by James Robertson, a colleague of John Bowlby. In England during World War II, Robertson’s participation in evacuating children during bombings and resettling them after the war gave him rich experience of the effects of separation from maternal caregivers. The children’s distress of separation was painfully obvious to him, which may be why he chose the visual medium of film to present the effects of separation. The first two films (Robertson, 1953, 1962) focus on the effects of hospitalism, while later films highlight children’s experiences of foster care. In the first film, A Two-Year-Old Goes to Hospital (1953), Robertson documented the progressive reactions of Laura, a two-year-old girl, during an eight-week hospitalization that necessitated separations from her parents. Laura’s parents visited her every other day. Initially, whenever Laura’s parents departed, she panicked and demonstrated protest and clinging behaviors; during subsequent visits, Laura was withdrawn and unresponsive. This film graphically illustrates the problematic effects of even a short separation and disruption of continuity between a child and parents. Subsequently, through a study of children undergoing prolonged hospitalization for tuberculosis, Robertson identified three progressive stages in children’s experience of separation from parents: First is protest (crying, clinging) when the parent leaves; then, when the child realizes that the mother is not returning, despair emerges; finally, as separation becomes extended, detachment appears, indicated by indifference to caregivers and parents alike.

Interest in the effects of separations due to foster care paralleled the study of hospitalized children and children in orphanages. Being moved from one foster care situation to another began to appear important in the development of psychopathology. Robertson’s later films focused on children in foster care and were produced while he and his wife were temporary foster parents to four children whose mothers had been hospitalized. These films illustrate anxious behaviors in the foster home following separation from the birth parents and a combination of clinging and rejection during visits by the father. Much earlier, David Levy (1937) wrote about a case of an eight-year-old girl at a child guidance center in New York who was placed in a series of foster homes before being adopted. The adoptive mother found her to be superficially related but actually incapable of genuine affection. Levy concluded that this child was suffering from primary affect hunger, which Karen (1998) describes as not merely “hunger for affection, but rather for the full spectrum of human feelings, even including hostility, that arise from daily interaction with a mother” (p. 15). Later, Levy observed a group of children who experienced significant disruptions in parental care during their formative years and found that they had difficulty forming attachments to subsequent foster or adoptive parents. Karen (1998) summarizes Levy’s descriptions of these children:

Children shifted around, adopted after several years, often pleasant and affectionate on the surface, indeed indiscriminately affectionate, but seemingly indifferent underneath; lacking pride; and displaying incorrigible behavior problems that often included sexual aggressiveness, fantastic lying, stealing, temper tantrums, immature or infantile demands, and failure to make meaningful friendships. (p. 17)

As a way of understanding the behavioral and developmental problems observed in children in institutional and foster care, more and more researchers began to focus not on separation per se but on the effects of maternal deprivation during separation. Karen (1998) summarizes this seminal idea:

It’s the depriving separation that’s so calamitous, where the child never has a chance to develop a true attachment; where there’s no alternative mother figure to take up where the first mother left off and perhaps keep her memory alive; or where there are, early on, a series of short-term mother figures and thus repeated losses, all of which cause a bitterness and mistrust to develop and the shutting down in the child of his natural tendency to reach out for love and connection. (p. 58)

Bowlby (1951) consolidated the diverse research findings on maternal deprivation in an important monograph for the World Health Organization titled “Maternal Care and Mental Health.” This work was based on a 1948 United Nations study of children separated from their parents, orphaned, or left homeless in their native country, as contrasted with children left homeless as a result of war or children who became political refugees. Bowlby wrote that “the quality of the parental care which the child receives in his earliest years is of vital importance for his future mental health” (p. 11). This assertion reflected his thinking from his first study on the influence of the early emotional environment on the development of the child, in which he wrote that the “general colour of the mother’s emotional attitude to her child” is critical to the child’s subsequent development (1940, p. 157). Further specifying the ideal quality of care, he wrote:

For the moment it is sufficient to say that what is believed to be essential for mental health is that the infant and young child should experience a warm, intimate, and continuous relationship with his mother (or permanent mother-substitute) in which both find satisfaction and enjoyment. (1951, p. 11)

According to Bowlby, too little of that experience constitutes maternal deprivation and adversely affects the child’s developing mental health. Maternal deprivation is most obvious when a child and his or her mother are separated, whether due to institutionalization or some circumstances of foster care, but Bowlby highlighted that a child living at home with a mother who is unable to provide sufficient care may also experience maternal deprivation. He was critical of the early child guidance concept of a “broken home,” because he believed that disruption of the parent–child attachment bond, not the disruption of the home per se, is the essential cause of mental health problems.

Bowlby’s report lists several problems in the parent–child dynamic that may contribute to mental health problems in the developing child: an unconsciously rejecting attitude by the parent, an excessive demand for love and reassurance by the parent, or a parent who gets unconscious vicarious gratification from the child’s acting out. Bowlby reviewed the findings of Bakwin, Bender, Spitz, Levy, and others and concluded that “the causative factor is maternal deprivation” (1951, p. 21). Based on the common finding in the studies of delinquent and psychopathic children (e.g., Bowlby, 1944) that these children experienced “frequent separations” or “prolonged separations occurring before about two and a half years of age and without a substitute figure being available” (1951, p. 26), Bowlby concluded that “prolonged deprivation of the young child of maternal care may have grave and far-reaching effects on his character and so on the whole of his future” (p. 158).

The Development of the Concept of the Attachment Bond

In 1951, Bowlby discovered Konrad Lorenz’s 1937 article, “The Companion in the Bird’s World,” and realized an immediate connection between the biological process of imprinting in Lorenz’s ducks and the intensity of the attachment bond in humans. Bowlby noted:

The way in which attachment behaviour develops in the human infant and becomes focused on a discriminated figure is sufficiently like the way in which it develops in other mammals, and in birds, for it to be included, legitimately, under the heading of imprinting. (1969, p. 223)

Considering the sources of the imprinting process, Lorenz had determined, on the basis of his observation that many young birds are not fed by their parents but rather feed themselves, that the strong imprinting bond that develops between the baby and mother duck occurs independent of parental feeding of the duckling. Likewise, Bowlby believed that the intense bond between the human infant and his or her mother is not due simply to feeding behavior (Bowlby, 1988, p. 25).

In light of Lorenz’s identification of species-specific instinctual patterns of birds, Bowlby began to study human infant–mother interactions to look for possible instinctual patterns. His first discovery of such instinctual patterns in human infants included a wide range of caregiver-signaling behaviors: rooting, sucking, grasping, looking, reaching, following, calling, crying, babbling, smiling, and protesting when left alone. Bowlby called these “fixed action patterns” (1969, p. 66) and believed they were all innately designed to attract and keep the mother nearby. He coined the term attachment behaviors to describe this set of innate fixed action patterns in human infants. He stated:

Attachment behaviour is any form of behaviour that results in a person attaining or maintaining proximity to some other clearly identified individual . . . [It is] a fundamental form of behaviour with its own internal motivation distinct from feeding and sex. (1988, pp. 26–27)

The goal of such attachment behavior is proximity to the caregiver. Bowlby concluded, “The child’s tie to his mother is a product of the activity of a number of behavioural systems that have proximity to mother as a predictable outcome” (1969, p. 179).

Bowlby’s (1977) concept of the importance of the attachment bond was further strengthened by Harlow’s research on attachment in primates (Harlow, 1958). Baby rhesus macaque monkeys were separated from their mothers and raised individually in cages with both a cloth and a wire-mesh surrogate mother monkey. Either the cloth or wire surrogate was fitted with a feeding nipple, allowing the infants to feed as needed. The monkeys showed a strong visual preference for the cloth mother monkey and spent considerable time clinging to it, even if the wire surrogate had the nipple and provided food. When placed in an unfamiliar environment with a variety of objects, the infant monkey would rush and cling to the surrogate cloth mother. This study provided strong evidence that soft contact is more important than feeding for the development of attachment.

Similar to the phenomena of imprinting in animals, Bowlby noted that attachment in human infants is highly specific and “is directed towards one or a few specific individuals, usually in clear order of preference” (1979, p. 154). He saw attachment behavior as essentially “care seeking” (Bowlby, 1988, p. 121) and as primarily associated with forming, maintaining, reacting to disruption of, and reestablishing attachment bonds. Bowlby saw that in any species, infant attachment to the mother serves the function of “maintenance of proximity” (Bowlby, 1979, p. 156), prompting the young to stay close to the mother, which serves the immediate goal of protection and the larger goal of survival of the species (Bowlby, 1969, p. 224).

Bowlby proposed that attachment in human infants evolves in four stages: (a) indiscriminate orientation, (b) orientation toward a specific caregiver, (c) proximity-maintaining behavior, and (d) goal-corrected partnership (1969, p. 267). The last stage, goal-corrected partnership, involves the baby’s and mother’s mutual dynamic interchange toward meeting as best as possible their respective needs and goals. In their dynamic interchange, both infant and mother engage in “goal-corrected” behavior, which Bowlby defined as behavior that is “constantly corrected by reference to whatever discrepancy exists between current performance and set-goal” (1969, p. 69).

The development of Bowlby’s newly emerging theory was best represented by his publication of The Nature of the Child’s Tie to His Mother (1958). His descriptions of the phenomena and importance of infant attachment and its relational aspects was in direct contrast to the then-prominent psychoanalytic drive theory, which emphasized the primacy of individual drives such as hunger, sex, and aggression. To Bowlby, a psychoanalyst himself, the innate attachment processes were at least as important, if not more so, than sexual and aggressive drives in the development of the personality. Furthermore, the new concept of attachment behavior served as an explanatory model for the earlier observations of infants’ reactions to maternal deprivation. In the attachment model, protest, despair, and detachment were reinterpreted as attachment behaviors designed to maintain proximity to the caregiver.

Bowlby made a clear distinction between attachment and dependency. He stated that while “dependence is maximum at birth and diminishes more or less steadily until maturity is reached, attachment is altogether absent at birth and is not strongly in evidence until after an infant is past six months” (1969, p. 228). He later wrote:

The concept of attachment differs greatly from that of dependence. For example, dependence is not specifically related to maintenance of proximity, it is not directed towards a specific individual, it does not imply an enduring bond, nor is it necessarily associated with strong feeling. (1979, p. 156)

In reference to proximity-seeking, Bowlby (1973) suggested that the mother’s availability and responsiveness are essential for the strengthening of the attachment bond. If the infant seeks proximity and receives a welcoming or accepting response, then attachment behavior is reinforced; in contrast, if the infant finds the mother to be repeatedly unresponsive, then the attachment behavior is deactivated.

Bowlby became interested in the interplay between attachment behavior and exploratory behavior in infants (Bowlby, 1969/1982, 1973, 1988). He observed that the more an individual has a secure emotional bond with the caregiver, the more there is a natural tendency to explore progressively farther from the caregiver. Children with a secure attachment bond alternate between episodes of attachment behavior, such as proximity-seeking, and exploratory behavior, progressing in the direction of increased exploration and autonomy. But if the child experiences a threat, exploratory behavior becomes inhibited and a series of predictable attachment behaviors emerge. Ainsworth, Blehar, Waters, and Wall (1978) summarize this interplay:

Exploratory behavior is antithetical to attachment behavior in that it leads the infant toward interesting features of his environment and thus usually away from the attachment figure. If, however, the baby is alarmed, attachment behavior as well as wary/fearful behavior tends to be activated. (pp. 255–256)

Ideally, when an exploring baby becomes alarmed and manifests proximity-seeking attachment behavior, the mother responds with retrieving behavior, in which “the young are brought . . . close to the mother” (Bowlby, 1969, p. 240).

Patterns of Attachment

Mary Ainsworth’s thinking about attachment was influenced by her first mentor, William Blatz, whom she met in 1929. Blatz’s personality theory centered on the idea that children derive a sense of emotional security from their parents (Karen, 1998). This idea found its way into Ainsworth’s concept of secure base: When a caregiver provides an infant with stable and consistent availability for protection, responsiveness, support, and comfort, the infant develops a sense of security in connection to that caregiver, and that security is the “base” from which the infant explores. The greater the felt sense of security and confidence in the availability of the caregiver, the greater the infant’s exploration. If the infant ventures too far and becomes fearful or becomes insecure about the caregiver’s availability, he or she will likely return to the caregiver and then, once reassured, will resume exploration. These concepts of secure base and the interplay between attachment behavior and exploratory behavior were not only important for understanding attachment, but they also set the foundation for subsequent thinking about the role of the therapist in treating attachment disorders: The common approach to treating attachment disturbances focused on the therapist providing a secure base for the patient’s exploration in psychotherapy.

In 1950, Ainsworth moved to England and worked directly with John Bowlby for three and a half years. She also worked with James Robertson on his studies of children suffering from maternal deprivation. Robertson used methods of direct observation of family bonds prior to separation and of infant reactions during separation periods. Ainsworth saw the value of “direct observation in the natural environment” (Karen, 1998, p. 132), and in 1954 she started her first major research project, using direct observation of infant–parent interactions in Uganda. She made very detailed and comprehensive observations of maternal behaviors, such as breast-feeding, bathing, potty training, physical comfort and holding, and discipline, as well as infant behaviors such as crying and protest.

From these careful observations, Ainsworth developed a list of attachment behaviors characteristic of securely attached infants. These include smiling, cooing, other vocalizations, crying, greeting, following, searching, burying the face in the mother’s lap, and seeking proximity with the mother when anxious. From seeing progressive exploratory behavior in some children as they got older, Ainsworth developed the concept of secure base. She observed that when mothers provided the conditions that support secure attachment behaviors, over time their children showed increasingly more complex exploratory behaviors, with periodic returns to the mother for contact and reassurance.

Ainsworth’s first delineation of the development of the attachment bond included five phases: In the first, or undiscriminating phase, the infant shows no preferential response to the caregiver. In the second phase, differential responsiveness appears and the infant shows a clear preference for the primary attachment figure. In the third phase, the child is able to manifest attachment behaviors at a distance—for example, crying when the mother leaves the room and clapping or cooing when she returns. In the fourth or active initiative phase, the child shows distinct proximity-seeking behaviors such as approaching, sinking into the mother’s lap, and crawling after the mother. The fifth phase is indicated by the appearance of stranger anxiety (Ainsworth, 1967).

Ainsworth’s direct observations of infant–parent interactions in Uganda also led her to make the first rudimentary delineation of different patterns of attachment. She noted, for example, that some of the babies in her sample, left unattended in their cribs for long periods of the day, appeared non-attached. They failed to show crying and protest when the mother left or greeting behaviors when the mother returned. Ainsworth also noted that some of the babies cried excessively and were very clingy. She considered children who consistently showed these characteristics to be insecurely attached.

In the early 1960s, Ainsworth started a second direct observational study of child–mother interactions, this one of American mothers and infants, in Baltimore. In this study she hoped to collect further data on the distinct patterns of attachment she had initially observed in Uganda. In this naturalistic, observational study of babies in their familiar home environment (1967), Ainsworth observed that the American infants showed most of the same attachment behaviors that their Ugandan counterparts did. Of particular interest to her were the several differences: The American infants showed less secure-base behavior, had less protest when their mothers left the room, and demonstrated less stranger anxiety. Ainsworth came to attribute these differences to cultural differences in parenting in Ugandan and American home environments. She explained:

Now, the Ganda babies are much more used to having their mother with them all the time. Whereas the Baltimore babies were used to having their mothers come and go, come and go, and they were much less likely to cry when their mother left the room. So when they were happily exploring it wasn’t clear if it was because the mother was there or not. (Karen, 1998, p. 146)

The Baltimore babies were more familiar with brief separations from their mothers, and Ainsworth surmised that their threshold for experiencing threat and resulting distress was higher. She then devised a method for having infants and mothers interact in an unfamiliar setting rather than in the comfort and familiarity of their home environments. Her hypothesis was that differences in patterns of attachment might be amplified in the unfamiliar setting. She described the idea for this method as follows:

We’ll have the mother and baby together in a strange environment with a lot of toys to invite exploration. Then, we’ll introduce a stranger when the mother’s still there, and see how the baby responds. Then we’ll have a separation situation where the mother leaves the baby with the stranger. How does the baby respond to the departure? And when the mother returns, how does the baby respond to the reunion? But since the stranger was in the room during the first departure, maybe we’d better have an episode in which the mother leaves the baby entirely alone. Then we could see whether the return of the stranger would lessen whatever distress has occurred. Finally, we’ll have another reunion with the mother. We devised this thing in half an hour. (Karen, 1998, p. 147)

Though devised in just half an hour, this experimental method has become perhaps the best-known and most widely used standardized laboratory paradigm in the study of infant–caregiver attachment: the Strange Situation. The standardized paradigm includes the following sequence of eight distinct episodes:

1. The infant and his or her mother are introduced to an unfamiliar playroom, in which a large array of toys are strewn around the room to encourage exploratory behavior in the child.

2. The mother and infant are observed for three minutes.

3. In the next three-minute sequence, a stranger enters and is at first silent, then converses with the mother, then initiates interaction with the infant. This episode ends when the mother leaves the room.

4. The stranger is in the room with the baby for three minutes (first separation), or less if the baby becomes overly distressed.

5. In the next three-minute sequence, the mother returns and comforts the infant (first reunion) and the stranger leaves.

6. After the mother leaves a second time the infant is alone for three minutes (second separation).

7. The stranger returns and focuses on the infant for three minutes.

8. The mother returns and comforts the infant (second reunion) while the stranger leaves.

The entire sequence is designed to assess infants’ attachment behavior and exploratory behavior as well as to see the interplay of these behaviors in conditions of being with the mother, being with a stranger, and being alone in an unfamiliar environment. Ainsworth et al. (1978) hypothesized that under conditions of a secure base, when the mother is present, attachment behavior would show low activation while exploratory behavior would show high activation; conversely, under conditions of separation and reunion, attachment behavior would show high activ ation and exploratory behavior would show low activation (Ainsworth et al., 1978, p. 22). Ainsworth et al. also designed the Strange Situation Procedure to provide circumstances for detecting individual differences in patterns of attachment, which they believed represent “differences in the way infant–mother attachment has become organized” (1978, p. xi). Ainsworth et al. recognized, however, that the Strange Situation allows for observing the immediate effects of only brief separations (minutes) on attachment and exploratory behaviors, in contrast to the effects of major separations lasting weeks or months that were observed in the earlier studies of maternal deprivation.

Patterns of Attachment by Ainsworth and her associates (1978) describes in detail the first systematic controlled laboratory study, using the Strange Situation procedure, of infant–mother attachment behaviors and patterns. The study emerged directly from the differences observed between Ugandan and American infants and investigated the interplay between attachment and exploratory behavior in an unfamiliar situation. Ainsworth et al. state that the study addressed “the hypothesis that infants and young children tend to explore an unfamiliar environment in the mother’s presence, but slow down or cease exploration in her absence” (p. x), and that it was designed to assess “distress upon being separated” (p. x) and the “infant’s responses to a stranger” (p. x).

The study observed 106 white, middle-class, one-year-old infants and their mothers in the Strange Situation (SS). Ainsworth et al. stated:

The intrinsic design of the strange situation was dictated by the hypothesis that 1-year-olds who are attached to their mothers will use her as a secure base from which to explore an unfamiliar environment when she is present . . . It was expected, however, that attachment behavior (crying and search) would be activated by the mother’s departure and/or absence in the separation episodes, at the expense of exploratory behavior, which would thus decline. It was further expected that relevant forms of proximity- and contact-seeking behavior would be activated in the reunion episodes (at least initially), also at the expense of exploratory behavior. (1978, p. 80)

Infants and their mothers were observed in the SS through a one-way mirror. Videotaping was not done. Observers recorded what was happening every 15 seconds. Twelve specific behaviors were coded: locomotion (avoidance locomotion, exploratory locomotion, proximity locomotion); body movement (walk, creep, crawl, hitch); body posture; hand movements; visual regard (directed toward a person or a toy); location (how close or far away from the mother); adult contact behavior (e.g., the adult picking up or holding the infant); baby contact behavior (e.g., the infant clinging, touching, clambering, resisting contact, or protesting being held or released); crying; vocalization directed to the mother or elsewhere; oral behavior; and smiling (at the mother or at the stranger). Four dimensions of interactive sequences were coded: proximity- and contact-seeking behavior (e.g., purposefully approaching the adult through creeping, crawling, or walking; signaling a desire to be picked up; initiating activity to achieve physical contact); contact-maintaining behavior (e.g., actively resisting release); avoidance (e.g., persistently ignoring the mother while focusing on toys, turning away, looking away); and resistance (e.g., pushing away, resisting being picked up, striking out, squirming, rejecting toys).

The data were compiled to assess both the frequency of specific behaviors and the nature and degree of interactive sequences. The normative results largely confirmed the main hypotheses, showing activation of exploratory behavior and deactivation of attachment behavior under the conditions of a secure base, and activation of attachment behavior at the expense of exploratory behavior under conditions of separation, absence, or reunion. For example, exploratory locomotion and exploratory manipulation of toys as well as maintaining contact at a distance were significantly higher when the infant was alone with the mother in the SS playroom. Crying, proximity-seeking, searching, and contact-maintaining behaviors were lowest when the infant was alone with the mother and highest during separation and reunion.

Ainsworth et al. also examined whether the infants could be classified according to different patterns of attachment behavior. They had hypothesized “that differences in early social experiences will lead to differences in the development and organization of attachment behavior” (p. 95). Discriminant function analysis revealed three major patterns of attachment behavior in the one-year-olds that correctly classified 82% of the sample. Group A infants were characterized by avoidance of the mother, especially during the first and second reunion episodes of the SS. Ainsworth et al. describe this pattern as “conspicuous avoidance of proximity to or interaction with the mother in the reunion episodes” (p. 109). These infants also showed significant resistance to physical contact with the mother. In contrast, securely attached infants showed significantly greater proximity-seeking and contact-seeking in these same episodes. Avoidant infants, however, showed strong exploratory behavior. Ainsworth et al. state that these infants “maintain exploration at a relatively high level across separation and reunion” (p. 319). Overall, Group A babies showed heightened exploratory behavior and inhibited attachment behavior.

Group B infants fit the paradigm of secure attachment. In comparison with the other two groups of infants (considered insecure), Group B infants showed significantly greater exploratory behavior when the infant and mother were in the room together (SS Episode 2); greater proximity- and contact-seeking behavior toward the mother than the stranger when the mother and stranger were both present with the infant (Episode 3) and also healthy protest behavior after the mother left (Episode 4); continued exploratory behavior in the presence of the stranger (Episode 4); less crying and more exploratory behavior than Group C when left alone (Episode 6); and less resistance and greater proximity- and contact-seeking in both reunions (Episodes 5 and 8). Overall, Group B babies showed a balanced interplay of exploratory and attachment behavior in the SS.

Group C infants were characterized by “conspicuous contact- and interaction-resisting behavior,” especially during the reunion episodes (pp. 111–112), but also showed strong resistance to contact with the stranger. These Group C infants cried significantly more than infants from other groups during Episode 2 of the SS, in which the infant is with the mother in an exploratory context. According to Ainsworth et al., such crying “reflects inability to use the mother as a secure base from which to explore” (p. 113). These infants also cried significantly more during separation episodes, during Episode 6 when they were left alone, and also during the two reunion episodes. The authors state that the difficulty in being comforted upon reunion:

in part reflects extreme distress in the separation episodes, after which it takes a while to settle down, and in part reflects the ambivalence toward the mother . . . [The infants show] simultaneous occurrence of both resistant and proximity- and contact-seeking behavior. (p. 114)

These infants also showed “moderate to strong seeking of proximity and contact and seeking to maintain contact once gained” (p. 112). They also displayed greater contact-maintaining behavior—becoming more clingy—than the other groups when the mother left the playroom.The patterns that Group C infants display were characterized as ambivalent.

Mary Main (1979a, 1979b) investigated exploratory behavior in the SS and found that Group C babies had significantly less exploratory behavior in general and showed significantly less interest in a given toy during an exploratory episode. Group C babies had a significantly lower developmental quotient than babies from the other groups. Overall, Group C infants were chronically anxious in relation to the mother and showed heightened attachment behavior and inhibited exploratory behavior.

The Ainsworth et al. (1978) study also addressed the interesting question of subgroups within each of the respective groups—A, B, and C—and found notable differences even though the sample sizes were small. The data allowed initial classification of infants along a continuum:

A1   A2   B1   B2   B3   B4   C2   C1

This classification suggests that from B3, considered the prototype of a securely attached baby, there are gradations of avoidant and ambivalent patterns. Along a continuum, B1 babies are closer to A babies in their avoidance, and A1 babies are more avoidant than A2 babies, who are closer to the B classification; B2 babies are closer to B3 babies, but are still somewhat avoidant; B4 babies are considered securely attached but closer to C babies in manifestation of ambivalent behavior. C1 and C2 babies are more ambivalent than B4 babies, with C1 babies being more resistant and C2 babies being more passive (the continuum model does not work as well for C1 and C2 distinctions).

Considering specific behavior in the Ainsworth et al. (1978) SS study, A1 babies showed less proximity-seeking and stronger avoidance than A2 babies in the reunion episodes. A1 babies’ mothers were more rejecting and interfering, whereas A2 babies’ mothers were inaccessible for long periods. B1 infants were identical to B2 infants except for less proximity-seeking in the second reunion episode. B1 and B2 infants’ mothers were inconsistently sensitive in response to their babies. B3 babies showed an almost complete lack of avoidance and resistance, and they cried less than all other groups and subgroups. B3 babies’ mothers were the most sensitive to their babies’ signals when compared with all other mothers. B4 babies were more anxious than the other three B subgroups but more positive and less resistant than Group C babies; they also showed less exploratory behavior relative to other groups and subgroups. C1 babies showed strong resistance in reunion episodes, and their mothers were interfering and controlling. C2 babies were significantly more passive than all other groups and subgroups and showed very weak exploratory behavior relative to other groups and subgroups; C2 babies’ mothers were inaccessible and ignoring.

Ainsworth and her associates (1978) also wanted to know whether the infants in their study behaved the same way at home in their natural environment as they did in the unfamiliar environment of the SS. A subsample of 23 infants were observed in their homes once every three weeks for four hours for approximately 50 weeks. The observers used the same coding system as the one they used for the SS. The results are as follows:

In summary, Group B infants at home were conspicuous for little crying, infrequent separation distress, frequent positive greetings (and infrequent negative or mixed greetings) upon reunion, frequent initiation of close bodily contact, positive response to it once achieved, and yet positive response to cessation of such contact. In addition, B babies tended to have better-developed modes of communication than non-B babies, to be more compliant to the mother’s wishes, and to be less frequently angry. In contrast, the infants of both A and C groups were characterized by relatively more crying in general, more separation distress, disturbances related to close bodily contact with the mother, and more anger . . . B babies have relatively secure attachment relationships with their mothers in comparison with A and C babies . . . A and C babies . . . differ in the ways in which they manifest their anxieties. . . We have also suggested that the source of the disturbance is different for Groups A and C. Whereas in C babies the source of the disturbance lies in the discrepancy between what they want and what they expect to receive, in A babies there seems to be a more basic conflict between the kind of comfort and reassurance that they want and are prompted to seek, and a fear or at least an avoidance of just that. (p. 131)

The data from the home study confirmed that the same three patterns of attachment manifested in both the unfamiliar SS setting and the familiar home environment.

Ainsworth and her colleagues also examined whether particular maternal behavior could be associated with the three patterns of attachment. They observed the mother’s responsiveness to crying (e.g., crying and how long the mother ignored it); whether the mother acknowledged the baby upon entering the room; the quality of touch the mother demonstrated when picking up the baby (e.g., affectionate, abrupt, careful, inept, routine); whether the physical contact was pleasant or unpleasant (e.g., rough handling, force-feeding, overstimulating, uncomfortable holding); the quality of face-to-face interactions (e.g., pacing, silent, unsmiling, routine); the frequency of verbal commands and discipline-oriented physical interventions; the timing and amount of feeding and the synchronization of feeding to the baby’s intake pace; and general maternal characteristics (e.g., sensitivity/insensitivity to the baby’s signals, acceptance/rejection, cooperation/interference, and accessibility/ignoring).

There were several notable findings: (1) Group B babies’ mothers were more affectionate during physical contact, tender when holding their babies, more and more quickly responsive to their babies’ crying; and more sensitive, accepting, cooperative, and accessible to their babies. (2) Group A babies’ mothers were more rejecting of their babies, showed less positive feelings and more anger toward their babies, were less affectionate in picking up their babies, had greater aversion and aberrant reactions to physical contact with their babies, were abrupt and interfering when picking up their babies, gave more verbal commands, and delivered more physical interventions for discipline. (3) Group C babies’ mothers showed significant delay in responding or unresponsiveness to their babies’ crying, were more involved in routine activities when holding their babies, and struggled when feeding their babies. Overall, Group C mothers were notably insensitive to their infant’s signals. The authors concluded that “different patterns of infant strange-situation behavior are associated with different constellations of maternal behavior” (p. 301).

Ainsworth and her associates also reviewed studies that focused on changes in attachment behavior and exploratory behavior from ages one to four, as observed in the SS. Two-year-olds were similar to one-year-olds in the SS except that they showed stronger proximity-seeking, but they did not need to maintain contact as strongly. Three-years-olds were not very disturbed by separation episodes and maintained a high level of exploratory behavior throughout the SS. Four-year-olds were even less disturbed by separation than three-year-olds and had even stronger exploratory behavior than three-year-olds. The goal-corrected partnership between mother and child increased from age one to age four.

Disorganized Attachment

Another significant emergence in the understanding of attachment was the identification of a fourth primary classification group. Ainsworth and her associates, and many researchers since their pioneering studies with the SS, found that a percentage of children did not fit the three patterns of attachment that they identified—avoidant, secure, and ambivalent. During the early era of this research, these children were generally seen as unclassifiable and their data were ignored. But in the 1970s, Main (1973, 1979a) developed a scale to assess disorganized and disordered attachment behaviors in babies in the SS. Main and Weston (1981) exposed one-year-old babies to a silent, immovable, masked clown in the presence of their mothers. A week later, the children and mothers participated in the SS, and 13% of the children were found to be unclassifiable. That discovery led Main and her associates to reexamine over 200 unclassifiable cases from previous SS studies. From this sample, they established criteria for a fourth primary classification, which they called disorganized/disoriented (D). Using this new coding system, the interrater reliability for identifying disorganized attachment from the SS is approximately 80% (Lyons-Ruth & Jacobvitz, 1999).

In general, babies classified as insecure, disorganized/disoriented type (D), were seen as lacking a coherent and consistent strategy for dealing with separation stress in the SS and/or as showing contradictory attachment behaviors (Main & Solomon, 1986, 1990). For example, such babies alternate between avoidant and ambivalent behaviors over time or show contradictory avoidant and ambivalent behaviors at the same time. In addition, during the SS such babies display misdirected and interrupted movements, mistimed and anomalous behaviors, freezing, pervasive indices of fear and apprehension, and outright signs of disorganization and disorientation (Lyons-Ruth & Jacobvitz, 1999).

Patricia Crittenden (1992b) presented a view different from Main’s in respect to interpretation of observed disorganized behaviors in children. Whereas Main sees these behaviors as indicating a lack of a consistent and coherent attachment strategy, Crittenden suggested that there is an underlying organization to the “disorganized” child’s behavior (1985a, 1985b; Crittenden & Ainsworth, 1989). She argued that, especially for maltreated children, behavior that is usually labeled as disorganized represents “a separate pattern—that is, another organization of the behaviors identified by Ainsworth as relevant to the assessment of security of attachment” (Crittenden & Ainsworth, 1989, p. 442). This form of organization emerges in maltreated children, who learn that their proximity-seeking “will be ignored, rebuffed, or possibly punished,” as a way of “resolving the conflict between the child’s need for proximity to the mother and his expectations of his mother’s reactions to his behavior” (p. 442). In other words, beyond infancy, “older children who have had to cope with major inconsistencies eventually integrate that information into their set of expectations and develop an organized pattern of responding” (Crittenden & Ainsworth, 1978, pp. 442-443). Inherent in this construct is that what may appear as disorganized behavior actually reflects a specific and organized strategy for maximizing need-fulfillment in the context of specific relational circumstances.

Crittenden labeled this emerging organization “A/C” to indicate the presence of both insecure patterns in a potentially predictable relationship with each other. Any subtype of the A and C patterns can be combined into an A/C pattern. Crittenden later refined and expanded this category of organization by describing an “AC” pattern, in which the A and C strategies are blended and simultaneously manifest rather than alternate as in A/C (see Crittenden & Landini, 2011, pp. 229–235). Subsequent to her 1989 paper with Crittenden, Ainsworth specifically continued to utilize the Main and Solomon D categorization for disorganization (Ainsworth and Eichberg, 1991). Since that time there has been considerable research on (Solomon & George, 1999) and clinical applications of (Steele & Steele, 2008a) the concept of attachment disorganization. Landa and Duschinsky (2013) highlight that Ainsworth supported both Main’s and Crittenden’s understandings of disorganized behavior, seeing them as complementary rather than in conflict, with their differences based largely on interpretation of what constitutes organized vs. disorganized, and differences in populations studied. Fonagy (2013) suggests that “in the same way that light can be seen as either waves or particles, the consequences of attachment trauma can be seen as adaptation [Crittenden’s perspective] that also reflects the absence of an organised strategy [Main’s perspective]” (p. 179).

Consistent with Crittenden’s view that organization can be seen in what has been described as disorganized, in her classification system “the notion of disorganization and [the adult disorganization] category of “Cannot Classify” [CC] have been eliminated” (Crittenden & Landini, 2011, p. 8). Crittenden and Landini further state that

“. . . having only one category (unresolved/disorganized/Cannot Classify) for all cases of severe problems limits greatly the power of the M&G [Main and Goldwyn Adult Attachment Interview classification] method to address the array of individual differences that typify psychopathology” (p. 366).

As we explain in Chapter 4, we agree that there are limitations to the traditional CC category. But we do not think it is necessary to drop the original CC category and its extensive research tradition. Rather, our approach emerged from the spirit of the original AAI scoring manual that mentions the possibility of “potential subcategories of CC” (Main, Goldwyn, & Hesse, 2002) derived from the more recent applications of the AAI to various clinical populations. In our Chapter 4 discussion of the AAI scoring system, we identify and describe nine subcategories of CC from our experience of applying the AAI to clinical populations with severe psychiatric disturbances. For our purposes, we advocate expanding and refining the CC scoring system rather than dropping it.

Regardless of the differences in interpretation of observed disorganized behaviors, the patterns that are most commonly named as disorganized attachment have multiple causes. In their original work, Main and her associates were struck by the presence of pervasive fear in disorganized babies. With respect to maternal behavior in the SS, mothers of disorganized babies were observed at times to be distinctly frightening to their children (e.g., looming in the child’s face, talking too loudly, approaching the child too quickly or too suddenly, threatening the child, or being outright abusive). Additionally, these mothers at times appeared frightened of their own children (e.g., displaying deadpan expressionlessness, freezing behavior, and backing away from their own children in apparent fear).

This combination of frightening and frightened maternal behavior presents an impossible dilemma for the baby: the object of proximity-seeking and contact-seeking is simultaneously the source of fear. Normally when a baby is frightened, he or she seeks contact and proximity with his or her mother for comfort; in disorganized babies, the mother is the source of the baby’s fear, which leaves the baby with the continuous conflict of wanting to approach yet needing to avoid at the same time. Main refers to this conflictual state as “fear without solution.”

Independent of frightening/frightened maternal behavior, a mother’s extreme misattunement to the infant and disrupted affective communication have also been found to be significantly correlated to disorganized attachment in infants. Lyons-Ruth and Jacobvitz (1999) state that such “mothers may show a particularly impaired ability to engage in well-attuned affective communications with their young children” (pp. 531–532).

Maternal dissociative behavior has also been found to be a strong predictor of disorganized attachment in children (Schuengel, Bakermans-Kranenburg, & van IJzendoorn, 1999). Main and Hesse (1990) believe that dissociative states and maternal frightening/frightened behavior may be interrelated: Mothers who are prone to significant dissociative episodes are more likely than less dissociative mothers to engage in frightening/frightened behaviors when they are dissociated. Main and her associates found that parents of disorganized children often have unresolved trauma or loss in their histories. In a study of dissociation in mothers, mothers with unresolved status for trauma or loss were significantly more dissociated than mothers with resolved status for previous trauma or loss (Hesse and van IJzendoorn, 1999). Particular behaviors of the child may trigger unresolved trauma or loss in the parent and thereby activate fear and/or dissociation in the mother in ways that are sudden and out of context for the child. In such contexts, the child is likely to become frightened of the mother and to experience her as both the source of caregiving and the source of fear.

Main and others also discovered a close affinity between the behavioral signs of disorganized attachment and a range of dissociative behaviors and experiences in the children themselves. Children classified as disorganized exhibit a wider range of observable dissociative behaviors and experiences throughout childhood than do normal children (Carlson, 1998; Liotti, 1992). Longitudinal studies examining the fate of early attachment disorganization over time have shown that children disorganized from 12 to 18 months are significantly more likely than secure children to have dissociative experiences and to manifest dissociative behaviors throughout childhood and into adolescence (Ogawa, Sroufe, Weinfield, Carlson, & Egeland, 1997).

In addition, early disorganized behavior is associated with controlling behavior in attachment relationships during later childhood and adolescence. Controlling behavior may manifest directly as manipulative, bossy, or aggressive behavior toward peers and adults. It may also appear indirectly as compulsive caregiving (Crittenden, 1992b). Describing children with controlling behavior, Main and Cassidy (1988) state, “[They] seem to attempt actively to control or direct the parent’s attention and behavior and assume a role which is usually considered more appropriate for a parent with reference to a child” (p. 418). They found that 84% of children classified as disorganized at one year were seen as controlling by six years of age.

The Stability of Attachment Patterns Over Time

Bowlby considered the prototypical patterns of attachment from 12 to 18 months to be “a property of the relationship [with the caregiver]” (1988, p. 127). However, through a process of “internalization” and linking the attachment behaviors with what he called “internal working models,” these patterns of attachment become relatively stable patterns over the course of childhood, adolescence, and adulthood. Bowlby stated, “As the months pass . . . the inner organization of attachment with its working model of attachment figure, becomes ever more stable. As a consequence not only does it resist change but it does so increasingly” (1969/1982, p. 365).

Alan Sroufe and his colleagues used the Strange Situation Procedure to study the stability of patterns of attachment over time. In “Attachment as an Organizational Construct” (1997), Sroufe and Waters described the conceptual foundation for what would become an important longitudinal research program on attachment, the Minnesota Longitudinal Study of Parents and Children (see Sroufe, Egeland, Carlson, & Collins, 2005). Sroufe and Waters considered the attachment behaviors observed in the SS as the manifestation of a central organizing principle in the developmental processes of the child. The Minnesota study researchers embarked on a long-term plan of research to investigate the stability of attachment patterns over time, the effects of early attachment on personality development, and how parenting style affected attachment status. In an early study, Waters (1978) found that 48 of 50 babies tested at 12 months showed the same pattern of attachment at 18 months. Other studies have concurred. From 12 to 18 months, the stability of secure attachment was found to be 75%, and the test/retest measurement of disorganized attachment was 67% from 12 to 18 months. From 18 to 24 months, the test/retest measurement of secure attachment was 75% and disorganized attachment was 81% (Barnett, Ganiban, & Cicchetti, 1999; Vondra, Hommerding, & Shaw, 1996). The overall stability of attachment classification from 18 months to 20 years is as high as 72% to 77% (Solomon & George, 1999).

Attachment and the Organization of Development

With respect to changing patterns over time, in the Minnesota Longitudinal Study Sroufe and his associates (2005) found that at 18 months, secure children were less distressed by separation and less in need of physical contact in the SS. Secure two-year-olds were more autonomous in their exploratory behavior than they had been six months earlier in the SS, and secure three-and-a-half-year-olds were more comfortable around peers than insecure children. A picture had begun to emerge from this longitudinal research, showing how the patterns of attachment change form as a child grows older.

Sroufe and his colleagues investigated the organization of, continuity of, and change in development from birth to adulthood. They stated that the guiding principle of their research was “an ‘organizational perspective’ on development” (Sroufe et al., 2005, p. 38), which means that “Development is defined by changes in organization of behavior over time” and that “organization of behavior is central to defining individual differences” (p. 39). Central to their work was the idea that “early experience plays a critical role in the development of the person” (p. 8). The seven areas the study addressed were prenatal factors, being born into poverty, age-by-age assessment, comprehensive measures across domains, normal versus maladaptive development, developmental context, and assessment of early relationships (p. 12).

The study included 179 young, expectant mothers of low socioeconomic status who were followed, with their children, until their children’s adulthood. Many of the mothers came from homes where alcoholism, domestic violence, child abuse, and maltreatment were common. The study assessed physical abuse, sexual abuse, physical neglect, psychological unavailability, and verbal abuse in this high-risk sample. The SS was given to all infants at 12 months and again at 18 months, and these same participants were administered the Adult Attachment Interview (described in Chapter 4 of this book) at age 19 and again at age 26. At 12 months, 22% of the babies were classified as resistant (Ainsworth’s ambivalent) and 20% were classified as avoidant. The category of disorganized attachment was not available at the time of the assessment but was assessed post hoc from videotapes of the SS. The Sroufe study essentially replicated the earlier work of Bowlby and Ainsworth:

Overall, our longitudinal data affirmed Bowlby’s (1969/1982) hypothesis that differences in quality of care lead to differences in quality of attachment, as well as Ainsworth’s findings . . . that attachment relationship quality is related to caregiver responsivity at various points in the first year. (Sroufe et al., 2005, p. 97)

This longitudinal study included intensive direct observations of children in a research preschool setting as a way of studying the effect of early attachment status on the development of the personality. For example, the “salient issues” (Sroufe et al., 2005, p. 66) at each period of development were guided self-regulation in the toddler years, self-reliance in the preschool years, competency in the school years, individuation in adolescence, and emancipation in the early adult years. Secure preschool children were more ego-resilient, had greater self-esteem, and had more positive peer relationships than insecure children.

Sroufe and his associates (2005) observed that during the preschool years, one of three types of avoidant patterns emerged, with some children being characterized as bullies, shy loners, or daydreamers. Two patterns of ambivalent attachment were seen during this period: the impulsive child with poor concentration and the fearful, clingy child. Longitudinally, securely attached children were likely to grow up into securely attached adults and insecure children were likely to retain their insecure status into adulthood unless they were exposed to healthy attachment figures with whom they could earn security of attachment. Insecure attachment was significantly correlated with the later development of depression. Insecure children who were frequently distracted from exploratory play behavior by their mothers in the SS were significantly more likely as adults to show attention deficits.

Ambivalently/resistantly attached children were significantly more likely than other children to manifest a clinically significant anxiety disorder diagnosis as an adult. Avoidantly attached children were significantly more likely than other children to manifest externalizing problems and conduct disorders in later childhood and adolescence. Disorganized children had a wide range of dissociative experiences and behaviors throughout childhood and adolescence but tended to grow out of these behaviors as adults unless they had been abused as children, in which case they continued to manifest significant dissociative experiences as adults. Disorganized attachment in infancy was strongly correlated with the emergence of psychopathology in early adulthood. An early history of disorganized attachment, aggravated by a subsequent history of sexual abuse, was significantly correlated with the emergence of self-injurious behavior.

Counterpoints

Despite the growing interest in and body of evidence pertaining to attachment, there were of course detractors who raised challenges to some of the findings and interpretations. Michael Lamb and his associates (Lamb, Thompson, Gardner, Charnov, & Estes, 1984) criticized Ainsworth’s research with the SS for its small sample size and expressed concern about making generalizations with respect to patterns of attachment. He also questioned the reliability and validity of the SS observations because none of the research used video-recordings. Notwithstanding Lamb’s criticisms of these methodological limitations, the findings based on the SS have been replicated or partially replicated many times.

Jerome Kagan (1984), a strong critic of attachment theorists, does not believe that maternal sensitivity and other environmental factors are important components of the child’s developing personality. Rather, he believes that the effects of parenting on child development are unstable and transient, not lasting. Kagan does not believe that stable patterns of attachment exist, and correspondingly challenges the contention that the SS properly assesses such patterns. He asserts that organized states of mind do not emerge based on the quality of early attachment relationships and that the primary factors in the development of personality are hereditary, including temperament.

Kagan’s position found support in Stella Chess and Alexander Thomas’s (1982) New York Longitudinal Study, which investigated the effects of early infant temperament on subsequent development. Chess and Thomas assessed the level of activity of the infant, the rhythmicity of the sleep-wake cycle, approach versus withdrawal patterns, the reactivity level, the threshold of responsiveness, mood, distractibility, and attention span. Infants were classified into four groups according to temperament: difficult babies, slow-to-warm babies, easy babies, and “cannot classify” babies with a mixture of temperament qualities. The researchers found that temperament made a significant contribution to development and that parenting style did not significantly correlate with whether the baby was easy or difficult. Central to Chess’s work is the notion of “poor fit” between parent and infant temperaments.

There are two compelling arguments in response to Kagan and Chess. First, Sroufe’s Minnesota Longitudinal Study addressed the nature–nurture argument by including data on heredity and temperament and also on the quality of early attachment by administering the SS twice, once at 12 months and again at 18 months. The quality of early attachment and maternal behavior accounted for a much greater portion of the variance than did temperament. Likewise, Belsky and Isabella (1988) found that the mother’s temperament, but not the infant’s temperament, was significantly correlated with the infant’s pattern of attachment in the SS. The hereditary components of personality traits and temperament certainly influence the infant–parent relationship, but this fact does not negate the data that indicate the powerful role of the early attachment relationship in the organization of development. From the available data, it is clear that both temperament and the early attachment relationship contribute to later development and to the emergence of psychopathology in adulthood. Second, the four prototypical child patterns of attachment—secure, avoidant, ambivalent/resistant, and disorganized—are a robust finding across many studies. Furthermore, the data consistently reveal that these patterns remain relatively stable across time unless altered by unusual life circumstances such as divorce, family dysfunction, or extreme stress (Weinfield, Whaley, & Egeland, 2004).

The Role of the Father

Although much attachment research focus was placed on the relationship between the infant and his or her mother, Main and Weston (1981) conducted a comparative study of toddler attachment to both mothers and fathers. Using the SS, they found comparable rates of secure and insecure attachment to both mothers and fathers, but there was no significant correlation between the two: A toddler could show secure attachment toward one parent but not to another. Goossens and van IJzendoorn (1990) conducted a meta-analysis of eight studies on infant–father attachment. They found a small but significant effect size (0.13) regarding paternal sensitivity associated with secure attachment, an effect size smaller than maternal sensitivity as associated with secure attachment. An important factor pertaining to fathers as secure attachment figures is that many fathers are less involved with their babies than are mothers (Lamb, 1997). However, when this is not the case and fathers are actively involved with their babies in positive ways, fathers easily become secure attachment figures.

There is some research suggesting that the father’s role in secure attachment may be different from that of the mother, with the mother’s role being more focused on the infant’s proximity- and contact-seeking behaviors and the father’s role being more focused on encouraging exploratory behavior (George & Solomon, 1999). The father’s role in the quality of toddler play has consistently been found to be associated with father–child secure attachment (Belsky, Gilstrap, & Rovine, 1984; Grossmann & Grossmann, 1991). Howes (1999) summarized the research data: “Fathers who express more positive feelings about their infants and their role as parents, and who assign a high priority to time spent with the infants, have more secure infants” (p. 679).

Cross-Cultural Studies of Attachment Patterns and Maternal Behavior

Interest in the universality of attachment patterns of behavior developed early in the history of the field. Cross-cultural study of attachment behavior began with Ainsworth’s comparison of children and their mothers in Uganda with children and their mothers in Baltimore, Maryland. As noted above, the main difference between the two groups was that Ugandan children were more used to having their mothers with them all the time, whereas American children were used to having their mothers come and go. Nevertheless, in both groups children became attached to their mothers, and the three main patterns of attachment, A, B, and C, were observable in both the Ugandan and the American samples.

Subsequent to Ainsworth’s research, a number of cross-cultural studies of attachment patterns in children have been published. Among the Gusii of Kenya, older children take care of the babies for most of the day, mostly playing with the children, while mothers care for their children at night and also provide most of the physical care. A study using a modified version of the SS found that 61% of the babies showed secure attachment to their mothers and 54% showed secure attachment to nonmaternal caregivers (Kermoian & Leiderman, 1986). The study did not include insecure classifications. Several cross-cultural differences were observed in SS behavior: Gusii babies were greeted with a handshake at reunion rather than a hug as in the American sample; exploratory behavior also differed in that American babies tended to manipulate toys with their hands whereas the Gusii babies tended to explore the environment visually.

Hausa men in Nigeria typically have four or five wives, so the babies have four to five caregivers in addition to their biological mother. The children remain in close physical proximity to one or more caregivers at all times, as babies are not allowed to explore the wider environment because of physical danger. While this study did not use Ainsworth’s three-way classification, the study demonstrated secure attachment to multiple caregivers and also highlighted the principle that a secure base of attachment protects the baby from physical danger (Marvin, VanDevender, Iwanaga, LeVine, & LeVine, 1977).

True (1994) studied parents and infants of the Dogon culture in Mali. Because of a high infant-mortality rate from starvation, children are breast-fed on demand, and grandparents and siblings serve as multiple caregivers. True used the SS and a four-way classification system that included disorganized attachment as a category. A total of 69% of the children were classified as secure, 8% were classified as resistant, 0% were classified as avoidant, and 23% were classified as disorganized. Possible unresolved loss in the mothers, due to the high incidence of infant mortality, may account for the relatively high disorganized attachment rate (this link in general is addressed in a later section of this chapter).

!Kung bushmen mothers feed their children on demand, and as part of a hunting and gathering society, the mothers often carry their children in a sling to keep them in close proximity. By the second or third year of age, the children spend more time with mixed-age peers than with their mothers. This dense social network clearly facilitates secure attachment and healthy peer adjustment (Konner, 1977). Similarly, the Efe rain forest pygmies have a close social network, with children having multiple caregivers. Nevertheless, children still showed a preference for and a stronger attachment bond to their biological mothers (Morelli & Tronick, 1991).

Study of Israeli kibbutz children offers a unique circumstance in that kibbutz children typically sleep apart from their parents in a communal setting after spending time with their families in the afternoon and evening. Sagi et al. (1985) found that secure attachment in the communal group was lower (56%) than in non-kibbutz Israeli children in day care (75%) and lower than in Western studies (65% to 70%). In the kibbutz sample, ambivalent/resistant attachment was overrepresented (37%) and avoidant attachment underrepresented (7%). However, non-kibbutz Israeli children raised at home by their parents showed very high rates of secure attachment (80%), somewhat high rates of resistant attachment (17%), and very low rates of avoidant attachment (3%; see also Sagi et al., 1995; van IJzendoorn, Sagi, & Lambermon, 1992).

Grossmann and Grossmann (1991) conducted a study of attachment in Northern Germany. The findings of this study are unusual in that two-thirds of the sample of babies were found to be insecure, with half being avoidant. The Grossmanns interpreted the results as being related to the high value placed on early independence in Northern German culture. They observed that the parents in this study became progressively less responsive to their children when the children were about six months of age. The Grossmanns conducted a second study (Grossmann, Grossmann, & Waters, 2005) in Southern Germany and found the rates of attachment patterns to be comparable to those in the American studies.

Studies of attachment in Asian populations have also examined attachment patterns associated with cultural and maternal caregiving circumstances. China formerly had a one-child-only policy, and interdependence is favored over independence (van IJzendoorn & Sagi, 1999). Using the SS, Hu and Meng (1996) found a distribution of patterns of attachment similar to that of Western culture: 68% secure, 16% avoidant, and 16% resistant. Avoidant babies seemed remarkably indifferent to their mothers during reunion episodes. Mothers of the avoidant babies generally worked outside the home and were less involved in the care of their babies when at home, whereas the ambivalent/resistant babies generally had stay-at-home mothers. However, there may be an important difference in attachment patterns between rural and urban Chinese mothers: Many rural mothers work day and night in large factories and their babies are “warehoused” in large, multiple-caregiver settings, in contrast to urban Chinese mothers who spend significant time with their children. Warehoused children who rarely see their mothers show high rates of avoidant attachment (J. Yu, personal communication with D. Brown, 2010).

Japanese parenting is characterized by encouraging dependence of the child on the mother. Nevertheless, Japanese mothers were able to clearly distinguish secure attachment from dependency. In a study using the SS in a Tokyo sample, the distribution of attachment patterns was similar to that found in Western studies: 61% securely attached, 18% resistant, and 13% avoidant. In this study, mothers who felt supported by their husbands were more likely to raise securely attached children than mothers who felt unsupported (Durrett, Otaki, & Richards, 1984). In a study of attachment in Sapporo, Keiko Takahashi (1986) found 68% of the children to be securely attached, 32% to be resistant, and 0% to be avoidant. The low incidence of avoidant attachment may be an artifact of research observation, in that the mothers were observed to be self-conscious and unnatural in the SS in a way that may have masked rejecting behaviors and aversion to physical contact.

Pleshkova and Muhamedrahimov (2010) assessed family-reared infants in St. Petersburg, Russia, with the Strange Situation procedure and found that only 6.2% could be considered secure (B) in relation with their mothers. They state:

We found a considerably lower proportion of infants with a secure pattern of attachment than has been found in other countries—within ABC+D system characteristics . . . as well as within the Dynamic-Maturational Model [see discussion later in this chapter]. We think this is an indicator of how unstable and threatening the immediate social environment has been for infants and their parents during Soviet and post-Soviet times. (p. 358)

Overall, cross-cultural studies offer compelling evidence in support of the universality of attachment patterns A, B, C, and, from those studies that included it, D. Of note is that exposure to multiple caregivers does not seem to adversely affect the attachment relationship or the quality of the attachment bond with the primary caregiver.

Intergenerational Transmission

Generally speaking, attachment status tends to be transmitted down through the generations. Main and her associates found a strong correlation between the parent’s pattern of attachment on the Adult Attachment Interview (AAI) and the baby’s pattern of attachment in the SS (Main, Kaplan, & Cassidy, 1985; see also Fonagy, Steele, & Steele, 1991). Summarizing Main’s findings, Bowlby stated that “Main found a strong correlation between how a mother describes her relationships with her parents during her childhood and the pattern of attachment her child now has with her” (Bowlby, 1988, p. 133).

He concluded that across studies, the pattern of attachment of the parent on the AAI significantly predicted the pattern of attachment of his or her baby in the SS. In a study that looked at three generations, the attachment status of the grandmother on the AAI significantly predicted the pattern of attachment of both the mother and also the mother’s baby (Benoit & Parker, 1994, as cited in Hesse, 1999; see Wallin, 2007, p. 37). Despite these findings, van IJzendoorn (1995) noted that a “transmission gap” remains because available research has not offered an adequate explanation of how the pattern of attachment of the parent often becomes the pattern of attachment of the child. According to David Wallin (2007), the missing ingredient relates to metacognitive capacity, which is described in a later section of this chapter.

Main and her associates explored another possible factor in the intergenerational transmission of attachment patterns. In developing the Adult Attachment Interview, they discovered that some adults show remarkable temporary states of disorganization when describing a previous history of trauma or loss. This disorganization is specific to a given description of trauma or loss and not to each description of trauma or loss on the AAI. Furthermore, this temporary, event-specific disorganization contrasts with the presence of pervasive disorganization across the transcript, as is characteristic of adults with disorganized attachment on the AAI (the CC—“cannot classify”—category). Main and her associates coined the term “Unresolved, disoriented” (Ud classification) for discrete, temporary disorganization occurring in response to specific AAI topics and inquiries (Main & Goldwyn, 1994). Adults with unresolved status for a given trauma or loss often show lapses in the organization of their discourse in relation to that trauma or loss and also often have deficits in metacognitive monitoring. The three types of phenomena that receive the highest scores for Ud status on the AAI (thus indicating unresolved trauma or loss) are extreme, persistent irrational beliefs about the loss or trauma that are not tempered by reasoning; extreme psychological manipulations, such as dissociative compartmentalization; and severe, persistent clinical symptoms of trauma or grief that last beyond when they could reasonably be expected to resolve. Main and Hesse (1990) found that unresolved status was associated with dissociation of memories from awareness, current disorganization from partially dissociated memories, and coexisting but contradictory dissociated memories.

Main and her associates (Main & Hesse 1990, 1992) found that unresolved status for trauma or loss in adult parents was significantly associated with disorganized attachment in their babies as assessed with the SS procedure. They reasoned that since the trauma or loss is unresolved and dissociated by the parent, certain experiences involved in raising a young child (e.g., washing a baby’s genitals) can trigger and activate the mental and emotional states associated with the trauma or loss, resulting in temporary states of disorganization in the parent. Such temporary disorganization negatively affects the responsiveness of the parent toward the child. Additionally, unresolved status is associated with the parent acting in frightening and frightened ways toward his or her baby. The cumulative effect of the parent’s intense shifts in state and lapses toward disorganized states of mind is vulnerability of the child to developing multiple, contradictory internal working models (see discussion on IWMs later in this chapter) of the caregiver and the associated development of disorganized attachment in the child. In support of this theory, the Minnesota Longitudinal Study (Sroufe, 2005) found that 40% of the parents who had been abused as children maltreated their own infants, and another 30% provided marginal care to their infants. The 30% of parents who had been abused but were nonabusive with their children were significantly more likely to have received emotional support from a nonabusing adult, to have participated in psychotherapy to treat the abuse background, and/or to have developed a satisfying intimate relationship with a partner as an adult (pp. 95–96).

Stovall-McClough and Cloitre (2006) studied 60 treatment-seeking women with a history of childhood sexual abuse, 57% of whom were identified as unresolved regarding abuse or loss by the AAI. Unresolved status strongly predicted a diagnosis of posttraumatic stress disorder and mildly but significantly predicted dissociative symptoms. Furthermore, the women who had unresolved as compared to resolved status were significantly more likely to parent a child with disorganized attachment. However, women with unresolved status of childhood abuse who were effectively treated with psychotherapy were more likely to raise secure children.

Consideration of intergenerational transmission benefits from recognition of the base rates for adult attachment pattern classification. Bakermans-Kranenburg and van IJzendoorn (2009) examined over 200 studies that assessed various populations with the Adult Attachment Interview. When they combined the AAI results from North American mothers without identified clinical histories (n = 748), they found the following distribution of three-category attachment classifications: 58% secure (F); 23% dismissing (Ds); and 19% anxious-preoccupied (E). Using a four-category classification system, with unresolved (U) and cannot classify (CC) categories combined (n = 700), they reported 56% F, 16% Ds, 9% E, and 18% U/CC. The AAI data from North American fathers indicated that the distribution was not significantly different from that of mothers for the three-category classification (n = 439), but when the U/CC category was included (n = 374), there were significantly more dismissing classifications (24% vs. 16%).

Samples from European countries did not differ statistically from what Bakermans-Kranenburg and van IJzendoorn considered the norm (i.e., the data from North American mothers, given that the AAI was developed using a similar population) when using the three-category differentiation. Adding the U/CC category resulted in a slightly higher rate of dismissing attachment in the European studies. Bakermans-Kranenburg and van IJzendoorn highlight the impressive similarity of the rates of the adult classifications across cultures, stating that “the few [AAI] studies conducted in non-European countries like Japan and Israel (in Hebrew), or in non-English languages such as Dutch, Swedish, German, and Italian, do not result in strongly deviating attachment representation patterns” (2009, pp. 247–248).

While these findings highlight that the base rate norm from North American mothers can be used as a general understanding of the distribution of attachment pattern classifications, it must be remembered that there is significant deviation from this distribution in clinical populations (as reported by Bakermans-Kranenburg & van IJzendoorn, 2009, and many others; see Chapter 5), and in some countries (e.g., Russia; see Pleshkova & Muhamedrahimov, 2010).

The Organization of States of Mind: Internal Working Models

Bowlby began to think about humans’ mental representations of attachment behavior through learning of Lorenz’s work with other species. He discovered in Lorenz’s work that digger wasps make an internal mental map of their environment to enable them to better navigate their environment (Karen, 1998). According to Bowlby (1969/1982), an animal makes a “schematic representation of the topography of the environment in which it is living” (p. 71). The honeybee, for example, initiates the seeking of honey using a visually controlled system that (1) directs the bee to fly toward what appears to be a flower, (2) compels the bee to smell and settle on the flower, and (3) drives the bee to touch and locate the area where it can suck the honey. This behavioral system is organized into a series of “chains” that link each goal-corrected behavior toward the final goal (p. 75).

Consequently, Bowlby began to wonder how infants might also develop internal maps for the quality of attachment with their caregivers. While the development of an internal representational world was already familiar to Bowlby from his background in psychoanalysis, Bowlby adopted the term internal working model from information-processing theory (Craik, 1943). Similarly, Bowlby used it to refer to infants’ construction of an inner model of their relational reality (Bowlby, 1973). Bowlby describes an internal working model (IWM) as follows:

In the working model of the world that anyone builds, a key feature is his notion of who attachment figures are, where they may be found, and how they may be expected to respond. Similarly, in the working model of the self that anyone builds a key feature is his notion of how acceptable or unacceptable he himself is in the eyes of his attachment figures. On the structure of these complementary models are based that person’s forecasts of how accessible and responsive his attachment figures are likely to be should he turn to them for support . . . whether he feels confident that his attachment figures are in general readily available or whether he is more or less afraid that they will not be available—occasionally, frequently, or most of the time. (p. 203)

Bowlby came to believe that patterns of attachment behavior can be explained by the operation of internal working models, which represent either secure or insecure experience with attachment figures. In the case of insecure IWMs, through a process of defensive exclusion of aspects of experience, a child may form multiple, contradictory, or distorted IWMs that create disruptions to attachment behavior. Moreover, particular forms of IWMs can cause an entire behavioral system to become “deactivated” (Bowlby, 1980a, p. 66). For example, attachment behavior becomes deactivated in avoidant babies and exploratory behavior becomes deactivated in resistant babies.

While IWMs of securely attached babies are more flexible and adaptable, IWMs of insecurely attached babies are more rigid, distorted, contradictory, and relatively resistant to change:

These models of a parent and self in interaction tend to persist and are so taken for granted that they come to operate at an unconscious level . . . [They] persist in a more or less uncorrected and unchanged state even when the individual in later life is dealing with persons who treat him in ways entirely unlike those that his parents adopted when he was a child. (Bowlby, 1988, p. 130)

However, through exposure to a healthy attachment figure in later childhood or an effective attachment-based psychotherapy, an insecure IWM can be changed into a stable, secure IWM. Main refers to such change as the establishment of “earned security” (Main & Goldwyn, 1984a; Main, Goldwyn, & Hesse, 2002).

Bowlby’s ideas about the cognitive structure of attachment behavior came to fruition in the work of Mary Main, who trained with Mary Ainsworth. Influenced by linguistics, Main began to see that the observed differences in attachment behavior in the SS between babies with different patterns of attachment were a reflection of different patterns of cognitive organization. Karen summarizes Main’s thinking:

The child’s early attachment experiences . . . cause him to establish an internal model that organizes and directs not only his feelings and behavior “but also attention, memory, and cognition,” to the extent that such mental functions are related to attachment. As a result, people with different attachment histories not only have different patterns of behavior but different “patterns of language and structures of mind.” (1998, p. 215)

Main conceived of IWMs not so much as representations but as “a set of conscious and/or unconscious rules for the organization of information relevant to attachment” (Main et al., 1985, p. 67). She went on to say that

secure versus the various types of insecure attachment organizations can best be understood as terms referring to particular types of internal working models . . . that direct not only feelings and behavior but also attention, memory, and cognition . . . Individual differences in . . . internal working models will be related not only to individual differences in patterns of nonverbal behavior but also to patterns of language and structure of mind. (Main et al., 1985, p. 67)

The Dynamic-Maturational Model of Attachment

Also interested in patterns of organization of mind in relation to attachment, Patricia Crittenden, who like Mary Main trained with Mary Ainsworth, developed a way of understanding attachment patterns that has built upon and expanded the work of Bowlby, Ainsworth, Main, and others. Her model, known as the Dynamic-Maturational Model (DMM) of attachment and adaptation (Crittenden, 1995, 2000a, 2000b, 2008, 2015), very much emphasizes consideration of the organization of mind in response to experience. Fundamental to her DMM approach are considerations of children’s experiences of danger and threat and the information-processing strategies for coping that develop over the course of early as well as later childhood through the interplay of maturation and experiences with attachment figures.

Crittenden’s theory, assessment, and treatment approaches are predicated on the principle that children, when they experience danger or threat, develop strategies for coping according to (1) the degree to which their attachment figures provide protection and comfort and (2) their maturational level at the time that coping strategies are required. According to her model, variation in attachment behavior reflects variation in patterns of information processing that underlie the child’s (and ultimately the adult’s) ongoing, environmentally and developmentally influenced attempts to cope with danger and threat of danger. Whereas Main and her colleagues have fruitfully focused on state of mind with respect to attachment, the DMM brings attention to these attachment-related patterns of information processing, which Crittenden’s assessment methods attempt to specify.

Crittenden sees the two primary functions of attachment as protection from harm, or death, in order to ensure reproduction:

The Dynamic-Maturational Model of attachment and adaptation defines attachment as three-entwined components: (1) relationships focused on protection and comfort; (2) patterns of mental processing of information about danger and sexual opportunity; and (3) strategies for self-protection, reproduction and protection of progeny. (Crittenden & Landini, 2011, p. 10)

Attachment is seen in the DMM, not as a stable property of the individual (as in “attachment disorder”), but as a strategy—or range of strategies—used, mostly non-consciously, to attempt to keep safe within relationships and to produce the next generation. (Pocock, 2010, p. 3)

In Crittenden’s view, “maladaptive behavior is the result of earlier attempts to protect oneself and one’s progeny” (2008, p. 246). When parents do not provide adequate protection, a child processes the experience of danger or threat according to his or her zone of proximal development, or “the set of competencies that are emerging for a given individual at a specific moment in time” (Crittenden, 2008, p. 17; see Vygotsky, 1978). The goal of the processing is always to preserve the central functions of attachment—most immediately, self-protection—and “distortions in the way information is processed preserve the function under conditions of threat” (Crittenden & Landini, 2011, p. 34).

Crittenden highlights two primary forms of information-processing distortion, both involving relative omission of a category of information: omitting affective information and privileging cognitive, contingency- or consequence-based information; and omitting cognitive information and privileging affective, experiential, intensity-based information. Such patterns of including/excluding particular domains of information serve the goal of protection by disposing the child or adult to relate to available information in ways that through experience have been most associated with better outcomes when facing danger or threat of danger. Crittenden states that “patterns of attachment reflect learned patterns of mentally managing cognitive and affective information so as to predict and adapt to dangerous circumstances and opportunities for reproduction” (Crittenden & Landini, 2011, p. 36).

The particular ways that experience is processed lead to specific strategies for coping, for “eliciting needed caregiving from the parent[,] and for reducing possible rejection or harm” (Crittenden, 2008, p. 21). Repeated over time, these strategies and their underlying pattern of information processing create dispositional representations (DRs) “that reflect individuals’ interpersonal expectations” (Crittenden & Dallos, 2014, p. 54). To Crittenden, the concept of DRs is more precise than Bowlby’s “internal working models,” “both because it clarifies the ‘disposing to action’ function of representation and because it emphasizes the transient, in-process quality of representing (as opposed to the retained and static quality of models)” (Crittenden, 2008, p. 92).

The “disposing to action function” of DRs leads to particular, relatively consistent patterns of attachment behavior and response, and the “transient in-process quality” reflects Crittenden’s view that the information-processing patterns activated by experience change over time because of the interaction of both organismic maturational factors and new experiences.

Crittenden aims to honor the complexity inherent in her developmental and information-processing perspectives on attachment patterns by identifying “a wider array of [attachment] strategies than Ainsworth found in infancy” (Crittenden, 2008, p. 248). She takes as a starting point for her categorization system Ainsworth’s (1973; Ainsworth et al., 1978) distinction among avoidant (A), balanced or secure (B), and ambivalent (C) strategies. Regarding a classification approach, Crittenden suggests:

It could retain the Ainsworth patterns of infancy or be revised to reflect adult organizations that coalesce only after infancy (see Crittenden & Ainsworth, 1989). Describing such organizations is at the heart of the DMM method. From the three Ainsworth ABC patterns of infant attachment, an expanded DMM set of classifications is offered to address organizations of thought and behavior beyond the range described by Ainsworth. These classifications identify strategies that infants cannot yet organize. (Crittenden & Landini, 2011, p. 18)

A foundation of Crittenden’s expanded system is the differentiation between cognitive and affective forms of information processing that underlie the A and C strategies:

Ainsworth’s three basic strategies form the core of the classificatory system, with the notion of cognition and affect functioning as information about when and where there might be danger constituting the explanation for the universality of the three patterns . . . [T]he DMM is inherently a two-category model that includes gradations between the two processes. The two processes are drawn from information processing and refer to transformation of sensory stimulation into two basic forms of information. One is temporally ordered “cognitive” information; this is the basis for the Type A organization. The other is based on the intensity of stimulation and yields the construct of “affect”; this is the basis of the Type C organization. Type B is their balanced integration. Types A and C are construed as psychological opposites, with Types B and AC being their integration. (Crittenden & Landini, 2011, p. 40)

People using Type A strategies “tend to omit feelings from processing and to act in accordance with expected consequences” (Crittenden, 2005, p. 4). Forming an expectation of a consequence is the result of a disposition to process experience according to its perceived temporal contingencies (i.e., the sequence of experienced phenomena), which Crittenden identifies as a cognitive strategy of information processing (Crittenden, 2008, p. 19). People using Type C strategies “do the opposite: they act in accordance with their feelings with little attention to consequences” (Crittenden, 2005, p. 4). Such feeling-based action results from a disposition to process experience according to its intensity and the resulting autonomic nervous system responses, which is an affective information-processing strategy.

The Type B strategies involve using a mix of both cognitive and affective information, depending on the demands of the context, in a balanced, integrated way that does not distort or omit any information. Types A/C and AC, which replace Main and Solomon’s (1990) Type D and the CC classification, are “classifiable, organized strategies” (Crittenden & Landini, 2011, p. 230) that also involve using both cognitive and affective strategies, but in alternating, less integrated ways (A/C) or in a blended way (AC) that integrates, to varying degrees, “false, denied, and delusional affect and cognition” (Crittenden & Landini, 2011, pp. 230–231).

Every strategy is considered to “reflect learned patterns of mentally managing cognitive and affective information so as to protect and adapt to dangerous circumstances and opportunities for reproduction” (Crittenden & Landini, 2011, p. 36). Though adaptive from this perspective, any tendency to privilege or exclude available information will “distort information in ways that often lead to heightened expectation of danger and, thus, to the use of self-protected behavior under safe circumstances” (Crittenden & Landini, 2011, p. 35). Such behavior is characteristic of insecure attachment.

Crittenden’s model of information-processing strategies that underlie attachment patterns can be applied across the developmental spectrum. By specifying particular variants of affect-focused and cognition-focused strategies, Crittenden describes 11 possible patterns of attachment in infancy, 13 at preschool age (reflecting maturing out of the possibility of two infancy patterns and into four new possible patterns), 15 by school age, 17 by adolescence, and 22 by adulthood (see Crittenden, 2008, pp. 16–88). These include subcategories of Types A, B, C, and, in adulthood, the blended pattern AC. In addition, across the developmental spectrum, any A and C strategy can operate in an alternating pattern as A/C.

To illustrate the developmental maturation aspect of the classification system, at infancy there are three possible variants of the A (cognition-privileging) and C (affect-privileging) patterns, whereas at adulthood there are eight possible variants of each, reflecting the developmental potential for greater cognitive and affective capacities at adulthood. Similarly, at school age, approximately 6 to 12 years, there are six possible variants of C patterns but only four possible variants of A patterns, reflecting findings that affect development outpaces cognitive development at this age range.

Because maturation increases the range of mental and behavioral responses, the need for and use of self-protective organizations of thought and behavior may change with development, even when circumstances themselves are unchanging. This can result in a change of pathways as well as the organization of new strategies. (Crittenden & Landini, 2011, p. 37)

Identification of States of Mind

Concepts consistent with information processing have also been central to Mary Main’s work with the Adult Attachment Interview (AAI) and her differentiations of attachment types. She and her colleagues place great emphasis on coherence of state of mind; they have found, for example, that secure adults describe early attachment relationships in an organized, coherent manner. Main and Goldwyn (1998) define coherence as “a connection or congruity arising from some common principle or relationship; consistency; [or] connectedness of thought, such that parts of the discourse are clearly related, form a logical whole, or are suitable or suited and adapted to context” (p. 44).

Operationally, Main and her associates apply Grice’s (1975) categories that define cooperative, rational discourse: namely, truthful in quality, succinct but complete in quantity, relevant, and clear and orderly in manner. “Discourse is judged coherent when a subject appears able to access and evaluate memories while simultaneously remaining plausible (consistent, or implicitly truthful) and collaborative” (Hesse, 1999, p. 404). Secure adults richly and accurately describe memories of early attachment relationships with sufficient detail. They stay on topic. Their discourse about attachment depicts a singular working model for each attachment figure. Insecure, dismissing adults do not describe early attachment relationships in a very coherent manner. Their descriptions of early attachment figures are rarely supported by evidence, and when they do provide illustrative memories, they are often overidealized and unrealistic or they lack sufficient memory detail. These descriptions may be too succinct to provide a clear picture of early attachment figures. Insecure, preoccupied adults are exceedingly verbose. Their descriptions of early attachment relationships are filled with irrelevancies, passive speech, and jargon, and their descriptions are often excessively long and meandering. Insecure, disorganized adults present a contradictory mixture of discourse showing characteristics of both dismissing and preoccupied speech.

Overall, dismissing, preoccupied, and disorganized adults show low coherence of discourse in describing their early attachment experiences on the standardized Adult Attachment Interview (described fully in Chapter 4). On a 1 to 9 scale to indicate coherence of discourse in response to the AAI questions, insecure individuals generally score below 3 and secure individuals generally score above 7. Thus, the way a person organizes or cannot organize his or her thoughts and discourse about early attachment relationships is considered to be a primary indicator of secure versus insecure attachment. In essence, Main and her colleagues associated each of the four adult attachment types with very specific organization or patterns of state of mind.

Hesse (1999) stated that the discovery that attachment patterns are represented by states of mind inferred through discourse patterns opened a new era in attachment research in which focus could be placed on how attachment is represented as a state of mind. The new focus allowed researchers to go beyond studying young children’s nonverbal behavior as coded from the strange situation to exploring older children’s and adults’ representations of attachment through states of mind.

Three Generations of Metacognition

In a seminal article, John Flavell (1986) defined metacognition as “thinking about thinking.” A more comprehensive definition is direct perception of one’s own state of mind or the state of mind of the other. In this definition, “state of mind” includes not only thinking but any cognitive or affective experience. Research on metacognition in the attachment field began with Mary Main (1991). Using the Adult Attachment Interview, she discovered that secure adults, as compared to insecure adults, tended to have a greater capacity to reflect on their attachment experiences and to see the “merely representational nature” of their own beliefs and feelings about attachment experiences (p. 129).

Main and her associates identified several kinds of metacognitive thinking in AAI discourse. For example, when a respondent says, “It seemed as if my mother was angry when I was growing up,” he or she is recognizing an “appearance–reality distinction” in that the respondent understands that the way it seemed may not have been how it actually was. The statement “It seemed to me that my mother was angry, but my sister didn’t see it that way at all” reflects understanding of “representational diversity” in that the respondent is aware that two siblings can develop very different representations for the same attachment experience. When a respondent says, “I used to think my mother was angry when I was growing up, but I don’t see her that way anymore,” he or she is showing understanding of “representational change,” recognizing that representations of early attachment experiences may significantly change over time.

These examples illustrate the relative nature of all representations, highlighting that representations are just that—merely representations. AAI transcripts characterized by frequent examples of metacognitive statements are likely to be secure transcripts. High scores on the metacognitive scale of the AAI are significantly correlated with coherence of transcript and coherence of mind. While the metacognitive scale on the AAI reflects the first attempt to articulate and codify the presence of metacognitive thinking when reflecting on attachment experiences, the scale never developed beyond the identification and inclusion of the three types—appearance–reality distinction, representational diversity, and representational change.

Peter Fonagy, Anthony Bateman, and their associates in the area of metacognition (hereafter referred to as the London School) greatly advanced research on metacognition and attachment with their work on mentalization. Mentalization is defined as

making sense of the actions of oneself and others on the basis of intentional mental states, such as desires, feelings, and beliefs. [It] entails the recognition that what is in the mind is in the mind. It reflects the knowledge of one’s own and other’s mental states as mental states. (Bateman & Fonagy, 2004, p. 58)

Reflective function “refers to the psychological processes underlying the capacity to mentalize” (Fonagy et al., 1998, p. 4), and reflective functioning is the operationalization of mentalization. Peter Fonagy, along with Mary Target and Howard and Miriam Steele, developed the Reflective Functioning Scale (RF-S, Fonagy et al., 1998) that can be applied to an AAI transcript or a therapy transcript. The RF-S measures reflective functioning across four broad domains: (1) awareness of mental states, including awareness of the relativity of all knowledge systems and the limitation of knowledge; (2) awareness that behaviors are associated with underlying states of mind, including reflection on the causes of behavior, awareness that feelings about a situation may differ from behavior, and reflection on how mental states affect the interpretation of others’ behavior and also how others interpret one’s own behavior; (3) awareness of the developmental aspect of mental states, which includes taking a transgenerational perspective, putting one’s own behavior into a historical context, and being aware of the familial-contextual aspects of experience; and (4) awareness of mental states in relation to the interviewer, including acknowledgment of separateness of states of mind, emotional attunement to the interviewer, and acknowledgment of perceptions and beliefs about the interviewer.

On the AAI or in a therapy session, an individual with highly developed reflective capacity is likely to make many metacognitive statements of the nature mentioned above, such that these statements pervade the discourse. The RF Scale spans from minus 1 to plus 9, and transcripts of individuals with high reflective capacity are likely to score between 7 and 9. On the other hand, Fonagy and his associates claim that they never found a patient with a personality disorder or a dissociative disorder diagnosis that scored 3 or above on the RF Scale. Based on this observation, Fonagy and his associates developed an entire approach to psychotherapy for patients with personality and dissociative disorders called mentalization-based treatment (MBT). Outcome research on MBT has demonstrated that when psychotherapy systematically focuses on the development of mentalization capacity and the capacity to reflect on one’s own and the other’s state of mind, there is significant improvement in reflective functioning. Further, overall coherence of mind, as measured on the AAI, significantly improves, and many such MBT-treated patients no longer meet diagnostic criteria for a personality disorder.

The third generation of research on metacognition emerged from the work of Antonio Semerari and his associates (Semerari et al., 2003) at the Third Center of Cognitive Psychotherapy, Rome (hereafter referred to as the Rome School). Semerari and his colleagues differ from the London School in that they do not consider metacognition to be a single, general function that resembles reflective capacity but instead identify a range of distinct metacognitive abilities. They take what they call a modular view of metacognition. Semerari and his associates identified four discrete categories of metacognition: (1) metacognitive identification, which refers to the capacity to become aware of one’s state of mind; (2) metacognitive mastery, which refers to the capacity to become aware of one’s state of mind in a way that has a regulatory effect on this state; (3) metacognitive relating of states, behaviors, and motivations; and (4) metacognitive integration or organization, which refers to awareness of the degree of organization or disorganization of one’s state of mind.

Semerari et al. (2003) coded therapy session transcripts of patients with a diagnosis of either borderline or narcissistic personality disorder for each of these four metacognitive capacities. They found significant differences in metacognition between each diagnostic group. For example, borderlines scored adequately on metacognitive identification but had a primary deficit in metacognitive mastery. Narcissists showed the opposite: They scored adequately on metacognitive mastery but had a primary deficit in metacognitive identification of others’ and their own states of mind. Giovanni Liotti, from this same research group, demonstrated a primary deficit in metacognitive organization in both borderline and dissociative disorder patients (1999). According to the Rome School, the main implication of the findings is that metacognitive deficits may be condition-specific and that metacognitive-based psychotherapy may need to address very specific metacognitive deficits in a patient with a specific diagnostic condition.

Intersubjectivity

Ainsworth and her associates laid the foundation for a generation of research on parental attunement with her discovery that maternal responsiveness, or lack thereof, can predict secure and insecure attachment as assessed in the Strange Situation. Secure infants clearly signaled distress upon separation and then relief of distress upon being comforted in reunion episodes, and responsive mothers correctly identified their infants’ signals and responded appropriately. Avoidant babies failed to communicate their distress and/or their mothers failed to recognize their babies’ distress cues. Ambivalent babies communicated ongoing exaggerated distress in reunion episodes, and irrespective of the mother’s response, this distress was not relieved.

Researchers began to discover that these interactions were not simply about maternal responsiveness but that the interaction between mother and baby as either a secure or insecure dyad was of equal significance. Bowlby’s concept of goal-corrected behavior also implied that collaborative interaction and contingent reinforcement of signaled behaviors was of great importance. These findings and their interpretations opened the door for a new wave of research on attunement and misattunement.

A contemporary of Bowlby, Donald Winnicott, was an English pediatrician and psychoanalyst who developed his ideas through his treatment of children. In The Child and the Family (1957), Winnicott presented the idea that the mother’s attuned presence acts as a “holding environment” for the child. A “good-enough mother” consistently and attentively holds her child—physically while comforting, feeding, and bathing the child, and also emotionally in all contexts. The cumulative consequence of “good-enough” holding is that the child becomes able to develop a physical representation of bodily experience and also a representation of mind. The concept of holding conveys a careful attunement by a mother toward her infant. Additionally, Winnicott was interested in and wrote a great deal about play. He suggested that a child’s play is a central ingredient to the development of the sense of self (1971). A mother who is consistently encouraging and reassuring in response to her baby’s spontaneous expressions is likely to raise a child who develops a healthy and stable sense of self. Conversely, the child of a mother who consistently rejects or discourages his or her spontaneous expressions is likely to develop a fragile and/or false self (Winnicott, 1960).

Tronick, Adamson, Als, and Brazelton (1975) conducted one of the first experiments demonstrating reciprocity in infant–mother interactions using what has become known as the still face experiment. This method entails video-recording the interactions of a one-year-old child with his or her mother. Initially, the child and mother greet each other, and then the child playfully interacts with his mother for several minutes. Typically, the mother and child respond with reciprocal exchange of spontaneous facial expressions, hand gestures, and vocalizations. Next, the mother is instructed to maintain a nonresponsive, expressionless face for the next 3 minutes. The baby initially responds by trying to reengage the mother with hand gestures, pointing, smiling, and vocalizations. As these infant-elicited attachment behaviors fail to evoke any response from the mother, the baby shows a progressive decrease in spontaneously initiated behaviors, a muted smile, protest sounds, averted gaze, distress, crying, and decreased motor coordination. This experiment strongly illustrates the importance of the reciprocal nature of infant–caregiver attunement and the profound negative effects of even a brief misattunement in an otherwise secure infant–mother dyad.

Andrew Meltzoff (1985, 1990; Meltzoff & Moore, 1998) developed a theory of innate intersubjectivity. He sees intersubjectivity as arising initially from the infant’s perception of the mother’s behavior and believes that such perceptual acuity is present at least shortly after birth. His theory is derived mainly from studies of imitative behavior in infants. For example, he discovered that neonates at 42 minutes of age imitated the mother’s facial expression. Infants were then given a pacifier to inhibit the infant’s spontaneous imitation of the mother’s facial expression, and the mother either opened her mouth wide or stuck her tongue out. When the pacifier was removed several minutes later, the child made progressively more accurate imitations of the mother’s facial expression that he or she had seen just minutes before. By six weeks, the baby was able to imitate the mother’s facial expression seen on the previous day when exposed to a neutral expression of the mother’s face. By nine months, imitative behavior can be deferred for longer and longer durations. Meltzoff reasoned that such infants must be creating a mental representation of the mother’s facial expression, a mediator of imitative behavior. Imitative behavior is also based on the perception of correspondence between the infant’s own behavior and that of the mother. The subjective representation of that correspondence results in a sense of fundamental relatedness between self and other.

Colwyn Trevarthen (1979) developed his theory of intersubjectivity by conducting a micro-analysis of videotaped recordings of infant–mother interactions. In contrast to Meltzoff’s innate theory of intersubjectivity, Trevarthen views intersubjectivity as a consequence of the interactions between infant and mother over time. He argued that what is innate is the infant’s ability to detect contingency effects—that is, to detect effects that are or are not contingent on the infant’s behavior toward the mother. Such dyadic, mutually regulated communication and cooperation is characterized by mutual imitative behavior, emotional empathy, and reciprocal nonverbal and verbal communication. Reciprocal communication entails both the infant and the mother matching each other’s response with respect to the timing of the response, the form of the nonverbal or verbal communication, and the intensity of the response.

Intersubjectivity entails a process by which the infant fits her or his intention, attention, and behavior to that of the other in a mutually regulated interactive sequence. This process requires accurate perception of and adaptation to the expressions and behavior of the other. It does not entail passive imitation but rather translation, deliberate reproduction, mirroring, amplification, and embellishment.

Daniel Stern (1971, 1985) also conducted detailed microanalyses of infant–mother interactions on videotape and discovered the back-and-forth sequences of the infant’s and mother’s respective responses to each other. Stern used technology that was sufficiently sensitive to observe the minute, carefully synchronized patterns between infant and mother (Karen, 1998, p. 347). Like Trevarthen, Stern sees intersubjectivity less as something innate and more as a phenomenon arising out of the reciprocal interactions between infant and mother over time. It begins with the infant’s acute awareness of the other, and, through mutually regulated interactions, infant and mother both learn the rules of interactions and represent and interpret the meaning of each other’s behavior. Stern’s work is notable for its emphasis on dyadic affect attunement.

Additionally, Stern emphasizes that an important developmental shift occurs between 9 and 12 months. With the maturation of cognition, there is a shift away from mutually regulated overt behaviors to mutually regulated subjective states in infant and mother alike. By the end of the first year of life, the baby begins to develop the capacity for symbolic thinking and thereby is able to make a neural representation of subjectivity and intersubjectivity. In other words, by this age, the child has begun to develop a theory of one’s own mind as well as of the mind of the other. The baby discovers his or her own mind and the mind of the other, and also that subjective experiences can be communicated and shared through the ongoing dyadic communication of intention, attention, and emotion.

The relation between the attachment system and intersubjectivity is best described as follows:

Stern believes that attachment and intersubjectivity are separate and complementary motivational systems. The attachment system balances our related needs for the security of physical proximity and the learning that exploration makes possible. The intersubjective system is driven by our need to know and be known by others. If attachment exists to foster felt security, intersubjectivity exists to promote the experience of psychic intimacy and belonging . . . While it is possible to be attached without intersubjective relatedness . . . and intersubjectively related without attachment, . . . it is generally true that attachment and intersubjectivity are mutually enhancing. (Wallin, 2007, p. 54)

According to Karen (1998), “well-synchronized mother–infant interactions predict secure attachment” (p. 350).

Attunement, Misattunement, and Synchronization of Expression

Beatrice Beebe’s (2005) research on intersubjectivity has focused on synchronized, coordinated timing of interactional patterns and rhythms between infant and mother—what she refers to as forms of intersubjectivity. Using real-time video-recording analysis of infant–mother interactions, Beebe and her associates have studied nonrandom rhythmic patterns of nonverbal dyadic exchanges (orientation, gaze, looking, head movements, gestures, postural mirroring, facial expression, and touch) and verbal dyadic exchanges (tone and pitch, vocal rhythm, vocal timing, turn-taking) (Jaffe, Beebe, Feldstein, Crown, & Jasnow, 2001).

The opposite of carefully synchronized and mutually regulated interactions between infant and mother is misattunement. Karen (1998) describes several circumstances of misattunement in insecure infants:

Those [mothers] whose babies tended to be ambivalently attached to them misattuned to a broad spectrum of the baby’s emotional expression, but were extremely attentive and well attuned when the baby was afraid. They were, in effect, training him to see fear as a primary means of achieving a sense of relatedness to another person. Mothers whose babies tended to be avoidantly attached to them, on the other hand, were most likely to misattune to the infant when he was expressing a negative feeling, especially toward them, or when he was seeking comfort or reassurance. Such mothers excelled, however, in attuning to their baby’s exuberance, especially when he was mastering some new toy or game. (pp. 354–355)

Beebe and Frank Lachman (2014) have also researched intersubjectivity with adult patient–therapist dyads. For example, they present a compelling case study in which Beebe empathizes with a disorganized patient’s communicative expressions and feelings of loss by utilizing a questioning intonation to introduce the possibility that the patient could respond. In treating Dolores, who initially could not look at Beebe because of her intense fearfulness, withdrawal, and dissociation, Beebe videotaped her own face while conducting a number of sessions and watched the videotapes with Dolores afterward. In the videotapes, Beebe was seen to make use of facial expression, self-touch, and other forms of nonverbal communication to mirror the patient’s verbal rhythms, facial expressions, and body language, thus providing attuned gestural responses. By matching her responses to the patient’s, Beebe tried to model and enhance the expressions of affect the patient would experience and convey if she were more securely attached. Beebe summarizes the process below:

Since Dolores initially did not make much use of the facial-visual channel of communication, the early phases of the treatment were carried through my rhythms of voice and body rather than my face. My contingent coordination with her rhythms constituted the process of how I reached for her, how I tried to sense her state, and she could come and sense mine. Both Stern (1985) and Trevarthen (1998) argue that matching of communicative expressions simultaneously regulates both interpersonal contact and inner state. Dolores gradually came to sense a “comforted” inner state as she became more aware of how I matched her and coordinated with her. Thus correspondences of expressions through time, form, and intensity provided a powerful nonverbal mode of therapeutic action. My coordination simultaneously gave me a greater feeling of “being with” her. (Beebe & Lachman, 2014, p. 87)

Another way of describing Beebe’s verbal technique is by saying she used “motherese” in attempting to evoke new capacities for attachment-oriented communication in Dolores. One of our three pillars of attachment treatment includes making use of such dyadic verbal communicative expressions as matching, coordination of tone, pitch, and vocal rhythm. Our integration of these methods into treatment is described fully in Chapter 10.

Conclusion

With this overview of what we see as the seminal ideas that have emerged so far in the history of the attachment field, we have attempted to set the context for our focus throughout the rest of this book. Our treatment model and methods reflect our particular integration of what we consider to be the most important ideas and understandings about the origins, manifestations, and treatment methods of attachment disturbances in adults. The next chapter reviews what is known about the developmental factors that contribute to the emergence of the attachment bond in children.


CHAPTER 2

Understanding the Development
 of Attachment Bonds and
 Attachment Behavior Over
 the Life Course

Developmentally informed treatments for attachment disturbances are based on an understanding of what an attachment bond is and how it forms. Out of the rich and complex interplay of an infant’s internal maturational processes and the interpersonal behavioral dynamics with his or her primary caregiver, an attachment bond emerges and is shaped and consolidated over time. That bond, whether secure or insecure, creates and is reflected by an internal representation, or internal working model, of the attachment relationship and has a profound influence on the child’s continued development. Later strengths and problems in areas of self-experience, affect regulation, and capacity for intimacy in relationships can often be traced to what happened during the early processes of attachment bond formation. The treatment model presented in this book is founded on the developmentally essential factors for the formation of secure attachment, and the treatment methods integrate those factors in ways that can reshape an adult’s internal representation of insecure attachment into one that is secure and can repair the problems that occur in the domains of self, affect, and relational functioning.

This chapter presents an overview of the current understanding of the normative factors and dynamics that contribute to the formation of a secure attachment bond and the related developmental achievements. The emphasis is on the interplay of infant attachment behavior and caregiver responses. Though the attachment bond is stably established by approximately the third year of life, continued maturation and later experience during childhood, adolescence, and adulthood result in changes in ways that the attachment bond manifests. The latter part of this chapter reviews those changes.

When considering any developmental process, it can be useful, for conceptual understanding, to impose a stage or phase structure on the linear sequence of developmental emergence. Mary Ainsworth (1972; Ainsworth, Blehar, Waters, & Wall, 1978) gave slightly different names to John Bowlby’s earlier description of four phases in infants’ development and strengthening of the attachment bond with caregivers: (1) initial pre-attachment, (2) attachment-in-the-making, (3) clear-cut attachment, and (4) goal-corrected partnership. The developmental factors that contribute to the emergence of these phases and the features characteristic of each phase are detailed below. Though typical age ranges for the phases are indicated, it must be kept in mind that, as with any developmental sequence, there can be great temporal variation in their unfolding.

Phase 1: The Pre-attachment Phase (Birth to 2–3 Months)

Infants are entirely dependent on caregivers for their survival, and so any behavior that increases the chance that attention and care will be provided is adaptive. Bowlby (1969/1982) believed that attachment behaviors, or behaviors that orient toward and promote proximity to potential caregivers, have been evolutionarily hardwired into the nervous system. During the first weeks of life, before the infant can seek out or even recognize a caregiver, automatic, reflexive behaviors occur to attract a caregiver’s attention and to provide information that ideally will guide the caregiver to meet the infant’s immediate needs and ensure his or her ultimate survival.

Bowlby’s view was that “at birth or very soon thereafter, every sensory system in the infant is working . . . [and] there is much evidence that the sensory systems are structured so that the baby is particularly likely to respond to behavior from humans in general” (Marvin & Britner, 2008, p. 275). The earliest signs of nonverbal communication to humans emerge within just a few hours after birth in the form of tongue protrusion, mouth opening, lip protrusion, smiling, and showing surprise (Nagy & Molnar, 1994). Meltzoff and Moore (1977) found that as early as 42 minutes after birth, infants are able to imitate the nonverbal behavior of their caregiver. Bowlby further believed not only that infants have innate responses to humans, but also that their response patterns are organized in ways that promote and maintain human contact: “In a complementary way, a baby’s signal and motor systems are especially adept at eliciting interest and caregiving from other humans, so that proximity, physical contact, nutrition, and warmth are the predictable outcomes” (Marvin & Britner, 2008, p. 275). During this phase, the largely automatic behaviors of the infant may be seen as casting a net to establish recognition of and rudimentary connection with a caregiver. The adaptive nature of these innate and early-appearing sensory and behavioral patterns is clear: As proximity and need-gratification are fundamental to survival, until the infant develops both the motor skills that allow self-initiation of proximity to a caregiver and the communication skills to directly indicate the presence of needs, he or she must behave in ways that increase the likelihood that a caregiver will be near and will provide essential caregiving functions.

Ainsworth et al. (1978) stated that the initial pre-attachment phase entails “orientation and signals without discrimination of figure” (p. 23). Immediately after birth, human infants show a capacity for visual orientation and basic tracking of moving objects, human or not. Over the first weeks of life, the infant becomes more adept at head-turning and focusing his or her gaze, and increasingly he or she responds to others, especially to whomever is consistently nearest, with orienting responses of the head and eyes.

The primary pre-attachment behaviors, emerging from the innate attachment behavioral system (Bowlby, 1969/1982), are crying, babbling, reaching, grasping, clinging, and smiling. These behaviors are not learned but occur reflexively in response to internal and/or external conditions and ideally attract the attention, proximity, and beneficial response of the caregiver. Jude Cassidy (2008) highlights Bowlby’s view that the attachment behavioral system functions in a “goal-corrected” manner: “Unlike certain reflexes that, once activated, maintain a fixed course (e.g., sneezing, rooting), the attachment behavioral system enables the individual to respond flexibly to environmental changes while attempting to attain a goal” (p. 5).

The attachment behaviors operate on and attempt to influence external conditions, but the fundamental purpose of these behaviors is the elimination of states of inner tension.

Crying is an automatic response to conditions experienced by the infant as noxious, and functions as an alerting signal (Ainsworth et al., 1978) to the caregiver to come to the infant and act to diminish the discomfort that triggered the crying. If the caregiver responds with behavior that soothes the infant, the crying behavior has been successful and is terminated. The largely reflexive and caregiver-independent gross motor movements of reaching, grasping, and clinging are physical expressions of the desire and need for physical proximity and/or comfort and may or may not be paired with crying. Especially soothing even shortly after birth are soft vocalizations from caregivers who respond with physical acceptance of the infant’s rudimentary forms of reaching, grasping, and clinging.

Smiling is also one of the earliest attachment behaviors and is, like crying, a signaling behavior (Ainsworth et al., 1978). The earliest smile is not yet a social smile in response to a preferred caregiver but an automatic facial display pattern (Tomkins, 1968), a reflexive response of the striate muscles that control facial expression that is triggered when the infant sustains interest or joy in what is occurring in the moment. This facial display pattern is an amplified, external expression of the infant’s internal experience and ideally cues the caregiver to maintain the conditions that elicited the smile.

In addition to smiling, several other automatic facial displays are also amplified expressions that function as cues to the caregiver. A facial pattern of surprise often indicates initial overwhelm from internal or environmental conditions. If such conditions are prolonged, the facial display becomes one of fear; if the conditions are reduced or modified by the caregiver to create an optimal, balanced level of stimulation that the infant can bear, the expression shifts to what might be described as contentment. An expression displaying frustration or anger indicates the infant’s experience of his or her interest being disrupted. Restoration of the interesting conditions or soothing in some other form will likely then elicit a positive reflexive display, such as smiling or contentment.

The automatic facial displays function not only to promote engagement with a caregiver and to cue her or him regarding immediate physical needs. They also cue a caregiver to modify the environment in ways that benefit other developmental needs. For example, the infant’s visual perceptual system isn’t fully developed until about the third month (D. P. Brown, 1993), and its optimal development depends on an ever-changing array of stimulation, neither too much nor too little. The infant depends on the caregiver to provide an environment that includes such stimulation. In the same way that facial displays cue the attuned caregiver to respond to the infant’s immediate physical needs, they can guide the caregiver to modify the visual environment to maximize the development of the perceptual system. Responding to the infant’s expressions of smiling, surprise, fear, frustration, anger, and contentment, the caregiver makes changes to the visual environment that reduce negative and promote positive facial displays.

The dynamic interplay between the infant’s pre-attachment behaviors and the caregiver’s responses serves not only to maximize the conditions for the infant’s momentary well-being and perceptual development, but also to build and shape the caregiver’s attunement to the infant and thereby to build the relationship. The main interchanges between infant and caregiver during this pre-attachment phase involve each adapting to the other’s rhythms of sleeping, waking, feeding, and elimination to create a best-fit dyadic correspondence (Sander & Julia, 1966). The internal conditions and experience of the infant during these interchanges produce a behavioral display, ideally the caregiver notices and responds, and the caregiver’s response has impact on the infant, whose subsequent display reflects the impact of that response. The repetition of this reciprocal, contingent pattern of display-response-display gives the caregiver ongoing opportunity to learn about what best meets the infant’s needs, in the moment and in general. As the attuned caregiver more and more “gets it right,” there will be fewer and less intense appearances of attachment behaviors, such as crying, and more displays of interest, contentment, and smiling. Overall, patterns of interaction become more consistent and stable.

Infants’ nonverbal imitative capacity, present from within the first hour after birth (Meltzoff & Moore, 1977) and growing steadily during the first months of life, can also be seen as contributing to the emerging relationship between infant and caregiver. Imitation itself reflects a relationship, as it is a response to the perception of behavior of an attended-to other. If that other is attentive and attuned and contingently responds to the infant’s imitation, then the resulting dyadic exchange reinforces the infant’s behavior, his or her attention to the other, and the relationship between them. According to Meltzoff and Moore (1977), this coordinated nonverbal interchange constitutes a kind of presymbolic communication between the infant and caregiver. Thus, both the innate imitative capacity and, as described earlier, the operation of the automatic facial display patterns are hardwired contributions to the emerging relational dynamics of nonverbal intersubjective communication (Trevarthen, 1979) and mutual, collaborative exchange (Tomasello, 2009).

Several infant nervous system maturations during this phase support the early attachment bond of the infant to the caregiver. During the third and fourth weeks of life, the infant begins to show a clear visual preference for the human face (Stechler & Carpenter, 1967; Wolff, 1969) and thus more frequently and for longer periods looks at humans who are near. By the fourth week, the infant develops head orientation toward others, and shortly thereafter shows preferential orientation toward the primary caregiver (Izard, 1971) and direct eye-to-eye contact and a smiling response to that contact (Stern, 1985). The primary caregiver will thus experience being looked at by the infant more often, which, along with the reward of learning the contingencies that result in positive facial displays, can have the effect of a net that “captures” and increases the caregiver’s motivation for presence and attention to the infant and his or her needs. For the infant, preferred orientation toward the primary caregiver and experience-based expectation and anticipation that the caregiver will contingently respond are fundamental developmental achievements during this phase, which “come to an end when the baby is capable of discriminating among people and, in particular, of discriminating his mother figure from others” (Ainsworth et al., 1978, p. 24).

Phase 2: Attachment-in-the-Making (2–3 to 6–9 Months)

During approximately the third month after birth, the infant whose nervous system is not impaired and who has had good-enough caregiving shows signs of differentiating between familiar caregivers, especially the primary caregiver, and others. For example, whereas earlier, smiling was the infant’s response to internal conditions, now the infant smiles in response to the most familiar caregivers. The more that reciprocal patterns of interaction are repeated with a particular caregiver, the more likely it is that the infant will begin to show a preferential orientation toward that caregiver. Ainsworth et al. (1978) referred to Phase 2 as “orientation and signals directed toward one (or more) discriminated figure(s)” (p. 24). Marvin and Britner (2008) state that this phase is “operationally defined in terms of the infant differentiating between the most familiar caregivers and others in directing his or her attachment behavior,” and they highlight Bowlby’s identification of “13 relatively complex patterns of behavior that are differentially displayed toward one figure, usually the mother” (p. 276).

Seven of these patterns are likely to be seen during Phase 2 in relation to a particular or possibly several close caretakers (e.g., the infant’s mother and father): visual-motor orientation, termination of crying, smiling, vocalization, greeting (with vocalization and/or smiling and/or reaching), climbing and exploring, and, toward the end of this phase, crying when the caregiver leaves. The other six patterns that Bowlby identified are likely to emerge during Phase 3 (Ainsworth et al., 1978, p. 26; Marvin & Britner, 2008, p. 276).

The Phase 2 patterns result from the significant sensorimotor advances that occur from about three to six months. Simple behaviors that appeared earlier become more complex and link with other behaviors as the underlying behavioral systems develop and integrate. Many behaviors become less reflexive and are increasingly under the infant’s control (Marvin & Britner, 2008). The differentiation and recognition of primary caretakers, together with the new possibilities for dynamic interaction that the sensorimotor developments enable, contribute to the infant’s “attachment-in-the-making” (Ainsworth et al., 1978, p. 23), building during Phase 2 toward a primary attachment bond between the infant and a particular caregiver. The infant begins to regularly orient toward and greet the primary caregiver with verbalizations, with the newly emerged social smile, and with deliberate reaching. By four months, the visual and motor systems are linked and coordinated in a way that allows a visual stimulus to activate a motor, reaching response; by five months, the infant has linked reaching and grasping, allowing him or her to not only deliberately reach out to the caregiver but also to grab hold (Marvin & Britner, 2008).

Facial displays continue to be automatic and reflexive at times, as they will be throughout life, but the infant also develops increasing control over the musculature of the face and becomes able to deliberately create facial expressions. Through visual-motor integration and the infant’s capacity for imitation, he or she becomes able to recognize and match the caregiver’s facial display, and between four and six months the capacity for deliberate, reciprocal exchange of facial displays between infant and caregiver emerges (Sroufe & Waters, 1997). Beebe and Lachmann (2014) filmed second-by-second face-to-face communication between four-month-old infants and their caregivers. A microanalysis of these infant–caregiver interactions revealed “a continuous, reciprocally coordinated process, co-created moment-to-moment” (p. 4). Repetitive patterns of mutual nonverbal matching in secure infant–caregiver dyads, and repetitive patterns of mutual nonverbal mismatching in disorganized dyads, are already fully in place by four to six months, and these patterns will later appear as part of prototypical attachment patterns identified with the Strange Situation procedure (p. 17).

Although during Phase 1 there is also dyadic communication through imitation-based matching, the infant depends on the caregiver to initiate interaction and is limited to automatic imitative responses. During Phase 2, the infant begins to seek and initiate interaction, begins to develop greater control of his or her behaviors, and is more able to make deliberate responses during the interaction. Malatesta and Haviland (1982) see such mutual exchange as initial intersubjective communication, and Trevarthen (1998) considers the dynamic nonverbal interactions between infant and caregiver to be a kind of protoconversational play. Contributing to these relational capacities are several self-observational and self-developments. Stern (1985) suggests that a rudimentary “core self” and “emergent relatedness” develops between the second and sixth month (pp. 26, 28), resulting from the infant’s growing awareness of the links among perceptions, actions, and affective expressions. Lewis and Brooks (1978) also highlight the emergence of self-awareness as the basis for the early sense of self. They suggest that early self-awareness develops between the fourth and eighth month and is based on the growing perception of internal bodily states and their changes and redundancy. D. P. Brown (1993) points to the relational contribution to such perception, stating that the infant’s awareness of his or her experience is promoted by sufficient caregiver attunement to and mirroring of the infant’s affective expressions. Of note here is that self-developments are promoted by relational dynamics, and then those very self-developments contribute to further refinement and development of relational dynamics.

The sense of self is emerging during this period, but it is not yet differentiated from caregivers. Internal working models (IWMs) are forming, but they are based on linking and continuity of internal experience rather than recognition of caregivers as being separate from that experience. It is not until Phase 3 that the infant comes to differentiate self from others (see, e.g., Mahler, Pine, & Bergman, 1975) and thereby develops separate, distinct IWMs of caregivers and self (Marvin & Britner, 2008, pp. 277–278).

Phase 3: Clear-Cut Attachment (6–9 Months to 36 Months)

Ainsworth et al. (1978) characterized Phase 3 as a period of “clear-cut attachment” that can begin as early as six months. The earlier patterns of attachment behavior activation and satisfaction and the emerging and increasingly complex reciprocal interactive facial displays, gestures, and vocalizations between the infant and his or her primary caregiver culminate at Phase 3 in a unique bond, the primary attachment relationship. Marvin and Britner (2008) highlight research that indicates that most infants select one caregiver as the primary attachment figure. Though infants usually establish attachment relationships to a variety of caregivers,

not all attachment figures are treated by the infant as equivalent . . . [A]ttachment behavior tends, especially when an infant is distressed, hungry, tired, or ill, to be focused on a particular person when both that person and other attachment figures are available. (p. 280)

During Phase 3, the infant’s continuing maturational developments and the responses of the primary attachment figure contribute to the consolidation of this attachment bond and the development of the IWMs that shape the attachment prototypes and the resulting attachment patterns throughout life. Between 12 and 18 months, a child’s attachment patterns become quite stable. Hamilton (2000) found that 77% of adolescents given the Adult Attachment Interview (AAI) at ages 17 to 19 years retained the same corresponding three-way attachment categorization that was identified at 12 months. Waters, Merrick, Treboux, Crowell, and Albersheim (2000) reported a 64% correspondence between 12-month three-way classification and AAI classification at 20 to 22 years, and when categorization was simplified to secure or insecure, there was 72% concordance. Sroufe, Egeland, Carlson, and Collins (2005) reported data from the Minnesota Longitudinal Study showing that 18-month (though not 12-month) ABC infant classifications predicted AAI categories at 26 years (though not at 19 years). This association was primarily based on the very strong association between autonomous (B) and later AAI secure status. In this study, disorganized infant attachment modestly predicted AAI insecurity at 19 years, and did so more strongly at 26 years.

A major advance in attachment behavior occurs with the infant’s acquisition of locomotion, first in the form of crawling, which develops between 7 and 11 months, and then walking, during the second year. Ainsworth et al. (1978) characterize Phase 3 as “maintenance of proximity to a discriminated figure by locomotion as well as signals” (p. 25). They state, “Once locomotion has been acquired, the child is able to seek proximity to his attachment figure(s) on his own account” (p. 6). The infant becomes able to maintain proximity with the caregiver not only by nonverbal communicative exchange, but also by means of locomotion. Locomotion also sets the foundation for new infant exploratory behavior. By means of locomotion, the infant is able to move away from the attachment figure to explore the immediate environment as well as to return to him or her as needed. Such behavior is an early sign of a secure attachment bond.

Ainsworth identified several new, ambulation-enabled contact-seeking and contact-maintaining attachment behaviors that appear by the end of the first year: (1) preference for approaching the attachment figure, especially upon reunion or when distressed; (2) following the attachment figure when she or he leaves the room; (3) using the attachment figure as a secure base for exploration (i.e., “making exploratory excursions from the mother, returning to her from time to time, and terminating exploratory behavior and attempting to regain proximity if she moves off”); and (4) flight to the attachment figure as a safe haven when alarmed (Marvin & Britner, 2008, pp. 277–278). Two other new attachment behaviors are often, but not necessarily, paired with the preference for ambulation to the attachment figure: burying the face in the attachment figure’s lap and clinging to the attachment figure when frightened, ill, or distressed.

In a “good enough infant–caregiver system” (Sander, 1975), the infant’s manifestations of the primary attachment bond contribute to the strengthening of that bond and to interpersonal conditions that promote important developmental advances. As the infant shows preferential attachment behavior toward the primary attachment figure and is more and more attentive and responsive to her or him, the capable caregiver is delighted and is drawn to become even more attentive and responsive to the infant. The attachment-promoting behaviors of the caregiver continue, but in response to new capacities and expressions from the infant, the caregiver modifies those behaviors in ways that make them relevant and beneficial to the infant’s developmental advances. From the caregiver’s continuing interest and engagement, now enhanced by the infant’s greater relational expression, she or he carefully attunes to the familiar and also newly emerging expressions of the infant. When the infant makes a spontaneous affective display, the caregiver responds, usually with exaggerated sounds, gestures, and affective facial expressions. The infant begins to recognize the cause-and-effect relationship between expressions and responses and becomes able to take initiative to intentionally elicit desired responses from the caregiver. This “infant eliciting behavior” enhances the infant’s experience of the availability and responsiveness of the caregiver. In this dynamic, each cues and elicits responses from the other in a kind of expressive, affective dance. The caregiver mimics, exaggerates, and amplifies the infant’s verbalizations and gestures, which serve to validate, reinforce, and strengthen the infant’s developing affective experience (D. P. Brown, 1993).

Through this mutual responsivity (Field, 1978) and reciprocal affective display, the infant receives mirroring feedback that reinforces early affect experience. Further, as the caregiver expresses herself or himself in ways that are not yet available to the infant, whose affect system was initially limited to the rudimentary, stereotyped reactions of the automatic facial display system (Tomkins, 1962), the infant has the opportunity to experience and mimic new affective possibilities and range. Imitative capacity continues to serve the infant’s development and at this phase imitation can be deferred for longer and longer durations (Meltzoff & Moore, 1977), which allows the infant to express imitated affect expressions during a wider range of circumstances.

Several maturational events are preconditions for the expansion of the infant’s affect range and depth and allow the infant to maximally benefit from the dynamic interchange with the caregiver. By the beginning of Phase 3, the infant’s autonomic nervous system, which regulates heart rate, respiration, digestion, perspiration, salivation, and other physiological functions, becomes more organized and stable (Izard, Porges, Simons, & Hayes, 1991; Lewis, 1971). This greater consistency of internal visceral experience enhances the infant’s self-observational capacity and, in conjunction with emerging cognitive developments, supports greater clarification and identification of affective states as they occur.

The infant’s greater awareness of internal affective states and the shifts among them, combined with the clear differentiation of attachment figures from others, with deepening experience with a primary attachment figure, and with several cognitive advancements, contributes to the emergence of the “eighth month anxieties” (D. P. Brown, 1993, p. 16). Prior to five or six months of age, infants’ expressions of fear are limited to the automatic facial displays and are not particularly synchronized with internal visceral experience or with specific stimuli. But at around eight months, facial expressive and/or autonomic fear reactions appear in response to strangers, to some separations from attachment figures, to some novel or unfamiliar objects or surroundings, and to looming visual stimuli (Marks, 1987). Marvin and Britner (2008) note that “during the last quarter of the first year infants increasingly are more wary of unfamiliar adults than they are of unfamiliar nonhuman objects” (p. 279). They also point to findings showing that most infants develop person permanence before permanence of objects (Bell, 1970). The development of person and object permanence beginning at around eight months of age implies that the infant has and is able to respond to some sort of internal image that can be held and compared against what is present in the immediate external environment. Operation with such images supports comparative evaluations of familiar and unfamiliar people, places, and objects. Though wariness and stranger and separation anxiety emerge in response to autonomic and cognitive advancements, their presence further contributes to the experiential bond with the primary attachment figure by intensifying the infant’s differential sense of safety with her or him.

Significant integration and differentiation processes occur from about 9 to 12 months (Greenspan & Lourie, 1981). With object permanence, the infant is able to search for hidden objects or anticipate a whole object in response to seeing part of it (Piaget, 1981). Facial displays and internal visceral experience become synchronized, facilitated by attuned engagement and responsiveness from the caregiver:

Interpersonally, the integration of affective expression and experience constitutes the outcome of careful mirroring of the child’s internal state upon the care-giver’s recognition of an affective display. When the mother says to the child, “Don’t be frightened,” the mother acknowledges the child’s affective display and simultaneously draws attention to the child’s internal visceral experience. As this empathic response is repeated during many infant–care-giver interactions, synchronization of affective expression and experience is increased. (D. P. Brown, 1993, p. 18)

An important cognitive development during this period also contributes to this synchronization. The caregiver’s earlier and ongoing attunement and mirroring and the dynamic reciprocal affective display pattern begins the process of the infant’s clarification and differentiation of affective states; but before about nine months of age, the infant has not developed the cognitive capacity for these states to be well differentiated. Between 9 and 12 months, the cognitive developmental milestone of the ability to group and categorize develops (Inagaki, 1989). With the emergence of categorical cognition, the continuing interpersonal mirroring has an even greater effect on promoting differentiation among affective states, and also on greater linkage of those internal states to external expressions. Subsequent affective experience becomes more differentiated and is grouped into categories, leading to experiential identification of discrete emotional states, such as happy, sad, mad, and scared. Through and during continued interaction, the infant gets better at recognizing and now categorizing his or her affect states, and the infant’s affective displays become less automatic and stereotyped and more autonomous and directly related to discrete states of experience. As such, they serve as better, more accurate means of social communication.

THE CAREGIVER’S ROLE IN PHASE 3 DEVELOPMENTAL ACHIEVEMENTS

Before describing the next significant attachment-related developmental emergence, a brief review of the normative, healthy developmental achievements up to 12 months and some consideration of the factors that support this development are warranted. Recognition of these factors is an important component of understanding the significance of the next developmental emergence. By the end of the first year, the infant in a good-enough infant–caregiver system has the capacity for a wide range of genuine affective experiences (Kagan, 1978). Self-awareness has continued to refine and expand, as the development of categorical cognition allows the infant to form a “categorical self” (Lewis & Brooks, 1978), from which rudimentary categories of self-experience begin to emerge. Stern (1985) refers to this appearance as the emergence of the “subjective self” and adds that the infant soon “discover[s] that there are other minds out there” (p. 27). At around this time, this infant is likely to show some secure base behavior, which Ainsworth et al. (1978) described as the hallmark of attachment: The infant leaves the caregiver to explore the immediate environment, becomes afraid, returns to the “secure base” of the caregiver, experiences comfort and reassurance, and again leaves the caregiver and returns to exploration of the immediate environment.

These emergent capacities are dependent on both the infant’s maturational processes and the caregivers’ ways of being with the infant, and, as noted already, these two factors are interdependent; each influences and shapes the other. Several of the newborn infant’s innate behaviors engage caregivers and shape their responses in ways that promote the infant’s safety and development, and caregivers’ responses contribute to the maturation of the infant’s various systems and capacities, which in turn yield new infant behaviors that further engage a particular caregiver, who responds and provides experiences that foster further maturation. The foundations of affect and self-development, as well as the formation of an attachment bond, occur through this dynamic.

Many studies have examined the relative contribution of caregiver behavior in the development of a secure attachment bond. Jay Belsky and Pasco Fearon (2008) extensively reviewed the available evidence and concluded that though “associations between rearing and attachment are only modest in magnitude” (p. 304), “it is indisputable that Ainsworth’s core theoretical proposition linking maternal sensitivity with attachment security has been empirically confirmed” (p. 300). They describe Ainsworth’s proposition as follows:

At the core of Ainsworth’s extension of Bowlby’s attachment theory was the contention that a sensitive, responsive caregiver is of fundamental importance to the development of a secure as opposed to an insecure attachment bond during the opening years of life. According to Ainsworth, a caregiver capable of providing security-inducing, sensitive, responsive care understands the child’s individual attributes; accepts the child’s behavioral proclivities; and is thus capable of consistently orchestrating harmonious interactions between self and child, especially those in which the soothing of distress is involved. (p. 295)

Based on our review of the literature pertaining to caregiver behavior that fosters attachment security, we have identified a set of behaviors and qualities of being that includes, specifies, and expands upon the components of maternal sensitivity. This set can be divided into two categories: General factors are the minimum, foundational conditions within which the five primary behaviors that promote secure attachment occur. Ideally, these factors and behaviors are present from the infant’s birth and continue into early childhood and beyond. The general factors are physical presence, consistency of beneficial caregiving factors and behaviors, reliability of caregivers’ availability and provision of caregiving, and interest in the infant and his or her individuality. The five primary behaviors that promote secure attachment are behaviors that provide protection of the infant; attunement to the infant’s behavior, inner state, and current developmental capacities; soothing and reassurance when the child is upset; expressed delight in both what the child does and, most important, the infant’s unique being; and unconditional support and encouragement for inner and outer exploration. These five primary caregiver behaviors are important particularly for the experiences that they foster in the infant. For example, while protective behavior ensures the physical protection of the infant, even more important for attachment security is the infant’s felt sense of safety with the caregiver; similarly, soothing and reassurance is an immediate response to states of distress, but more important is the infant’s experience over time of a felt sense of comfort with the caregiver. These five caregiver behaviors and the corresponding infant experiences are described further in Chapter 7.

These caregiver behaviors and ways of being promote the infant’s sense of attachment security and provide the experiential, relational foundation for the emergence of a secure attachment bond. Two significant cognitive developments in the infant lead to the structuralization of these relational experiences into the foundation of the attachment bond, the formation of an internal working model, or map, of the attachment relationship. The first cognitive advance, already addressed, is the capacity to categorize experience, which allows the infant to link newly distinct affect states to particular caregivers. The other is the development of representational cognition, the capacity to symbolically represent the qualities of the caregiver relationship internally.

THE DEVELOPMENT OF REPRESENTATIONAL COGNITION

Between about 12 and 20 months, the infant’s cognitive system develops the capacity to link experiences to thought-based symbols (D. P. Brown, 1993). The first sign of this capacity is the infant’s looking at particular objects when someone speaks the words that symbolically represent those objects. The emergence of expressive language indicates the presence of at least rudimentary representational cognition, as language itself is a representational system. According to Tomasello (2010), verbal linguistic communication evolves from infants’ earlier presymbolic use of nonverbal gesturing and pointing to specific objects to the use of specific words as symbols to indicate those objects after about 12 months (p. 151). This shift is supported by the development of the cognitive capacity for internal, symbolic representation.

Less visible during this period is the development of internal, symbolic representations of self and of others. While rudimentary internal representations are present earlier, allowing differentiation of caregivers, object permanence, and the eighth-month anxieties, the earlier representations develop from presymbolic experiential and imitative memory impressions of infant–caregiver interaction. These presymbolic impressions form simple image-based schemas (Greenspan & Lourie, 1981; Lewis & Brooks, 1978), and “at that point, the internal ‘experiments’ the child conducts take place as image sequences, in which images serve as activating and terminating conditions for other images” (Marvin & Britner, 2008, p. 284). During the second year of life, there is a large storehouse of these impressions and image-based imitative action-memory sequences and schemas. With the emergence of representational cognition, these become the material for the formation of internal symbolic representations of self and others.

In Margaret Mahler’s object relations model of separation-individuation (Mahler et al., 1975), the rapprochement subphase, beginning at about 15 months, entails the development of separate internal representations of self and of others. By the end of the second year of life, the normally-developed child has established distinct and stable self and other representations that are in dynamic relationship internally. The internal representations of attachment relationships are what Bowlby (1969/1982) named “internal working models” of attachment, and what we call “attachment maps.” Understanding the nature of these representations, and especially the ways of modifying or remapping them, is particularly valuable, as the nature of the IWMs or attachment maps is what determines attachment behavior during childhood and throughout adult life.

Of great import for understanding internal working models of attachment is consideration of what forms the content of the infant’s object representation of the primary attachment relationship. Obviously, central to this representation are the infant’s various experiences with the attachment figure. In a good-enough infant–caregiver system, the representation of the caregiver will include the caregiver’s protectiveness, attunement, soothing, delight, and support, and also the infant’s affective experience in response to those behaviors and ways of being. D. P. Brown (1993) highlights the integration of affect with the newly developing self and other representations:

The symbolic self representation and object representations and the previously developed capacity for differentiated affective experience are synthesized into a common line. From this point in development and thereafter, affective states become associated with the inner experience of self and object representations. (p. 20)

Affective states become embedded in a dynamic web of internal representations of self and other, giving the representations an affective component. The infant now carries internal representations of the self, of the attachment figure, of the relationship, and of the experiential quality of the relationship. Feelings about the self and others become linked to their internal images, and the infant gains the ability to represent the affective quality of interactions.

The quality of the interactions—the feelings associated with the relationship between the infant and the caregiver—are fundamental components of the attachment map. In aggregate over time, experiences and feelings such as safety, comfort, soothing, availability, reliability, and stability will tend to create an attachment map in which these qualities are prominent. Such an attachment map is considered secure. When over time an infant has experiences of the caregiver as unsafe, agitating, unreliable, unattuned, rejecting, and confusing, these qualities will be prominent in the resulting attachment representation. This type of map is considered insecure.

Formed and shaped by experiences with the attachment figure, the representations develop an independent functional existence, as they remain and can be related to by the infant when the attachment figure is not present. The infant can have experiences and feelings about the self, about the attachment figure, and about their relationship in response to the internal representations, not only in response to immediate, direct contact with the attachment figure. Further, the representations function as symbolic models of the self, others, and the relationship, and as such set up expectations about interactions.

INTERNAL REPRESENTATIONS, AFFECT TOLERANCE, AND AFFECT SELF-REGULATION

The ability to fully experience a range of differentiated affects results from the maturational and relational dynamics of the early Phase 3 period. As described above, the stabilization of the autonomic nervous system, the intensification of the infant–caregiver relationship and their reciprocal affective displays, and the emergence of categorical cognition all contribute to the infant’s ability to have various and distinct emotional experiences. But the capacity to experience a range of emotions is independent of the ability to tolerate and self-regulate them. Affect tolerance and self-regulation are dependent on the ability to evoke representations of soothing, which is dependent both on sufficient experience of being soothed when distressed and on the formation of internal representations of those soothing experiences (D. P. Brown, 1993; Mikulincer & Shaver, 2008).

Max Schur’s (1955) notion of the “hallucinatory breast” is an example of an internal representation that provides soothing. An infant feels the tension of hunger as distress, and when he or she is fed through the mother’s breast, that distress is soothed by receiving milk and by the comfort of being held close to the mother’s body. Repeated experiences of this soothing, combined with the development of representational cognition, lead to internal representations of the breast and associated feelings of soothing. The infant is then better able to tolerate and self-regulate hunger distress, because when the mother is not immediately available, he or she can evoke the representation of her breast (Schur’s “hallucinatory breast”) and the associated feelings of soothing, comfort, and satiety.

A child’s use of “transitional objects” (Winnicott, 1953) is another example of how representations can support affect tolerance and self-regulation. A blanket, doll, or any other object selected by a child becomes a symbolic representation of the experience of soothing and comfort. It is not the caregiver, but it is associated with the caregiver and the soothing and comforting that the child experiences from her or him. It is more immediately available than the caregiver, and the child can use it as a tool for affect tolerance and self-regulation. Gradually, the experience of soothing and comfort both from caregivers and from the use of the transitional object become internalized and form internal representations of soothing and comfort. When these representations are present and stable, the child lets go of reliance on the transitional object.

The presence of an internal representation or internal working model of an attachment figure who is present, protective, attuned, comforting, and soothing is a foundation of the capacity for affect tolerance and regulation. According to D. P. Brown (1993),

In a good enough child–care-giver system, the child repeatedly experiences the care-giver’s soothing, affect-modulating responses. As the child’s representational capacity matures, he or she is able to sustain an internal representation of the care-giver’s soothing function for longer and longer durations. The child intentionally returns to the care-giver as a secure base when necessary. Repeated experiences of the care-giver’s soothing coupled with the maturation of representational capacity results in internalization of the soothing function. (pp. 21–22)

Heinz Kohut (1971) and Marian Tolpin (1971) use the term “transmuting internalization” for the gradual process of replacing the affect-modulating function of the caregiver with an internal self-soothing structure. Tolpin describes this process as involving “bit-by-bit accretion of psychic structure” (p. 319) and indicates its importance not only for the development of affect self-regulation but also for the structuralization and cohesion of the self.

The more able, reliable, and consistent the caregiver is at accurately attuning to the infant’s distress states and their likely sources, and the more able, reliable, and consistent she or he is at providing soothing and comfort, the stronger and more stable will be the infant’s internal representations of that experience and the better the infant will become at affect tolerance and self-regulation as well as self-organization.
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