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The Practice of Psychoanalytic Parent–Infant Psychotherapy

The Practice of Psychoanalytic Parent-Infant Psychotherapy is a comprehensive handbook, addressing the provision of therapeutic help for babies and their parents when their attachment relationship is troubled and a risk is posed to the baby's development. Drawing on clinical and research data from neuroscience, attachment and psychoanalysis, the book presents a clinical treatment approach that is up-to-date, flexible and sophisticated, whilst also being clear and easy to understand.

The first section: The theory of psychoanalytic parent infant psychotherapy – offers the reader a theoretical framework for understanding the emotional-interactional environment within which infant development takes place. The second section, The therapeutic process, invites the reader into the consulting room to participate in a detailed examination of the relational process in the clinical encounter. The third section, Clinical papers, provides case material to illustrate the unfolding of the therapeutic process.

This new edition draws on evidence from contemporary research, with new material on:


	Embodied communication between parent and infant and clinician-patient/s

	Fathers and fathering

	Engagement of at-risk populations


Written by a team of experienced clinicians, writers, teachers and researchers in the field of infant development and psychopathology, The Practice of Psychoanalytic Parent-Infant Psychotherapy will be an essential resource for all professionals working with children and their families, including child psychiatrists, psychoanalysts, psychotherapists, and clinical and developmental psychologists.

Tessa Baradon developed and manages the Parent Infant Project at the Anna Freud Centre. She is co-director at the International Training School for Infancy and Early Years, and adjunct professor at the University of Witwatersrand, School of Human and Community Development. She is a practicing child psychotherapist and supervisor and writes and lectures on applied psychoanalysis and parent–infant psychotherapy.

Contributors: Michela Biseo, Carol Broughton, Jessica James, and Angela Joyce.
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Foreword

Joan Raphael-Leff

Parent–infant psychotherapy is now a burgeoning area of expertise. This second edition reflects the many research findings and technical advances that have accrued over the last decade. I re-endorse the statement made in my former preface that this book provides an invaluable asset of theoretical and clinical instruction for those working in this rapidly developing profession.

As previously, throughout its many chapters this volume provides a clear, comprehensive, and sequential account of the therapeutic encounter itself while also explicating the rationale for intervention and providing for practitioners the guidelines on technique, such as working with defences and resistance as they emerge in the treatment room.

Readers will benefit from the rich clinical experience of this close-knit team. This also encompasses the fruits of their candid ongoing discussions since the book’s first edition. The process of holding these weekly investigatory meetings over the years has gradually introduced changes in their thinking and technique, interweaving their ‘floor level’ work with new research findings.

In recent weeks the U.K. government too has formally recognised the importance of the ‘critical 1001 days’ between conception and two years for ‘building emotional security and healthy brain development’. Their commitment to optimising growth during this crucial period is fuelled by multiple internationally accredited research projects showing the emotional as well as physical impact of the intrauterine environment on future health, and every baby’s ‘need to receive sensitive and responsive care from their main caregivers’ during the first years of life.

Evidence shows that pre-emptive engagement with families during pregnancy and parent–infant therapy in the early years is beneficial in prevention of later disturbance, leading to considerable economic savings. Yet despite a high incidence, much antenatal distress goes unrecognised due to lack of formal procedures to identify problems before the birth. When therapeutic resources are scarce, identification of high risk groups and early intervention are crucial preventive measures. Perinatal therapy (beginning antenatally) reduces the potential for cross-generational transmission before unresolved issues with their own carers manifest as problems with the new baby. In particular those at risk or experiencing emotional difficulties must be able to access ‘evidence-based services which promote parent–infant interaction, for example, video interaction guidance and parent–infant psychotherapy, delivered by qualified professionals’ (2015, 8).

This is very much in keeping with the therapeutic model presented by this book. In true scientific tradition, it has been subjected to an outcome study and is now the basis for a systematic evaluation of intervention. As such it is a fine product of the Anna Freud Centre—with its historical tradition of excellence in clinical work and research.

Awareness has increased over the past years that adult capacities for nurturing are embedded in childhood security and self-esteem. Intervention is necessary to break transmission of a trans-generational cycle of insecurity. In my view, there are two main reasons for the increased need for parent–infant therapy in recent years.

One reason is the greater prevalence of insecurity and disturbance within the context of rapidly changing family patterns. In societies-in-transition such as our own, specific psychosocial conditions prevail due to dispersal of extended families and weaker community networks. The transition to parenthood is a period of heightened vulnerability and increased tensions. For the Mother it may be associated with greater emotional and economic dependence. Cohabiting expectant Fathers are now known to experience hormonal changes and raised doubts and anxieties. Perinatal distress is exacerbated by poor support systems and lack of guidance. In co-parenting couples, unrealistic expectations and intense reliance on each other inevitably lead to destabilisation of the partners’ relationship, both during pregnancy and after. Yet, sadly, many perinatal interventions still tend to focus on Mothers alone rather than on family psychodynamics, including the elevated risk of domestic violence.

The model described in this book advocates engaging both parents in the therapeutic process. The new edition now provides a chapter with a specific focus on the Father. A second reason for elevated perinatal disturbance is lack of preparation for the emotional impact of babycare. Worldwide, every parent was once a child, and unresolved residues of childhood experience are retriggered by babycare. In the West, unlike societies where even 3-year-olds mind baby siblings/cousins, social stratification and smaller families afford us little access to babies while growing up. I suggest that most parents have had few opportunities to work through their own infantile experience in the presence of an infant before being given total responsibility their own. Early feelings are powerfully reactivated due to unremitting exposure to raw emotions of the pre-verbal infant and to primal substances (such as baby urine, feces, lochia, and breast milk) that revitalise sub-symbolic, unintegrated, denied, or disavowed experiences of being parented in one’s own infancy. Such ‘contagious arousal’ (Raphael-Leff, 2005) engenders a sudden release of unconscious forces rendering new Mothers or Fathers vulnerable to reactivation of their own unprocessed issues. Susceptible parents are overwhelmed by feelings of archaic fear, guilt, rage, or self-hatred and/or terrifying helplessness that inhibits their adult capacities just when these are needed most. Hence, the complex role of perinatal practitioners in taking on many functions of the wider family in providing support, recognition, and sustenance to the new parent as well as to the infant.

Notably, then, the model of parent–infant therapy advocated in this book works with the baby as an active and creative partner in the therapy. Building on a growing field of neonatal and neuro-scientific research that has established that even newborns are far more capable and discriminating than previously suggested, clinical techniques are described to promote this partnership. The therapist both speaks the infant’s feelings and voices connections with the emotional climate of the parent’s own childhood as remembered and reported. By closely tracking the moment to moment give-and-take in the treatment sessions, the therapist often addresses the couple’s functioning to evoke understanding of intergenerational transmissions of which the family members themselves may be unaware. This is partly achieved through her own counter-transference feelings during the sessions, in which she with the family, like the parent with an infant, experiences intuitive responses to non-verbal, implicit emotional cues. The therapist, therefore, has to remain receptive to distress in both parent/s and baby while also fine-tuning awareness of her own motives, emotions, and attitudes.

The new edition of this book builds further on our greater awareness of embodied aspects of communication. This has long been charted by studies that used micro-analytic techniques to tease out the specific rhythms of self- and mutual-regulation in each particular parent–infant couple. We know that from the start babies are endowed with exquisitely sensitive feelings and an innate ability to accurately read and respond to the emotions of others. For the large part, the non-verbal inter-relationship between parents and baby is sub-cortical and non-symbolised. By applying this understanding to the therapeutic encounter, the authors show how subtle bodily cues act as organisational levers in the parent–infant give-and-take. In addition, due to changes of technique that allow the therapist closer physical engagement with the infant in the consulting room, clinicians must pay greater attention to their own bodily experience.

The book’s detailed consideration of attachment and psychosocial factors that underpin presenting difficulties enables the reader to see beyond the formal referral to unconscious conflicts and interactive representations. The primary dialogue is not only inter-subjective (between two or more subjectivities) but systemic—these highly emotional exchanges are reciprocally influential. Each participant intuitively registers and reacts to the other’s feelings. Psychoanalytically oriented parent–infant therapies thus assume that behaviours within a family reflect interactive inner realities.

As this book illustrates there are many ways in which the intricate process of parenting can become ‘derailed’. Problems in the first year of life reflect how the baby’s self-experience arises through interaction with specific carers, each with their own life experience and early histories, which may have included insecurity, invalidation, loss, abandonment or neglect, incestuous abuse, cruelty, and violence. This therapeutic approach necessitates compassion towards the parents, who are also products of their own early environments.1

As I noted elsewhere (2015) through its very arousal of unresolved infantile feelings, parenting itself has a potential for healing, and with therapeutic help and a desire for change, carers can foster a sense of security in their infants even if they themselves did not experience it. So, when primary health carers, general practitioners (GPs), or parents refer a baby for treatment this indicates family disturbance. Therefore, when things go wrong, the primary ‘patient’ in psychotherapy is neither parent/s nor their baby but the relationship, an interpenetration of their internal worlds. Hence the importance of having all participants in the consulting room together.

The book illustrates how a parent’s unconscious schemas of a damaged or damaging baby self is acutely reawakened by close contact with the real baby. Given a young baby’s sensitivity to the feelings of others, his or her developmental processes are clearly affected by emotional or personality disorders in the parent/s such as postnatal depression or persecution and narcissistic or borderline states. Gripped by anxiety or traumatic flashbacks the carer unconsciously re-enacts these or unwittingly projects his/her own feelings onto the baby, with detrimental and long lasting effects. It is here that therapeutic intervention becomes essential.

The psychoanalytic model of parent–infant psychotherapy described in this book is a remarkably effective form of treatment. It capitalises on the baby’s developmental plasticity and the parental potentiality for change due to reactivation of their unresolved infantile issues. Therapy enables primary relationships to run a healthier course by enhancing the carer/s’ capacity for reflectiveness and fostering faith in interactive repair and trust in their own internal resources and the baby’s resilience.

In sum, this handbook constitutes an essential resource of both psychodynamic thinking and technical guidance for perinatal practitioners and the rising number of parent–infant therapists.


Note

	These findings correspond to a shift in psychoanalytic theory from focus on the singular Oedipal individual to ‘object relations’ between pre-Oedipal baby/Mother, and beyond that, to a gradual acknowledgement of inter-psychic ‘subject relations’ between a competent infant and carers, who, rather than fantasy figures or inexhaustible providers, must be seen as real (and fallible) subjects in their own right (see Raphael-Leff, 2012, 2015).




Preface

Tessa Baradon

This book is about laying claim: the parents’ claim to their Baby, the Baby’s ‘possession’ of his parent/s. “You are mine!” In this second edition, the primary relationships of ‘you and me’, and the processes of becoming ‘known’ to oneself through the relationship with the other, remain the subject of preoccupation. Research and clinical experience since the book was first published in 2005 have confirmed our conviction that ‘attachment’ is about emotional claiming and belonging and within these, finding one’s own personal idiom (Bollas, 1987).

Becoming, and growing into the bespoke mantle of parent to this particular infant is such a nuanced process. It takes place within the particular familial constellation of Mother–Father–Baby, in a particular time and place and cultural context. Sometimes this process goes awry—a variety of emotions, experiences, and expectations can get in the way. When, for whatever reason, the relationship is threatened, the Baby and his parent/s need urgent help to restore them to the course of mutual claiming and belonging. The urgency derives from the Baby’s developmental timetable and the windows of opportunity within that timetable, and the suffering parents experience when they feel, deep down, that they are failing their Baby. Increasingly, parents are identified and referred antenatally, as the risks of stress and anxiety during pregnancy are better understood (Bergman et al., 2010; Pearson et al., 2012; Murray, 2009; Murray et al., 2014). Starting the work before the Baby is born can offer a firm base for the therapy to continue as soon as the Baby is born.

Psychoanalytic parent–infant psychotherapy is one modality of intervention among many. While organised around object relations psychoanalytic ideas (see Chapter 1), the Anna Freud Centre model also draws heavily on other traditions of thought and research about development. We have found that it is imperative in the field of infant mental health not to remain within theoretical silos.

So, how are we different in our thinking and in our practice from 10 years ago and why? (In other words, why write a second edition?) A number of important streams of study have informed us over the past decade. A growing body of micro-analytic work is studying the bi-directional, embodied communications between Mother and infant that contribute to developmental disturbance (e.g., Beebe et al., 2010, 2012, 2012a, 2013; Lyons-Ruth, 2008, 2009, 2013a, 2013b; Feldman, 2008, 2010, 2012). The behaviours that have been identified are very subtle but suggest that the Baby’s very sense of being ‘recognised’ and ‘known’ may be affected. Winnicott (1965) described this as a major impingement on the development of the ‘true’ self of the Baby, with significant consequences for what we may describe as the individual’s sense of ‘I am’, ‘I am myself’, ‘I am real’.

These microanalytic studies place upon the therapist the onus of ever more refined observation of the nuanced, bi-directional transactions between infant and parent/s in terms of temporality, movement, rhythm, and tonality. Furthermore, the communications of the therapist/infant/parent/s in the procedural realm of ‘I sense that you sense that I sense’ (Lyons-Ruth, 1999, 2000) require the therapist to be exquisitely sensitive to her own embodied cues, the expectancies they create and the responses they generate. Videoing our clinical sessions has been a critical aid in this and is the basis for the clinical discussion and teaching.

The second influential strand of research has been on Fathers and their influence on their infants’ development. We have been trying to conceptualise the different ways in which Fathers enter the consulting room (Baradon, 2010) and how to most sensitively and collaboratively engage with Fathers, Mothers, and babies (see Chapters 5 and 7). The presence of the Father inevitably changes the dynamics in the room. For example, the Father would normatively hold the position of the ‘third’, a position the therapist will hold when working with a dyad. Also, Fathers introduce sexuality into the room, a dimension that may not be thought about when the therapeutic encounter is organised around infant dependency and maternal care.

A central tenet of the Anna Freud Centre model, from the beginning, has been direct embodied and verbal psychotherapeutic work with the Baby in the room, alongside the work with his parents, in addressing their attachment relationship. At different times, in any given session, the therapist may be pulled in different directions between the needs of the parent and those of the infant. In analysing our work, however, we see that in the past years our therapeutic lenses have been honed to focus on the Baby. This has enabled us to demonstrably ‘keep the Baby mind’ evidenced, e.g., in the sessional videos.

Last, increasingly, the Anna Freud Centre model of PIP has expanded to be applied in a multiplicity of settings. We have found that the thinking and practice presented in this book is germane to all settings in which parent–infant psychotherapy takes place. In our vocabulary now, the ‘consulting room’ is wherever a therapeutic encounter is established. It may indeed be a designated room in a clinic, it may be a delineated space in the crowded room in a home-visiting programme or, indeed, a community hall where Mothers congregate with their babies and a therapeutic drop-in group gathers them up.


Structure of the Book

For heuristic purposes the theoretical and clinical process chapters have been separated, although in practice there is a dialectical relationship between theory and practice in that each derives from, and informs, the other.

The first section of the book sets the theoretical framework in terms of the parent–infant relationship and parent–infant psychotherapy. In the Introduction and Chapter 1 Angela Joyce distils consensual understanding regarding the infant’s prewired capacities to relate, ‘good enough’ parenting, and the risks to developmental outcome for the infant of failures in the early relationship. In Chapter 2 Baradon and Joyce present the theory and aims of parent–infant psychotherapy and the steps in reaching a psychoanalytic understanding of strengths and difficulties. In Chapters 3 and 4 Tessa Baradon discusses the clinical frameworks for parent–infant psychotherapy, the therapist, therapeutic stance, and key techniques of intervention.

Section 2 describes the clinical process in parent–infant psychotherapy with individual families and groups. The process chapters cover the stages from bringing a family into a therapeutic alliance to termination. They address the fundamental issue of establishing the Baby as a partner in the therapeutic process and the role of the therapist in this. They highlight the aims of each stage in the therapeutic process and techniques applied in relation to the aims. As well as discussing the unfolding of the therapy the authors address problems, possible resolutions, and possible failure to resolve the difficulties, resulting in breakdown of the therapy.

In Chapter 5 Michela Biseo describes the therapeutic approach to engaging a family in the work. She discusses the process of engagement, creating a therapeutic alliance, and establishing parent–infant psychotherapy within the network of professional and service support. Carol Broughton, in Chapter 6, discusses the elaboration of the therapeutic process in the middle phase of therapy and consolidation of therapeutic gains. She describes nuances of the unfolding therapeutic relationship between all partners in the room, referring specifically to embodied communication and its importance. Chapter 7 addresses the work with Fathers. Tessa Baradon considers the different ways in which Fathers may ‘enter’ into the therapeutic process, the possibilities of engaging them in the therapeutic work as subjects, and the transference-counter-transference issues this raises. In Chapter 8, Baradon and Broughton consider the complexity of assessing risk during the process of therapy (which differs from situations where assessment of risk is the task of the activity). They discuss the questions of what constitutes risk, how it is thought about, and what actions may ensue, including the possibility of holding the anxiety and continuing the work.

Chapter 9 discusses ending. Baradon considers signs of readiness to begin to end in a planned way, unplanned endings, and the therapist’s understanding and working with the dynamics of each. Chapter 10 completes the process chapters in describing group psychotherapy with Mothers and babies. In this chapter, Jessica James discusses the particular contribution of the group as a treatment modality in parent–infant psychotherapy and details the process of setting up and running such groups.

The third section of the book comprises two new clinical papers. Chapter 11, by Joyce, describes the fine grained work, and Chapter 12, by Biseo, offers detailed clinical material for the reader to formulate an understanding of the unfolding of therapy.


Readers and How to Use the Book

The book is directed to a varied audience. Prior knowledge is not assumed, and the authors have tried to write in an accessible style, clearly and reflectively. Anyone working with infants and their families may find it a useful resource in thinking about the parent–infant relationship. Professionals trained in early intervention may gain insight into the psychodynamic approach to unconscious processes between infant and parent. It is envisaged that the book can be used flexibly, according to the interests of each reader. Chapters can be read independently to enhance understanding of a particular topic, theoretical or clinical. As a whole, the book could serve as a handbook for psychoanalytic practitioners.

To facilitate ease of reading we refer to the parent as she, the Baby as he, the therapist as she. However, the book pertains equally to Fathers, female babies, and male therapists!
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Key Terms

Angela Joyce and Tessa Baradon


	Affects/Affective states
	The emotion and feeling states that parents and babies experience and that influence their behaviours and give subjective meaning to them. Emotional states are apprehended through non-verbal communications.
	Ambivalence
	The coexistence of loving and primarily hating feeling towards the same person, which characterises all intense human relationships. Parents, consciously or not, feel ambivalence towards the baby, and the developing baby feels ambivalence towards his parents. In ‘good enough’ situations parents have predominantly loving feelings for their babies, and their more negative feelings are largely in the background.
	Anxiety
	The experience of anxiety is thought to be qualitatively different in an infant compared to a child or adult. In a baby a state of extreme apprehension arises when he feels that his survival is threatened. The source may be the parent, which generates relational trauma, or the parent can be experienced as failing to protect the baby from other sources of external danger. Cumulatively unmodulated internal affective states can also create ‘anxiety’. Falling forever, unthinkable anxiety, and annihilation anxiety are descriptions of such extreme experiences of anxiety. Unmodulated anxiety that can affect brain development is termed ‘toxic stress’.
	Attachment
	The primary affective relationship between parent and infant, that is initially experienced and encoded at a bodily level and becomes structured through development as internal templates of expectations in relationships (Internal Working Models).
	Contingent responsivity
	The provision by the caretaking adult of a response that corresponds to the baby’s specific emotions and needs, such that the baby has an experience of being recognised, effective, and safe. The baby’s experience of control over his environment, through eliciting a contingent response, can serve to regulate emotional arousal. This is why responding contingently (sensitively) appears often to soothe the infant.
	Counter-transference
	The feelings and thoughts that arise in the therapist in her experience of being with the patient/s and that are largely unconscious but available at a conscious level through introspection and self-reflection. Her range of emotional responses is used to understand the depth and complexity of the communications from the patient. The replay of therapist’s own past relationships (her transference) in the therapeutic encounter needs to be differentiated from the impact of the patient/s’ communications, and the propensity of her transference to influence her responses to the patient requires her to be especially self-aware.
	Defences
	The mechanisms a person employs, either knowingly or unknowingly, to avoid conscious recognition of thoughts and feelings that provoke anxiety and are experienced as threatening to their equilibrium. Babies show early defences, such as avoidance and freezing, when feeling threatened and without the necessary parental support.
	Dependency
	The state of need for an attentive, intimate other—parent or other caregiver—for survival and development in earliest infancy. The baby moves from absolute dependency to relative independence in the context of contingent parental responses.
	Disassociation
	A process by which overwhelming experience may be defended against by the mind cordoning it off so that it is not accessible or felt. This then creates unintegrated and fragmented states of mind. When faced with overwhelming negative affect the baby appears to adopt ways of ‘not being present’, such as blanking out or sleeping, and the consequent lack of integration risks becoming a feature of his developing personality.
	Disorganised attachment
	One of the categories of attachment, which describes the absence in a child of a coherent strategy for dealing with anxiety provoking situations relating to attachment relationships. Disorganised attachment appears to develop out of situations where the infant/child has been exposed to specific forms of distorted parenting and unusual caregiver behaviours that are ‘atypical’, e.g., frightening, frightened, hostile, dissociated, sexualized. Such atypical parenting is thought to be associated with unresolved trauma and overwhelming negative affect in the parent’s history.
	Emotional dys/regulation
	Emotional regulation is the process by which the levels of positive and negative emotions are kept within bounds, so that they are registered but not overwhelming. The regulation of the baby’s emotions takes place within the co-constructed contingent interactions with the parents. If these interactions are not successful or are in themselves distressing (e.g., because the parent is at once caring for the baby and frightening) the baby risks becoming disregulated, overwhelmed by his emotions or defending against them by blanking them out altogether. Parents may be in similar states in relation to their own emotional arousal and thus risk disregulating their babies.
	Embodiment
	Experience in earliest infancy is sensorial and located in the body. This non-verbal, implicit, and non-conscious procedural knowledge forms the basis of the infant’s self and attachment representations in interplay with symbolic forms of knowing and meaning.
	Facilitating environment
	The primary loving attachment that supports the development of the infant. It is characterised by predominantly sensitive, attuned behaviour towards the baby, giving the baby the sense that the adult is trustworthy and that he (baby) is valued and cherished for himself and for his own qualities.
	Ghosts in the nursery
	Negative and painful feelings from the parent’s past that are associated with early relational disturbance, transferred into the relationship with newborn baby, and can significantly distort it. The unresolved, emotionally laden ‘ghosts’ get in the way of the baby being seen by the parent qua baby.
	‘Good enough’
	Good enough parenting correlates with mid-range responsivity to the baby, i.e., neither too vigilant nor neglectful. It suggests imperfect but sustainable and, therefore, stable and predictable parent–infant relationships where mistakes can be made and mended. This dialectic process is seen as critical to healthy emotional growth.
	Holding and containment
	The bodily, emotional, and reflective stance of the parent that gives the infant the experience of being recognised, understood, and thus emotionally safe. Lack of holding and containment creates a sense of being overwhelmed and, thereby, of primitive anxiety. In the therapeutic process the therapist provides holding and containment to the patient.
	Interactions
	The to-and-fro of emotionally laden interpersonal behaviours between the infant and parent and/or therapist. These are verbal and/or non-verbal phenomena that each participant simultaneously contributes to and is, thus, co-constructed by the pair. Each adjusts the timing, rhythm, approach/avoidance, and level of arousal in tune with the other’s. These processes may take place outside of awareness and constitute the emotional regulatory system.
	Internal working models
	The non-conscious representations of interactions between the baby and his caregivers that become structured in the mind over time as general expectancies concerning the reactions of the other. They are relatively enduring but are open to the influence of new experience and subject to change as new experience accumulates.
	Internal world
	The psychological narrative of the relationship with oneself and between oneself and others, coloured by a range of affects and phantasies. The narrative is both conscious and unconscious. The internal world evolves during infancy and early childhood in the context of the emotional relationship with the caregivers.
	Mentalization and embodied mentalization
	Mentalization refers to the psychological capacity to make sense of actions and behaviours in oneself and in others in terms of underlying feelings and thoughts. Without this process human behaviour can be experienced as meaningless and random. Attributing mental states as guiding the actions of others gives meaning to social interaction. The mentalizing stance is one of creating psychological meaning in the relationship with the other. The therapist’s mentalizing stance in relation to the parents and the baby support the parent/s in reflecting on the meaning of their baby’s experience and actions which, in turn, is a necessary experience for the capacity to develop in the baby. Mentalization is demonstrated and assessed verbally, but recent work has added an embodied dimension that looks at the subtle kinaesthetic qualities in ‘how’ parental action is carried out and how it linked with the baby’s actions at that point.
	Motherese
	Baby-directed talk commonly used by adults across cultures and languages, characterised by simplified and repetitive type of speech, with exaggerated intonation and rhythm. It is accompanied by exaggerated facial expressions and body postures to attract and holds babies’ attention and convey the intent and attitude of the speaker.
	Object
	A mental representation of a significant other figure (the object). This mental representation is based on the perception of the external figure and shaped by the subject’s phantasy, wishes, fears, and feelings concerning that person and their relationship to him/her.
	Oedipal situation
	This is the phrase used by psychoanalysts to describe the triangular relationship the baby has with his parents in which he comes to recognise that they are a couple in relation to him as the child. As the child develops Oedipal triangulation he comes to be able to hold complex emotions of desire and rivalry.
	Phantasy
	A phantasy is an unconscious construct of the imagination, rooted in bodily, sensorial processes, that relates to wish fulfilling or destructive aspects of a relationship. Phantasy imbues experience and actions with individual, context-specific (internal and external) meaning. Fantasy refers to the conscious construct that is created in response to experience. Fantasy is also coloured by unconscious phantasy.
	Primary maternal/parental preoccupation/maternal reverie
	This describes states of mind in the parent/s, beginning in late pregnancy, whereby the infant is the focus of the Mother’s emotional investment. It enables the primary carer to adapt to the specificity of this baby, imagine the baby’s needs, and elaborate on the baby’s emotional experience and give it psychological meaning. The baby can in this way have an experience of his bodily and emotional states being held and contained. For both Mother and baby much of this process of preoccupation is unconscious. Fathers too can share in these states of preoccupation with their baby if they can give themselves over to it.
	Procedural memory
	Experiential memory, available from earliest infancy, and stored and retrieved in non-symbolic (action) form. Procedural memory can be seen to include patterned ways of being with another person. It may reflect the quality of relationships with the caretakers. This aspect of memory may account for the impact of early relationships on later relationships as procedural memories are expressed throughout life in action sequences.
	Projection and attribution
	The defensive process whereby the individual ascribes qualities of the self (projection) or another person (attribution) to the infant. In early relational process projections can distort the parent’s perception of the baby as he actually is. See also ‘ghosts in the nursery’ above.
	Protoconversation
	The preliminary forms of intentional, bidirectional affective communication constructed between parent and pre-verbal infant. A critical element of protoconversation is turn taking (also called serve and return) and assumes careful observation of, and accommodation to, the other’s response.
	Psychodynamic formulation
	The working hypotheses by the therapist bringing together the psychological aspects of the parent–infant relationship, the context within which the relationship is taking place (familial, cultural), its maladaptive aspects, its implications for the therapeutic encounter, and the ongoing processes of the therapy.
	Reality testing
	A psychological process of examining the extent to which internal, subjective experiences match or differ from external reality, or from the subjective reality of the other person/s in the relationship. Infants developmentally are not capable of reality testing as they equate their subjective psychological reality with external and others’ realities.
	Representations
	Initially these are bodily based, pre-symbolic images and sensations in infancy, created out of the baby’s experience of repeated patterns of interaction with those who relate to him. These mental structures come to shape later experience and expectations in relation to both self and other and self and other in relationship. Eventually it comes to be structured as the individual’s representational world.
	Risk
	The probability of unfavourable developmental outcome for the baby. Genetics play an important role in this but in the context of this book risk refers to environmental factors that impinge on development and primarily those to do with the patterns and quality of parenting.
	Scaffolding
	The process whereby the parent recognises, labels, and structures the baby’s motor, mental and emotional experiences ahead of his capacity to do this himself. The baby is able in time to do this for himself. In the therapeutic encounter the therapist will scaffold the parent/s and baby’s experiences and responses.
	Self
	The person’s subjective sense of who he is, which has coherence over space and time. We assume that the baby’s sense of self is constructed in interaction with his parent/s and through the experience of feeling known in the mind of his parent/s. The parent’s self-representation is changed with the birth of a child.
	Therapeutic alliance
	The commitment between therapist and patient/s to work together in an agreed setting to address the difficulties the patient (parent and baby) brings. In parent–infant psychotherapy a therapeutic alliance is built with the baby as well as with the parents.
	The therapist as a ‘new developmental object’
	The experience of the therapist as an attachment figure that is different from habitual experiences of her developmental needs not having been adequately met by attachment figures in the past and present. This can modify the parent/s’ set expectations of relationships (templates) e.g., with her baby, partner, and therapist.
	Transference
	The repetition in the present of significant aspects of a person’s relationships with earlier attachment figures, usually but not exclusively, parental figures. The patient’s transference is usually thought about in relation to the therapist; in parent–infant psychotherapy the raw emotions of the parents’ earliest relationships with their parents (the baby’s grandparents) are often expressed in their transference relationship with their baby.
	Transitional space
	An aspect of the relationship between the baby and the Mother and within the baby’s developing mind, wherein the beginnings of separateness and differentiation between ‘me’ and ‘not me’ take place. It is a twilight area where playfulness and imagination are thought to originate.
	Unconscious and non-conscious
	The large area of experience that is not readily available to conscious thought. Whereas ‘non-conscious’ states are developmentally associated with procedural memory, psychoanalysis has been interested in thoughts and feelings that are deliberately rendered unconscious (dynamic unconscious). This occurs because of the unbearable pain and/or conflict potentially generated by conscious recognition of these mental states. The parent’s feelings and phantasies about the baby are made up of both the non-conscious and the dynamically unconscious.
	Unresolved trauma
	Preoccupied states of mind that are unremitting in relation to overwhelming negative experiences and are likely to distort the way in which current situations are responded to. Parents who have experienced overwhelming trauma may experience states of dissociation in the relationship with the baby, thus potentially re-creating a traumatic experience for the baby.




Section I The Theory of Psychoanalytic Parent–Infant Psychotherapy

Tessa Baradon


Introduction

These chapters outline the conceptual and technical foundations of this model of parent–infant psychotherapy. It is a fundamentally psychoanalytic model, which stresses the centrality of unconscious processes in mental and relational life while also drawing on other traditions of thought about development.1 The model adapts the technical aspects of the psychoanalytic setting to make it suitable for work with young infants and their parents together. It can be used in brief therapy and also in longer-term, more open-ended therapy.

All clinical practitioners draw on a range of preconsciously held theories that underpin their practice and may be to some degree in contradiction with each other. Although these theories are relatively unexamined in the minute-by-minute unfolding of the therapeutic work (Sandler, 1983), nevertheless they affect the way the clinician relates to and thinks about the work with the patient. Elucidating the theories that we hold in the Parent Infant Project has revealed a slant towards psychoanalytic object relations theory. Particularly useful are the ideas of the paediatrician and psychoanalyst D.W. Winnicott, where the adaptation of the ‘good enough’ Mother to her infant is at the root of healthy development. We link this up with the research prompted by John Bowlby’s theory of attachment, which has so enriched our understanding of the interpersonal processes central to the development of the child. Similarly, the explosion since the 1970s of developmental research into early relational capacities of the infant, itself much influenced by psychoanalytic ideas and in turn influencing it, has found its way into our preconsciously held theories. Ongoing research into the influence of our genetic inheritance and more recent work from the ‘decade of the brain’ (the 1990s) has given us ‘hard science’ evidence for our clinical findings regarding the role that early life plays in the developmental outcomes of children.

Putting such diverse theories together inevitably reveals contradictions and gaps. We follow Anna Freud’s suggestion of roaming between traditions and using each as convenient. Therefore, what we offer here is our own synthesis. Some of the concepts we use are broadly defined and, to some degree, adapted to fit what has emerged in the clinical work. Indeed, the ideas that are outlined in these chapters are clinically determined.

This section also describes the adaptations of the psychoanalytic setting to create a therapeutic milieu in which to address the early relational disorders that constitute the focus of parent–infant psychotherapy. They reflect the rawness of the emotions to which everyone involved in the work, therapists as well as families, is exposed. The therapeutic setting is considered in different ways: primarily the setting is embodied in the person of the therapist and her personal qualities, sustained by sound training and ongoing support from the team. This personal setting is reflected in the reliability of the physical arrangements of the room and the timing of sessions. The clinical problems that are dealt with are further elaborated in a consideration of how the therapist assesses risk in the parent–infant relationship. The thread that runs through all these issues is the therapist’s thinking as she considers her understanding of the problems presented and how they should be responded to within the treatment frameworks available. Finally, the key components of the therapeutic intervention are outlined.

These chapters are best read together as a unit. They describe the why, how, and when of the therapy in principle and are a preparation for the process chapters that follow.


Note

	Pioneers of psychoanalytically informed psychotherapy with infants and their parents include Selma Fraiberg and Alicia Leiberman in the United States, and Bertrand Cramer in Switzerland. For current writing on this subject, see Aquarone, Barrows, Daws, Jones, Hopkins, Paul, Salo and Salomonsson, amongst others. There are references at the end of the book should you wish to read some of their contributions.




Chapter 1 The Parent–Infant Relationship and Infant Mental Health
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Overview


Why intervene in the parent–infant relationship?

Development, and therefore mental health and disturbance, take place within the context of the care-giving relationships children have in their families and with their parents. These relationships decisively influence babies’ developing minds and brains, and thus early care has a vital, lifelong influence on children’s emotional, social, and cognitive development. Evidence points to early experiences radically influencing mental and physical health over the course of childhood and beyond (National Scientific Council for the Developing Child). Early experiences with parents, siblings, other relatives, and caregivers affect how children form relationships, learn, and experience and regulate their emotions and behaviour (Belsky, 2001; Melhuish, 2004; Sroufe, 2005; Belsky, Bakermans-Kranenburg, and van Ijzendoorn, 2014) The majority of parents, the ‘ordinary devoted Mothers’ (Winnicott, 1949) and Fathers, provide their children with loving, safe homes. ‘Good enough’ parents protect and comfort their babies, play with, praise, and enjoy them. They also sometimes ‘get it wrong’ but try to rectify this in relation to the Baby. Their babies initiate, respond, interact, explore, and show pleasure. However, some parents find it very difficult to provide their children with conditions for this rounded development. In more extreme circumstances of withdrawn, hostile, neglectful environments, babies fail to thrive, and their normal development is often severely compromised or interrupted.

There is mounting evidence for the severe long-term effects of disturbed early relationships and those characterised by neglect and abuse or severely insensitive parenting (Fonagy et al., 1994; Glaser, 2000; Lyons-Ruth and Block, 1996, Teisl, M., and Cicchetti, 2008; Gunnar, 2007; Lyons-Ruth, 2008; Wolff and van Ijzendoorn, 1997). Babies and young children can and do demonstrate that they experience serious emotional disturbances that are comparable in severity to what is observed in older children and adults, and they can have enduring effects. Contrary to popular opinion, negative emotional experiences in early childhood are not ‘forgotten’. They are built into the developing personality and also to the architecture of the maturing brain. They can have a sustained impact, especially when they persist and are severe. Supportive relationships can buffer the emotional impact of adverse environments and prevent pathological enduring emotional impact on young children.

Recent genetic and neuroscientific research demonstrates the complexity of psycho-physical development. The body-mind and nature versus nurture splits that have long dominated Western thinking have recently been challenged as the complex interaction of body and mind in development and functioning has become clearer. Genetic research emphasises the impact of the environment on the expression of genes such that ‘good enough’ or adverse relational environments have been shown to affect outcomes for good or ill (Pretorius, 2010). Good experiences have been shown to mitigate genetic propensities and bad early experiences to reinforce them (Music, 2011). As Music says, treating children badly affects them, but not all children are similarly affected by the same treatment. This is mediated by their genetic inheritance. In addition, the quality of attachment that develops between a Baby and his parents mediates the genetic inheritance such that over development there may be different outcomes to the presence of genetic markers depending on the security or otherwise of attachment (Fearon et al., 2014). What is clear is that the interaction between genetic predispositions and sustained, stress-inducing experiences early in life can lay unstable foundations for mental and physical health that endures well into childhood and beyond.

Research on brain development also has shown the impact of early experiences on the architecture of the brain. The developing brain structure is affected as neuronal pathways ‘fire’ in response to the Baby’s experiences of being cared for. For instance, babies and young children who are repeatedly exposed to violence and other trauma, such that they feel severe and unmitigated distress over sustained periods, tend to become chronically anxious. This results from emotional experiences being ‘hard wired’ into the developing brain so that states of distress become characteristic features of the person’s disposition or ways of being (Perry et al., 1995; Gerhardt, 2014). The stress response systems and reward networks in our brains are shaped by the relationships in early childhood in healthy and unhealthy ways. Babies are born with all the potential to become human beings, but the individual qualities of their humanity are shaped by the kinds of relationships they have from the beginning of life (Perry, 2013).

Where infants are at risk, early intervention can prevent later disturbance by moderating the adverse aspects of the relational environment. When a child’s development threatens to be derailed it is important to intervene before maladaptive patterns of relating become set, because later intervention can only modify the then already existing situation. The more extremes of adversity young children suffer result in less likelihood of significant change (Music, 2011). Children who have the worst experiences in early life are likely to have the poorest developmental outcomes (Sroufe, 2005). Research clearly indicates that early intervention can have a positive impact on the trajectory of common emotional or behavioural problems as well as outcomes for children with serious disorders (Music, 2011). The earlier intervention is available the more chance there is for change, as very young children are significantly affected by the impact of adverse and good relationships. Their problems are more likely to be ameliorated the earlier the intervention and the more likely these problems may prove to be transient rather than persistent. Thus it is imperative for early intervention services to be available in order to maximise healthy development.


Key Concepts and Components of Early Development


Attachment

Attachment is the unique and powerful relationship that develops between an infant and caregiver during the child’s first year of life (Bowlby, 1969, 1973; Carlson and Sroufe, 1995; Sroufe 2005). It is the outcome of the response of the parent to the absolute dependency of the infant at the beginning and of the Baby’s propensity to relate. The history and quality of that relationship influences all aspects of development. A secure attachment is essential to establishing the child’s sense of safety and security and influences his fundamental modes of regulating thoughts and feelings, the quality of his relationships, his self-esteem, and his capacity to explore the world productively and autonomously. The child’s earliest relationships with his primary objects also influence his eventual ability to take on parenting roles in the future (Carlson and Sroufe, 1995).

Recent research has elaborated the relational conditions that lead to secure or insecure attachments and have emphasised the embodied nature of the complex matrix of parental provision (Shai et al., 2011). The nurture provided has long been recognised as multi-dimensional (Winnicott, 1945), centred on the bodily care, holding, and handling of the Baby, as well as verbal interactions that reflect the capacities of the parents to understand and respond to the Baby’s mental and bodily states. The concept of ‘parental embodied mentalizing’, has been introduced to refer to parents’ capacity to (a) implicitly conceive, comprehend, and extrapolate the infant’s mental states from the infant’s whole-body movement and (b) adjust their own kinaesthetic patterns accordingly (Shai, 2011).


Dependency

Babies are absolutely dependent on their parent/s at the beginning of life (Winnicott, 1960). This dependency is not just for physical care, without which they would die, but also for the emotional care and relating that implements and then helps sustain mental and psychic development. The Mother’s adaptation to her Baby is rooted in her recognition of this dependency, and at the beginning the Baby has no way of knowing just how dependent s/he is (Winnicott, 1945, 1960; Murray, 1989). On the basis of his emotional, social, and physical needs being adequately met, the Baby becomes more confident and efficient in his agency to signal his intentions, needs, and wishes and evoke the adult response he needs. Eventually his state of dependency becomes less absolute as his capacities develop, leading to him to be relatively independent and self-reliant in the context of predominantly loving and reliable family relationships (Winnicott, 1945). Thus the helpless neonate becomes the Baby who can signal his needs and desires and influence environmental responses, goes on to become the junior toddler who, still needing his parents, explores the world beyond his Mother’s lap, and contributes to the evolution of his social setting.


Earliest anxieties and primitive defences

A Baby is extremely vulnerable in his state of absolute dependency. The provision of those who care for him is crucial in protecting the Baby from harm that may threaten him from the outside and from anxieties that emerge internally when the protective parental environment fails. Failure, or a situation of less than adequate caregiving (see below), exposes the Baby to helplessness that can be overwhelming. In extremis, these have been described as experiences of ‘falling forever’, ‘unthinkable anxiety’, and ‘annihilation anxiety’ (Bion, 1962; Winnicott, 1962). These most primitive anxieties, which occur within the relationship with the primary caregivers, can be provoked by the ‘not good enough’ parenting that constitutes what Winnicott called ‘impingements’ on the infant self, such that the experience of reliability in dependency is prematurely broken. This leads to adaptations by the Baby to the parent rather than the other way around. Withdrawn, unpredictable, and volatile parenting such as in Borderline Personality Disorder parents (Lyons-Ruth, Dultra, Schuder, and Bianchi, 2009; Hobson, Patrick, Crandell, Garcia-Perez, and Lee, 2005) are most difficult for the Baby as he cannot anticipate what parental mood and behaviour he will be faced with at any moment.
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