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Why are Relational InterventionsWhy are Relational Interventions
Needed?Needed?

" A focus on parent skills training is often
insufficient in truly generalizing to the care giving
context.

" If a parent has sustained trauma and insensitive
care giving during their own childhoods, then they
may learn skills & still be unable to implement
them with their children.



Traditional Therapeutic ApproachesTraditional Therapeutic Approaches

" In cases involving parental mental illnesses
such as depression, the affected individual
often is treated without addressing the
impact of the illness on the children and
broader family system.

" Caregivers often fear that their histories will
adversely affect their children, but attention
to this often is lacking in traditional
intervention approaches.



Child-Parent PsychotherapyChild-Parent Psychotherapy

" CPP is a relationship-based form of intervention
that focuses on child-parent interaction within a
dyadic format.

" The theoretical target of CPP is the web of jointly
constructed meanings in the child-parent
relationship, which emerge from each partnerÕs
mental representations of self and other (Lieberman et
al., 2000).



Child-Parent PsychotherapyChild-Parent Psychotherapy
(conceptualization)(conceptualization)

! Rooted in psychodynamic theory
! Origins in the work of Selma Fraiberg (Ghosts in the

Nursery, 1975)
! Lieberman applied model to immigrant Latina

mothers and infants (Lieberman, Weston, & Paul,
1991)

! Maternal past can affect Mother-Child relationship
! Joint observation of Mother-Child dyad provides

insights into the influence of maternal representations
on parenting

! Non-didactic, although developmental guidance is
utilized as needed



Conceptual Premises of CPPConceptual Premises of CPP  (Lieberman &(L ieberman &

VanHornVanHorn, 2005), 2005)

" The attachment system is the primary organizer of young
childrenÕs responses to danger & safety

" Emotional/behavioral problems in infancy need to be
addressed in the context of the childÕs primary attachment
relationship

" Risk factors in the early years of life operate in the context
of transactions between the child & his/her social ecology
(family, neighborhood, community, society)

" Interpersonal violence is a traumatic stressor, whether
witnessed or experienced

" The therapeutic relationship is necessary for successful
treatment



CPP Intervention ModalitiesCPP Intervention Modalities
(Lieberman &  Van Horn, 2005)(L ieberman &  Van Horn, 2005)

" Promote development through play,
physical contact, & language

" Provide developmental guidance
" Model appropriate protective behavior
" Interpret feelings & actions
" Provide emotional support/empathy
" Provide concrete assistance as needed



Ports of EntryPorts of Entry

" Stern (1995) spoke of Òports of entryÓ as the
component of the child-parent system that is
the immediate object of clinical attention Ð
the avenue through which the clinician
enters into the system to effect change

" Once a port of entry emerges, the therapist
must decide on the modality most likely to
promote change



Examples of Ports of EntryExamples of Ports of Entry

" Child behavior (e.g., toddler tantrum)

" Parent behavior (e.g., anger over babyÕs
birth ending teenÕs social life)

" Observing child behavior in different
contexts (e.g., home vs daycare)



Examples of Ports of EntryExamples of Ports of Entry

" Developmental history of child (e.g.,
preterm)

" Parental descriptions of child behavior (e.g.,
she refuses to eat)

" Parental history (e.g., maltreated as child)
" Cultural considerations as related to child-

rearing values and practices (e.g., autonomy
vs. family cohesion, religious beliefs)



Treatment GoalsTreatment GoalsÉÉ

! Address how motherÕs internal representational models of
attachment relationships are enacted in relationship with child

! Provide mother with a corrective emotional experience

! Differentiate representations for various relationship partners

! Reconstruct representations of self in relation to others
through the therapeutic relationship

! Reconstruct representations of herself in relation to her child

! Foster positive child development/secure attachment

Child-Parent PsychotherapyChild-Parent Psychotherapy



Child-Parent Psychotherapy forChild-Parent Psychotherapy for
Offspring of Depressed MothersOffspring of Depressed Mothers

! Funded by the National Institute of Mental
Health (NIMH) to provide and evaluate
Child-Parent Psychotherapy for promoting
adaptive development and reducing risk for
psychopathology in toddlers of depressed
mothers



Maternal Depression and ChildMaternal Depression and Child
DevelopmentDevelopment

! Children reared by a depressed
caregiver  are at r isk for  maladaptation
and/or  psychopathology on a number  of
tasks of development:

!  Insecure Attachment
!  Emotion Dysregulation
!  Cognitive Deficits
!  Low Self-Esteem
!  Poor Peer Relations
!  Poor School Functioning
!  Internalizing and Externalizing

 Behavior Problems



Maternal Depression and AttachmentMaternal Depression and Attachment

! Increased  rates of insecure and
disorganized attachments in offspr ing of
depressed caregivers

#   Campbell et al., 1993
#   Murray, 1992
#   Lyons-Ruth et al., 1990
#   Teti et al., 1995
#   Toth et al., 2006



Clients

" Mothers with MDD since the birth of the
child; toddlers @ 20 months of age

" Well-educated, married, middle to upper
income

" Advised to minimize risk factors to
demonstrate efficacy

" ÒSuper NormalÓ control group



Intervention

" Provided weekly for 50 minutes

" Provided at MHFC based on
demographics of the population

" Conceived as an intensive 18-month
course of intervnetion



Measures...Measures...

! A multi-informant, multi-contextual
measurement approach was utilized

! Today I  will focus on attachment as
assessed by the strange situation



Measurement of AttachmentMeasurement of Attachment

Strange Situation Paradigm
(Ainswor th &  Wittig, 1969)

" Caregiver  and child together  (3 minutes)
" Stranger  enters (3 minutes)
" Caregiver  leaves (3 minutes)
" Caregiver  and child reunion (3 minutes)
" Child alone (3 minutes)
" Stranger  with child (3 minutes)
" Caregiver  and child reunion (3 minutes)



Percentage of Secure Attachments (Strange Situation) inPercentage of Secure Attachments (Strange Situation) in
Three Study Groups at Baseline and Follow-upThree Study Groups at Baseline and Follow-up
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Percentage of Disorganized-Disoriented Attachments (StrangePercentage of Disorganized-Disoriented Attachments (Strange
Situation) in Three Study Groups at Baseline and Follow-upSituation) in Three Study Groups at Baseline and Follow-up
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Prevention Intervention forPrevention Intervention for
Maltreated InfantsMaltreated Infants

! Funding was received from NIMH to
evaluate the efficacy of two competing
preventive interventions in fostering
adaptive development and reducing risk for
psychopathology in maltreated infants

! Child-Parent Psychotherapy (CPP)
! Psychoeducational Parenting Intervention

(PPI)



Clients

" Impoverished; racially and ethnically
diverse

" Majority single mothers; if fathers present,
very transitory

" Typically multiple children in the home
" Official CPS reports on record
" Many risk factors in the nonmaltreated

group as well



Interventions

" Provided for 12 months; incorporated data
from prior RCT into this decision

" Provided in homes unless conditions, such
as domestic violence, precluded this

" Considerable flexibility in service delivery
was needed and concrete assistance such as
food, housing, etc were addressed



Percentage of secure attachments in four
study groups at baseline and follow-up
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Percentage of Percentage of disorganize-disorienteddisorganize-disoriented attachments attachments
in four  study groups at baseline and follow-upin four  study groups at baseline and follow-up
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  Implications for Therapists, Parents, &Implications for Therapists, Parents, &
Policy MakersPolicy Makers

! Insecure Attachment is Modifiable
! Disorganized Attachment is Modifiable
! Enhancing attachment security facilitates self and

representational development
! Implications for First Three Years of Life Ð

Although during infancy intervention may not
have to target the relationship, once IWMÕs
consolidate this may not be the case



Clinical IllustrationsClinical Illustrations

" A major goal of our RCTÕs has been to bridge
research and practice.

" Too often, the results of interventions that have
been found to be effective in RCTÕs are not
transported to populations most in need.

" In order to make interventions that have been
empirically supported more widely available, it
also is important to demonstrate the clinical utility
of the approaches more broadly.



Child-Parent Psychotherapy:Child-Parent Psychotherapy:
Case VignetteCase Vignette

" Rose is a 21 year old single mother of 2 children,
both of whom were removed from her care during
infancy due to substance abuse and neglect

" Emiah, RoseÕs 3 year old daughter, is in a relative
resource placement with her maternal aunt.  She
has been in auntÕs care since 9 months of age

" Rose was in and out of foster care during her
childhood



Maternal History & AttachmentMaternal History & Attachment

" Rose has a history of drug & alcohol addiction &
incarceration dating back to adolescence

" The attachment relationship between mother and
daughter is best characterized as insecure-
ambivalent



Clinical ConsiderationsClinical Considerations

" Emiah had been in a relativeÕs care for most of her
life.  She has had only ÒsupervisedÓ visits with her
mother since placement

" Emiah frequently ÒtestsÓ her mother to see if she
will follow through or get a reaction

" Emiah exhibits feelings of fear that her mother
will leave her again, therefore she has difficulty
separating



Childhood Influences on RoseChildhood Influences on RoseÕÕss
ParentingParenting

" Rose grew up in a household with domestic
violence and addiction; her mother was
developmentally delayed

" Rose did not feel that her physical or emotional
needs were met as a child

" Rose was Òon the streetsÓ at a young age; no
guidance or limits were set



Childhood Influences on RoseChildhood Influences on RoseÕÕss
ParentingParenting

" Consequently, her working models of relationship
were filtered through anger and resentment

" Despite negative feelings and the harsh reality of
her own childhood, she idealized her mother &
had difficulty expressing any negative feelings

" Rose believed that she is always judged negatively
by others, particularly regarding her parenting



Foundations of CPP

" Initially, therapists need to help parents
understand the benefit of CPP & the role of
parental past

" They may see it as merely playing, and
therapists need to help them understand that
play is how young children express
themselves



Clinical ConsiderationsClinical Considerations

" Rose had difficulty assuming a parental role  because of
the guilt feelings that she had about having Emiah
removed due to her substance abuse

" She did not feel that she had parented Emiah and,
consequently, had to learn to be her mother

" The therapist worked to help Rose feel confident and
consistently conveyed a nonjudgmental attitude

" The therapeutic relationship needs to be framed as a
partnership, with the mother as the ÒexpertÓ on her child



Dealing with MaternalDealing with Maternal
FrustrationFrustration

" To help Rose gain an awareness of EmiahÕs
emotional needs and to respond appropriately
rather than becoming frustrated & blaming Emiah

" For Emiah to learn to appropriately express her
needs verbally and to label a range of emotions

" Therapist needs to be able to tolerate negative
affect during sessions and to remain supportive



Parent-Child InteractionParent-Child Interaction

" Rose appears unsure of how to interact with, or
react to, Emiah

" CPP provides opportunities for the therapist to
directly observe, and to help modify, interactional
patterns between mother and child



Processing Affect

" Rose felt that her feelings during childhood
had never been important or acknowledged

" This could result in insensitivity to EmiahÕs
feelings

" The therapist facilitated recognition of the
effect of maternal past on current parenting
and helped to break a potentially
maladaptive transmission



Course of InterventionCourse of Intervention

" A strong therapeutic alliance was
established between Rose & the therapist;
nonjudgmental stance of therapist was key

" Rose & Emiah learned about one another, as
individuals, and in their roles as parent and
child



Course of InterventionCourse of Intervention

" Rose was able to identify and discuss her feelings,
particularly around her anger & guilt

" Rose discussed linkages between her childhood
experiences and their impact on her parenting and
on the parent-child relationship



Focus of TherapyFocus of Therapy

" For Emiah to view her mother as a more
consistent support and source of security

" To assist Rose in addressing feelings emanating
from her childhood and to understand how this
negative history has adversely affected her
parenting and her relationship with Emiah

" To support Rose in remaining committed to her
substance abuse recovery & to address feelings
regarding having Emiah returned to her care



Termination and Sibling IssuesTermination and Sibling Issues

" Reunification between Rose & Emiah and the
impact of this transition was a major focus of
therapy

" Emiah had feelings about ending with the therapist
and her brother beginning

" Therapist needed to address re-unification with
her younger sibling



Pride in Accomplishments

" Both Rose and Emiah were able to feel
positive about their progress in therapy

" Rose was able to show her pride in EmiahÕs
achievements



Take Away Messages

" CPP has been shown to be effective in fostering
positive attachment relationships with at risk
children.

" CPP can be provided in community settings.
" Initiatives have been undertaken to increase the

availability of CPP to communities.
" The provision of evidence-based services to

vulnerable children and families must be a societal
priority.


