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Abstract

THE IMPACT OF A HOME-BASED INTERVENTION PROGRAM OMATERNAL
REFLECTIVE FUNTIONING IN FIRST-TIME MOTHERS

by

Maia Rebecca Miller

Advisor: Professor Arietta Slade

The present study investigates the impact of “Migdhe Baby,” a home-based
intervention program, on maternal reflective fuaotng (RF). It was hypothesized that
the reflective capacity of mothers who receivedNiieB intervention would increase
over the course of the study, and that this inee@asuld be reflected in the quality of
their responses to clinical interviews administdsetbre and after birth. The guiding
premise of the intervention was that helping matltevelop a reflective stance would
enable them to become more regulating, sensitne aatonomy-promoting caregivers
and thus positively affect a range of developmentidtomes in their infants.

The participants were 21 first-time mothers betwthe ages of 15 and 25, all of
whom were at high risk for parenting difficultiesedto environmental, financial, and
social stressors. The mothers were interviewedyusia Pregnancy Interview (Revised
Version, Slade, 2007) during their third trimesiéney were given the Parent
Development Interview (Aber, Slade, Berger, Bre&gkaplan, 1985) when their child
was approximately 24 months old. The Addendum ¢dRbflective Functioning Scoring

Manual for use with the Parent Development IntenfiSlade, Bernbach, Grienenberger,



v
Levy, & Locker, 2004) was used to determine thel®f maternal RF at the end of the
intervention. In order to measure maternal RF a¢lthe beginning of the intervention,
an Addendum to the Reflective Functioning ScorirgnMal for use with the Pregnancy
Interview was refined and updated (Slade, Pate&adiller, 2007), making it the first
relatively reliable instrument for assessing raflecfunctioning in pregnancy.

Results supported the study’s main hypothesis:ribiers’ mean overall

RF score increased from before to after the intgrea, and the difference between
the pre- and post-intervention means was statistisignificant. These results are
discussed in relation to implications for earlyemvention, developmental theory, and

clinical treatment.
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CHAPTER 1

Introduction

For first-time mothers, pregnancy is a time of \vasbtional, psychological,
and physical change. The experience is inevitalglgraplicated one, as it entails
enormous transition as well as conflicting emotiemsothers may feel exhilarated,
hopeful, and proud, but also frightened, unprepaaad unsupported. For young high-
risk mothers living in urban poverty, who are grapgpwith stressors such as unplanned
or unwanted pregnancy, financial hardship, soswlhbition, and past or ongoing trauma,
the challenges can become overwhelming. Moreoréhgir efforts to meet their own
and their child’s needs, these mothers are dralamygly on their own experiences of
care as children. Sadly, few of them enjoyed semledionships with caregivers. Given
that healthy mother-infant relationships startiegmancy, interventions that begin before
the baby is born hold great promise for enhandmegniother’s ability to provide
sensitive caregiving and encouraging the developwigmealthy attachments between
mother and child.

Home visiting programs aimed at helping mothersetigy positive relationships
with their child have a long history in the U.Sdasther developed countries. Two of the
best-known and most-studied models are the Nunsely-®artnership (NFP) program,
pioneered by David Olds and his colleagues 25 yegwqOlds & Kitzman, 1993; Olds,
2002), and the home-based infant-parent psychgifienadel initiated by Selma
Fraiberg (1980) and built upon by Alicia Liebermetral. (Lieberman, Weston, & Pawl,
1991; Lieberman & Pawl, 1993) and Christoph Heiaiek al. (Heinicke et al., 1999;

Heinicke et al., 2000). Long-term studies of thePN#fogram consistently show a range



of positive outcomes with respect to mother-chilggractions and child mental
developmental outcomes at 24 months. Specific ipesiffects of NFP interventions
include increases in employment and father invokmetnas well as reduction of
smoking, preterm births, subsequent pregnancres, dn welfare, and visits to the
emergency room for illness and injury during infaand childhood (Olds, 2002). Thus
Olds’ model, which is delivered by experienced pubkalth nurses, offers broad
protection against negative health conditions #edlutcomes.

Fraiberg’s home-based dyadic psychotherapy prodpasra somewhat different
aim: to address mental health and relational diffies in high-risk mothers and infants.
In a larger-scale replication of Fraiberg’s mod@&tberman and her colleagues (1991)
demonstrated that home-based parent-infant psyetagii positively affects attachment
and maternal outcomes after one year. In a rektety, Heinicke et al. (1999, 2000)
found that a home visiting program using speciayned mental health workers
resulted in positive changes in the mother-infatdtronship and in home environments.

Recently, Arietta Slade, Lois Sadler, Linda Mayas] their colleagues have
developed a new interdisciplinary intervention mpdalled “Minding the Baby” (MTB),
that aims to integrate these two approaches. ShMTB seeks to provide the kind of
nursing care offered by nurse home visiting modelsle at the same time providing
in-depth mental health care not previously offdrgdhese types of programs. MTB
draws on the strengths of both models: Because putdic health nurses are not
extensively trained in mental health, they areroileequipped to deal with the mental
health issues that inevitably arise in high-riskifges. At the same time, many families

who typically would not welcome strictly mental-litbabased home visits are much



more willing to allow a nurse home visitor into itheomes. In the MTB model, a
nursing/mental health team, composed of a clirsoalal worker and a pediatric nurse
practitioner, work together to provide a wide ranfigservices to enhance health, mental
health, parenting, and child development.

Among other things, MTB is specifically aimed a¢ tthevelopment of parental
reflective functioning, or mentalization. Refleaifunctioning (RF) refers to an
individual's capacity to understand her own andceaghbehavior in terms of underlying
mental states and intentions (Fonagy, Gergelyst]@&iTarget, 2002). RF is considered
evidence ofmentalizationwhich is defined as the capacity to envision raksiates,
including thoughts, feelings, desires, intenticarg] beliefs, in the self or the other. In the
context of parenting, RF refers to a parent’s capaa “keep the child in mind"—that is,
to imagine and make sense of her child’'s ment&stand to use this understanding in
guiding her own responses to her child (Slade,8a&l Mayes, 2005). The mother’s
reflective capacity, in turn, makes it possibletfoe child to discover his own mind and
to experience himself as a feeling, intentionahfel series of recent studies by Slade et
al. highlights the important role of parental méimtag capacities; they found that
maternal RF is predictive of secure attachmentroegdion in the child (Slade,
Grienenberger, Bernbach, Levy, & Locker, 2005) #rad maternal RF is negatively
correlated with hostile, intrusive, or withdrawrr@giving behaviors (Grienenberger,
Slade, & Kelly, 2005). Previous preliminary findsign the MTB data suggest that
maternal RF scores in the sample of at-risk motivere low at baseline and that these
scores improved at 24 months (Patterson, 2005g§d&lhde, & Mayes, 2005). This

present study aimed to replicate and extend thedmfs. Overall, the present study,
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which used a mixed method design, had three prigaays: The first was to refine and
update Slade and Patterson’s (2005) manual fomgc®F on the Pregnancy Interview
(Slade, Huganir, Grunebaum, & Reeves, 1987). Therskwas to test the hypothesis
that the Minding the Baby intervention promotesrgein maternal RF. The third was to
use qualitative methods—namely, interviews withhbene visitors who worked with
mothers in the Minding the Baby study, as welllase readings of the pre- and post-

intervention maternal interviews—to examine the plax process of change.



CHAPTER 2

Literature Review

The present study investigates the impact of “Migdhe Baby,” a home-based
intervention program, on maternal reflective capadihe literature review is presented
in four sections, beginning with the history ofaatiment theory. The early work of
Bowlby and Ainsworth, and the subsequent paradigjfh Isrought about by Main’s
emphasis on representation, are discussed inrthesdiction. The second section
examines various methods that have been developadituate the quality of adult
representations of attachment and defines thraterekey conceptsjetacognitive
monitoring mentalization andreflective functioningThe third section focuses on
parental representations of the child, reviewirgyrtiajor theoretical approaches to the
development of parental representations as welhasus methods that have been
devised to assess them. Related recent empinchhfls are discussed, and particular
emphasis is placed on parental reflectivenessasessary capacity for the development
of parental representations.

The final section describes several relationshgebdantervention programs for
parents and infants, including the Minding the Babyne-based intervention study. It
includes a review of the theoretical and historigaderpinnings of MTB and a summary

of preliminary quantitative and qualitative resuitam its pilot implementation.



Attachment Theory: A Historical View

Early Foundations: Bowlby and Ainsworth

Attachment theory originated in the work of John#ay (1969, 1973, 1980).
A child psychiatrist trained at the British Psychalytic Institute, Bowlby was heavily
influenced by a variety of disciplines, includinglogy, evolution, and ethology, in
developing his theory of attachment. In particuler was inspired by Spitz's (1946)
observational studies of infants who had been degrof maternal care, by Lorenz’s
(1935/1951) work with imprinting in geese, and tdig Harlow’s (1958) research on
maternal deprivation in primates. Bowlby theorizledt the infant is predisposed at birth
to form an attachment to caregivers, and that gselrior close relationships is universal
among humans. Indeed, he viewed attachment asitifaental form of behavior with
its own internal motivation distinct from feedingdasex and of no less importance”
(Bowlby, 1982). According to Bowlby, these attacmteslationships are critical for
emotional and physical survival, and the child wibld his behavior and thoughts in
order to maintain these relationships (Slade, 1p%®aidentified five instinctive
responses, which he called “attachment behavitdrat’constitute the infant’s proximity-
seeking actions: sucking, smiling, clinging, cryiagd following. In the Darwinist
tradition, Bowlby holds that these behaviors aeertsult of natural selection—that is,
these particular actions remained in the humanrt@pe because they made survival
more likely by enhancing proximity to the mother.

According to Bowlby, the “attachment behavioradteyn” regulates the infant’s

behavior toward an attachment figure. When theninfi@comes frightened—either by an



internal stimulus, such as hunger, or by an extéaator, such as a change in the
environment—the attachment system becomes activist¢is agitated state, the
infant’s primary goal is to seek out the caregiegirefuge. When the infant feels calm
and secure, Bowlby asserts, the system is deastivaatd the infant’s attachment
behaviors cease. Thus a given infant’s attachmetés is most visible when there is
perceived danger and the infant seeks reassureoroeafcaregiver. Bretherton (1985)
offers a variation on Bowlby's model, suggestingtttine attachment system is
continuously active, rather than repeatedly actetand deactivated by situations of
perceived threat and perceived safety. Brethetos offers an important clarification of
the relationship between the notion of the secaseporiginated by Ainsworth, and
Bowlby’s concept of security-seeking behaviors.idcdcwho perceives an absence of
danger will feel free to engage in exploratory hatiaat a distance from the attachment
figure, using her as a secure base. If a childgdees a mild threat, he will engage in
proximity-seeking behaviors that bring him closethe attachment figure. Finally, in
cases where the environment is perceived as highdgtening, the child seeks more than
just proximity: He attempts to make contact with taregiver. In addition, Slade and
Aber (1992) comment that Bretherton’s version hagistic value in that it
“demonstrates the functional equivalence of diffiéfattachment behaviors’ at different
stages of early development” (Slade & Aber, 1992,56). That is, a 6-month-old’s cry,
a 12-month-old’s movement toward the mother, anti@&month-old’s visual and verbal
bids for contact from a distance can all be undests attachment behaviors used by
the child to increase proximity and felt security.

Although the focus of Bowlby’s theory is on théant and his bids for physical



protection and emotional comforting from the cavegi the relationship is reciprocal
from the beginning. The child’s sense of secumyfs in reaction to the quality of the
caregiver’s protective responses. Throughout thesesoof development, the child and his
caregivers repeatedly engage in their respecties io the attachment system. Over
time, the patterning of these transactions becdhebasis of what Bowlby termed
“internal working models” (1969, 1973). The earieSthese internal working models,
which Bowlby refers to as “internal working modelsattachment,” begin to form in the
second half of the infant’s first year of life (Bthwy, 1973, 1982). In general, an internal
working model consists of mental representationthefattachment figure, the self, and
the relationship between the two. Bowlby theorieat the child builds a set of
expectations based on the history of his interastigith his primary caregiver. Internal
working models direct subsequent appraisals ofastens with attachment figures,
thereby allowing the infant to predict the mothestgle of responsiveness. As a result,
the infant learns how to engage with her in a matiree maximizes physical and
emotional closeness. If the attachment figure ceastly acknowledges the child’s need
for protection and comfort, while at the same tmegpecting his need to autonomously
explore the environment, the child is likely to d®p an internal working model of the
self as self-reliant and valued. In contrast, & thild’s need for comfort and autonomy
are rejected or not acknowledged, he is likelydostruct an internal working model of
the self as unworthy or incompetent (Brethertor§2)9

Mary Ainsworth’s work set the second phase ofchitt@ent research into motion
(Bretherton, 1992; Main, 1996). Along with her ealjues (Ainsworth & Wittig, 1969;

Ainsworth, Blehar, Waters, & Wall, 1978), Ainswordleveloped an observational



laboratory procedure, known as the “Strange Siudtithat allowed for the assessment
of qualitative differences in mother-infant attagmh Findings from Ainsworth et al.’s
work empirically validated Bowlby’s ideas aboutteats of attachment responses.
During the Strange Situation, mother and child ugde series of separations and
reunions; in the first separation, the child i \eith a female stranger who attempts to
comfort and play with the child, while in the sedmseparation, the child is completely
alone, with the mother looking on from behind a-@ray mirror (Ainsworth et al., 1978).
Ainsworth, who had initially designed the paradigimexamine differences in infants’
exploratory behaviors depending on the presenebsence of the mother and/or the
stranger, became interested in unexpected patéingant behavior at reunion. In
examining the separation-reunion episodes, Aingwidentified three patterns of infant
behavioral response: “secure,” “insecure-avoidaard “insecure-resistant.”

Infants labeled as secure (group B) were notesthoov distress during their
mothers’ absence and to seek contact with heataoe. These infants were easily
comforted upon their mothers’ return, and were ablesume exploration of the
environment in her presence. The behaviors of dmnldéabeled as insecure tended to fall
into two typical sets of responses. One groupsdias as insecure-avoidant (group A),
showed no distress at their mother's absence anabed or avoided her upon her return.
Instead, their attention was focused on explofmggenvironment. Later studies revealed
that despite their lack of observable distressmdutiie Strange Situation, avoidant infants
experience considerable physiological distress gel&Main, 1999). The children in the
other insecure group, classified as insecure-gagigtjroup C), were observed to be

highly distressed during their mother’s absencetattsignificant difficulty settling and
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being reassured when she returned. During reunibeg,manifested contradictory
strategies of approach and avoidance behavior lsinaously exhibiting comfort-
seeking behaviors and angry resistance toward itinginers’ attempts at reassurance.
Subsequent research by Main and Solomon (1986,) 1@&6xified a fourth
attachment category, which they designated “ingedisorganized/disoriented” (group
D). This additional category emerged from of Mama &olomon’s study of infants who
were previously designated as “unclassifiable” urtde three-category system. During
the Strange Situation, children in this categoryilex chaotic, contradictory behaviors,
such as stilling and freezing, mistimed movemdmsdclapping, and head-banging, in
the presence of their caregiver (see Fonagy, 19énond, 2004). Main and Hesse
(1990), in an exploration of the etiology of theatganized pattern of behavior, found
that many mothers of children in this categoryexgfl from disorganization and
dissociation due to unresolved loss and traum#ésein own lives. More specifically,
Main and Hesse found that these mothers had undertgaumatic losses that they were
unable to mourn, which in turn led to the developtreg multiple internal working
models of attachment that contained unintegrataddad anxiety. As a result, Main and
Hesse theorized, these mothers displayed bothidémngla and frightening behaviors
during interactions with their children. This oced because the intensity of the
attachment relationship with the child stirred ugsdciated fear from the mother’s own
early attachment relationship. Disorganized infamésthus caught in an unresolvable
approach-avoidance paradox in which the parerdtisrice the source and solution” of
fear and distress (Main & Hesse, 1990, p. 163)t ididhe parent’s frightening behavior

simultaneously activates the child’s “escape” resgo(flight) and the child’s attachment
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behaviors (proximity-seeking) (Hesse & Main, 199®)e disorganized attachment
pattern has been linked to various forms of psyatiagogy, including borderline
personality disorder, affective and dissociativ@dilers, and psychopathy (Hesse &
Main, 1999; Diamond, 2004).

Among Ainsworth’s most important contributionsthe field of attachment
research was her discovery that the quality of matearegiving behavior is directly
linked to patterns of infant behavior, particulattig infant’s attempts to seek comfort
(Slade, 1999a). In conjunction with her work wille tStrange Situation, Ainsworth
collected observational data on mother-infant axtéons during home visits to 26
Baltimore families. Data collection, which occurmadnthly throughout the infant’s first
year, focused on the mother’s interactions withdigid. Particular attention was paid to
the mother’s behavior and responsiveness durirdjrfgesituations, face-to-face play,
physical contact, and moments of infant distressclvcollectively became known as
“maternal sensitivity” or “sensitive reponsivenédshe effects of maternal sensitivity
were measured in the fourth quarter of the chifids year using the Strange Situation
procedure. Ainsworth found a significant correlatlzetween the degree of maternal
sensitivity of the mother and the infant’s attachireecurity at one year. Overall,
mothers of secure children displayed more sensiindecontingent responsiveness
toward their infant. In contrast, mothers of avoidiafants were insensitive and rejecting
of their infants’ enjoinders for comfort and phyaicontact. Mothers of resistant infants
were characteristically inconsistent in their respeeness, alternating between over- and
under-involvement. Finally, mothers of disorganizisbriented infants became

disorganized and dissociated when discussing &gatynatic experiences (Hesse &
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Main, 1999; Slade, 1999a).

Mary Main and the Shift to the Level of Represdntat

Early research in attachment, such as the Stréitgation studies, emphasized
the observation of behavior rather than exploririgrmal processes (Hesse & Main,
1999). In recent years, however, studies in tHd téattachment have increasingly
focused on the role of mental representations Uyidgrattachment (Main, 1995).
Bowlby (1969, 1982) theorized that attachment bedraysuch as those observed in the
Strange Situation, are initially governed by instjrbut eventually come to be guided by
cognitive processes in the form of internal workingdels of attachment (Slade, Belsky,
Aber, & Phelps, 1999). Based on these ideas, ManMnd her colleagues Nancy
Kaplan and Jude Cassidy (1985) asserted that sigdyiachment processes at the “level
of representation” rather than focusing only onawedr was a meaningful endeavor. In
particular, they were interested in exploring litdetween children’s attachment
classification and their caregivers’ mental repnésgons of their own early attachment
experiences (Slade et al., 1999). To this end, Magether with Kaplan and Carol
George, designed the first reliable measure fassisg attachment in adults, the Adult
Attachment Interview (AAI) (George, Kaplan, & Maih984).

The AAl is a structured clinical interview desighas Main has remarked, to
“surprise the unconscious” (Main, 1991, p. 141YtiBipants are asked to choose five
adjectives which best characterize their relatignshth each parent during childhood,
and then to provide specific episodic memorieslastiations. They are then queried

about attachment-related childhood experiencesss, Irejection, and separation.
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Further, subjects are asked to reflect on how thadg experiences contributed to their
adult functioning and personality development (Meaiiral., 1985). Due to the format of
the interview, there are many opportunities fottipgrants to contradict themselves or to
fail to support statements consistently. Main amdd@yn’s (1984-1994) system of
scoring the AAl is based on careful analysis offthily transcribed interview, with
particular emphasis on contradictions and incoases in the discourse. Main (1991)
later found the work of the linguistic philosopli@rce (1975) useful in coding the
narratives for coherence. Grice’s “Cooperative Epie,” a general model of coherent
discourse, identifies four maxims: quality (“bettriul, and have evidence for what you
say”), quantity (“be succinct, and yet complete&lation (“be relevant”), and manner
(“be clear and orderly”). Main considers a giveeaer’'s adherence to, or violation of,
these maxims central to scoring the protocol (Ma891). Four attachment categories—
or, as Main refers to them, “states of mind witbpect to attachment’—have been
identified using their coding system. Main et 4B85) also found that these four states
of mind, as reflected in the quality of the attaeminarratives of both mothers and
fathers, were correlated with their infants’ patteof behavior during the Strange
Situation.

Adults classified as secure-autonomous, who terhtve securely-attached
infants, are coherent, clear, and collaborativéisicussing life experiences, and can
readily access and discuss both positive and negeltildhood memories and feelings
surrounding caregivers. Additionally, secure adudtlsie attachment relationships and
are able to reflect on parental influence on thein personality and development. Their

affect regulatory style remains flexible throughthé interview.
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In contrast, adults with a dismissing style, whimdants tend to display insecure-
avoidant attachment behavior, minimize the impar¢aof attachment relationships and
report painful early experiences of rejection @slin a detached, sparse, sometimes
contradictory manner. Dismissing adults are thotghise minimization, avoidance, and
denial to overregulate negative affect, which thrgerience as particularly threatening.
They often insist on a lack of memories involvirgglg attachment figures, yet recent
research suggests that they are able to recalattanohment-related autobiographical
events (see van IJzendoorn, 1995). Dismissing thaesaviolate Grice’s maxim of
quality in that these adults describe their parantsghly idealized terms but then
contradict or fail to support that characterizatomer the course of the interview.

Preoccupied adults, who typically have insecussstant infants, present as
confused, angry, or passive in relation to attacfirfigures. Unlike dismissing adults,
they have little difficulty recalling their earlydtory. On the contrary, they appear
flooded by childhood memories; the interview quasstiappear to trigger excessive
preoccupation with attachment-related memoriebeatkpense of the quality of the
discourse (e.g., once they begin answering a questiey become confused or unable to
stop talking; Main, 1993). Also in contrast to disaing adults, preoccupied individuals
experience heightened affect throughout the int@nand are seen as lacking in their
capacity for affect regulation. Transcripts classifas preoccupied often violate Grice’s
maxims of manner (seen in the use of psychologacgbn, nonsense words, and
childlike speech), relevance (such as when a qureatiout an early relationship elicits a
response about a recent interaction), and qugifitynstance, failure to follow

conversational turns) (Main, 1995).
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Adults in the fourth category, which Main calls fesolved-disorganized with respect to
mourning or trauma,” typically have disorganizethms. Interviews of unresolved-
disorganized individuals are characterized by $iggmt lapses in metacognitive
monitoring (see below for a more detailed discusgsiSpecifically, these lapses of
reason or discourse occur during discussion ofriedic experiences and are thought to
reflect unintegrated memories or affects tied esthexperiences. The signs of
disorganization seen in these adults are thougtefiect a failure of defensive strategies

(Fonagy et al., 1995).

The “Transmission Gap”

Following the development of the AAI, an impressareay of empirical studies have
confirmed a transgenerational link between AAI sifisations of mothers and the
Strange Situation classifications of their infafstse Fonagy et al., 1995). In a meta-
analysis of 18 research studies on the intergdnaedttransmission of attachment,
involving 853 parent-child dyads, van 1Jzendoor®98) found a 70-80%
correspondence between infant and parent attachstetns across studies. This figure is
particularly impressive given that the studiesuestion involved diverse populations,
experimental designs, and cultural contexts (seddzendoorn, 1995, for a
comprehensive review).

These findings have piqued researchers’ curiediput the mechanism through
which a mother’s state of mind is transmitted todteld. Main and her colleagues (Main
et al., 1985), building on Ainsworth’s data regagimaternal responsiveness, initially

postulated that the mother’s state of mind is cgaddo the child through maternal
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behavior. Indeed, many researchers believed teatsenothers would be able to
respond sensitively to their child’s needs and itegcure mothers would lack this
capacity, and that in turn these patterns of matdra@havior would predict attachment
styles in infants. As van IJzendoorn (1995) shoviedvever, research has failed to
produce consistent evidence of a link between malteensitivity and infant attachment
status, and only weak links have been establiseegden maternal attachment, infant
attachment, and maternal behavior (Fonagy et @5;1Slade, Grienenberger, Bernbach,
Levy, & Locker, 2005). van 1Jzendoorn (1995) coitleel term “the transmission gap” in
reference to the finding that maternal sensitidibgs not fully account for the correlation
between infant and parent attachment.

In a recent series of studies, Slade and heragplies (Slade, Grienenberger,
Bernbach, Levy, & Locker, 2005; Grienenberger, 8JaKelly, 2005) proposed that
maternal reflective function is linked to both infand maternal attachment style, and
that it plays a key role in the intergenerationahsmission of attachment. As described
in more detail below, the concept of reflectivedtion (RF), as defined by Fonagy and
his colleagues (2002), refers to an individual’pazaty to understand her own and
others’ behavior in terms of underlying mentalestadnd intentions. In the context of
parenting, RF refers to a parent’s capacity “kdwpchild in mind”—that is, to imagine
and make sense of her child’s mental states, andedhis understanding in guiding her
own responses to her child. The mother’s refleatsgacity, in turn, makes it possible
for the child to discover his own mind and to exg@ece himself as a feeling, intentional
being (Slade et al., 2005). Slade et al.’s receriss highlight the important role of

parental mentalizing capacities; they found thatiemmeal RF is predictive of secure
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attachment organization in the child (Slade etaald that maternal RF is negatively
correlated with hostile, intrusive, or withdrawrregiving behaviors (Grienenberger et

al., 2005).

The Quality of Attachment Representations

Narrative Coherence and Metacognitive Monitoring

Main’s emphasis on the role of representation,terdstudy of the differential
cognitive and linguistic features of specific akttaent categories, paved the way for a
revolution in researchers’ understanding and ass&®sof representational processes
(Slade, 1999a). For Main, the capacity to reprepast experiences inc@herent
narrative is the most significant aspect of adedttusity, as measured by the AAI (see
Slade, 1999a). To be coherent, an interview mussgxs “overall plausibility” and must
adhere to Grice’s four maxims, as previously déscti Attachment-related events and
their attendant emotions are conveyed, as reqbyddrice’s model, without distortion,
contradiction, or derailment of discourse. In addif the speaker engages in
collaborative processes with the interviewer, saglelarifying meanings and ensuring
that he is being understood. Main defimeetacognitive monitorings the adult’s
capacity to “step back and consider his or her oagnitive processes as objects of
thought or reflection” (1991, p. 135). She furtsaggests that coherence and
collaboration with the listener are the producthe adult having successfully developed
a single, internally-consistent working model dhahment that allows for the integration

of the complexities of attachment experience. Intiast, when acknowledgment of such
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memories is felt as threatening to the self orentrrelationships, multiple models of
attachment are formed. The adult’s distortionsiandherence on the AAI are the
cognitive and linguistic manifestations of the ¢sige of these multiple contradictory
models. These multiple models persist into aduldhwben failures of corrective

metacognitive monitoring occur.

Reflective Functioning and Mentalization

Main’s concept of metacognitive monitoring, and feeus on the importance of
the capacity to “consider [one’s] own cognitive ggseses as objects of reflection” (1991,
p. 132), prefigure Peter Fonagy’s notions of reflecfunctioning (RF) and
mentalization. Fonagy and his colleagues (Fonatpel& Moran, Steele, & Higgitt,
1991; Fonagy et al., 1995; Fonagy & Target, 1998pét & Fonagy, 1998) have
significantly extended Main’s concept of metacoigeitmonitoring to include not only
the capacity to observe one’s own cognitive andesgntational processes, but also the
ability to reflect on the mental states of othémsso doing, they added an important
interpersonal and intersubjective element to Maitkss of self-monitoring. Fonagy
defines RF as an operationalization of the capdeitynentalization, or “the ability to
apply a mentalistic interpretational strategy” (&gwy, 2002, p. 430) and asserts that RF
“. .. implies awareness that experiences givetasertain beliefs and emotions,
that particular beliefs and desires tend to raautertain kinds of behavior, that
there are transactional relationships betweenfsaied emotions, and that
particular developmental phases or relationshipsaasociated with certain
feelings and beliefs.” (Fonagy et al., 2002, p.)430

Fonagy and his colleagues’ focus on affective eagpee is another important expansion

of the concept of metacognitive monitoring. Theggest that coherence and other signs
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of metacognitive monitoring in discourse signal tapacity to reflect upon internal
experience, particularly affective experience, tomplex, dynamic manner (Slade,
1999a). RF theory also has roots in current cogngcience research involving the
child’s developmental acquisition of “a theory oineli’ or an “intentional stance”
(Baron-Cohen, 1995; Dennett, 1978, 1987; Premat¥dwdruff, 1978). For Fonagy,

the capacity for mentalization, which he definesths capacity to perceive and
understand oneself and others in terms of merdds{feelings, beliefs, intentions,

and desires)” (1995, p. 7), is a critical developtakachievement for the child, and is
greatly facilitated by secure parent-infant attaehtnin children, the development of

the ability to mentalize enables them to see otlheisavior as predictable and
meaningful and thus enhances their ability to radpadaptively to a wide range of
situations. According to Fonagy, RF is essentiatlie experience of self-agency, as well
as for the development of a complex representatidhe self, inner processes, and close
relationships (Slade, 1999a).

Within the mother-child relationship, RF allows tim@ther to understand and
reflect upon her child’s inner experience, whicbates the context for a secure
relationship. A mother who can reflect on her chiltiental states as well as her own
forms a representation of her child as an intealityeing, someone who is “mentalizing,
desiring, believing.” The child perceives, and ti@ernalizes, this image of himself as
an intentional being represented in the mind ofcdregiver. This internalized image
then becomes “the core of [the child’s] mentalizaadf” (Fonagy et al., 1995, p. 257).
Fonagy'’s theory also incorporates the concept nfasoment (Bion, 1962) as an

important parental function. A reflective parensltlae capacity not only to understand
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her child’s behaviors in light of his mental statest also to re-present the child’s
experience to him in a tolerable, “metabolized’niafFonagy et al., 1998). Indeed,
Fonagy (1995) asserts that secure attachment reshé of successful containment and
regulation, whereas failures in containment reisulhsecure attachment. Results from
Fonagy et al.’s London Parent-Child Project (199495) suggest important links
between attachment classification and RF. Pareititshigh RF levels were highly likely
to be classified as secure on the AAI, and thalddn were highly likely to be classified
as secure at 1 year of age. Similarly, low RF paremre likely to be classified as
insecure on the AAI, and their children were likedybe judged insecure.

Furthermore, Fonagy and his colleagues underliaéntiportance of reflective
capacity as both a protective and mediating facteases of abuse or trauma. A child
who can conceive of mental states in the otheatsmconceive of the possibility that the
parent’s rejection or maltreatment of him may bsedobon false beliefs. In this way, the
child can moderate the impact of negative expeeeamchis development of self.
Moreover, once a child can mentalize, he can defelysnanipulate mental
representations to make the world a tolerable plasdong as the child cannot look
beyond appearances, Fonagy (Target & Fonagy, 188®xts, he will understand a
mother’s inconsistency or hostility as a sign ahsthing bad about him. A child who
has reflective capacities, on the other hand, caenstand his mother’s behavior as a
result of her emotional state. For example, a mtgthejecting behaviors can be
understood as reactions to her own emotional neatler than to the child as a “bad” or
undeserving object, thereby allowing the child eddhon to a positive view of himself.

Research on an inpatient sample by Fonagy andhéagues provided empirical
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evidence that RF acts as a mediator between @adgnatic experiences and later severe
psychopathology; among adults who had experienadg gauma, those who possessed
reflective capacities were much less likely to depdorderline personality disorder than

those who did not (Fonagy et al., 1995).

Parental Representations of the Child

As reviewed above, the AAI, in providing a meahsxamining qualitative
differences in attachment representations, hagibraal attachment research in
important ways. As a result, the great majorityhaforetical and empirical work over the
last two decades in the area of representatioaduits has focused on the capacity, in
adulthood, to represent and reflect on past expesge Bowlby's theory of attachment
(1969, 1982), however, suggests that just as @nldre instinctively motivated to
become attached their caregivers, parents aradatsely motivated to become attached
to their children. As a result, parents form repregations or internal working models of
this relationship, and of their child (Slade & Cah&996). These representations, much
more so than those tapped by the AAI, are undelsasadynamic and open to change,
since they involve current relationships that amestantly evolving. Over the past
decade, several research groups have studied tilme @ad development of “parental
representations of the child,” or representatitias &re being formed in the context of
current, ongoing parent-child relationships (Algx|sky, Slade, & Crnic, 1999; Benoit,
Parker, & Zeanah, 1997; George & Solomon, 1989619%de, Belsky, Aber, & Phelps,

1999; Zeanah & Benoit, 1995). To this end, theseaechers have developed two main
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interviews and three coding systems. All of thggereaches rely on verbatim transcripts

of interviews with parents regarding their relagbip with their child.

Zeanah et al.: The Working Model of the Child Intew

George and Solomon (1989, 1996) and Zeanah arwblemgues (Benoit et al.,
1997; Zeanah & Benoit, 1995) have designed categjorlassification systems,
analogous to those used with the Strange Situatidrthe AAl, to score representational
interviews. Zeanah and Benoit’s Working Model of tbhild Interview (WMCI) asks the
parent to describe their child’s personality andrabteristics, their relationship with their
child, and their reactions to their child’s behaniovarious scenarios. A parent’s
representation of the child is classified as eithatanced,” “disengaged,” or “distorted.”
These categories parallel Main’s secure, dismissind preoccupied categories, and
indeed Zeanah and his colleagues found high ctioetabetween these categories and
AAI classifications. Moreover, they report strormpcordances between parental
representations and Strange Situation classificatideanah & Benoit, 1995).

In their first study (Zeanah et al., 1994), usingpanple of 45 middle-class
mothers and their one-year-old infants, Zeanahhesdolleagues found a concordance
of 69% between mothers’ WMCI classifications angitinfants’ Strange Situation
classifications. A subsequent study (Benoit etl®197) of 78 mother-infant dyads
revealed that mothers’ WMCI classifications obtdineiring pregnancy were significant
predictors of infants’ Strange Situation classtii@as at 12 months in 74% of the dyads.
These findings suggest that infant security ofchitt@ent is predicted by mothers’

descriptions of their infants assessed both prépatad 1 year postnatally. A related
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body of research (Fonagy, Steele, & Steele, 198hpB & Parker, 1994) has shown
that parents’ prenatal AAI classifications are jetde of infant attachment status at 1
year of age.

In a study (Benoit, Zeanah, Parker, Nicholson, &IBear, 1997) of infants
clinically referred for sleep disorders, failuretbwive, and other disorders, the authors
report that 91% of mothers of infants with clinipabblems were classified as
disengaged or distorted, compared to 62% of motbferkildren without clinical
problems. Taken together, Zeanah et al.’s findswggyest that a parent’s representations
of her child (1) are related to her representatafriser own early attachment
experiences, (2) influence the child’s quality thehment, and (3) are correlated with

child health outcomes.

George and Solomon: The Careqiving Interview

In contrast to Zeanah et al.’s system, which exasithe parent’s representation
of the child, George and Solomon’s (1989, 1993 6)%98odel focuses on the mother’s
representation of herself as caregiver. To asbkeseg representations, George and
Solomon adapted the Parent Development Intervidve(ASlade, Berger, Bresgi, &
Kaplan, 1985) to create the Caregiving Interviewdfge & Solomon, 1993), which asks
individuals to describe themselves as parents@dastuss various aspects of their
relationship with their child. George and Solomosystem classifies parental
representations as “secure,” “rejecting,” “uncerfaor “helpless,” categories that
correspond, respectively, to Main and Goldwyn’susecinsecure-dismissing, insecure-

preoccupied, and disorganized-unresolved categdnesstudy of middle-class dyads of
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mothers with six-year-old children, 26 of the 3fat@ases were found to be concordant
for child attachment classification and materng&trinal working models of caregiving,
and significant concordance (69%) was found betveaeegiving classifications and

AAI classifications.

Slade, Aber, and Colleagues: The Parent Developmtmtiiew and The Pregnancy

Interview

Slade and Aber and their colleagues have expltreddmplexities of parental
representation during both pregnancy and earlylbbod, and they have developed two
interviews to assess these representations duaitiystage: the Pregnancy Interview
(P1) (Slade, Huganir, Grunebaum, & Reeves, 198d)tha Parent Development
Interview (PDI) (Aber, Slade, Berger, Bresgi, & Kap, 1985). Because these measures
are utilized in this study, they are discussedetaill below, followed by a discussion of

relevant research.

The Parent Development Interview

Slade and Aber, along with their colleagues, adbptdifferent approach from
that of Zeanah et al. and George and Solomon to@eaparents’ representations of their
relationship with their children. In contrast t@tbcoring systems of the two models
described above, the original scoring system ferRarent Development Interview,
developed in the 1980s, was dimensional rather ¢hgegorical, using a series of rating
scales that assessed affective and organizatieatlres of the mother’s representation of

the parent-child relationship (Slade, Aber, Belskyhelps, 1999). These scales were
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used to assess three major dimensions of matemesentations: (1) parental
representations of the affective experience ofrgarg, (2) parental representations of
the child’s affective experience, and (3) parestate of mind in relation to the child.

This scoring method was important because it edalgigearchers to examine in detalil
specific affective domains of maternal represeategtiof the child that are not necessarily
captured in the categorical scoring systems oftadplesentations.

The PDI is a semi-structured clinical interviewhw5 questions and probes
designed to explore parents’ representations af ¢hédren, of their relationships with
their children, and of themselves as parents. rilile AAl, in which adults are asked
about their past relationships with their paretiits,PDI elicits representations regarding
a current, ongoing, “live” relationship that islistivolving, that of the parent with her
child. The parent is asked to describe her chid@lsavior, thoughts, and feelings in
various situations, as well as her responses tohilel in these situations. The parent is
also asked to describe herself as a parent anddoss emotions stimulated by the
experience of parenting.

The PDI was first used for empirical study by SlaBlelsky, Aber, and Phelps
(1999), working with a sample of 150 middle- andkuag-class rural mothers and their
firstborn sons. The interviews were coded accorthndpe three major dimensions
mentioned above. Codes for the parents’ represensadf the affective experience of
parenting included anger, neediness, separatitresks guilt/shame, joy/pleasure, and
competence/efficacy. Parents’ representationseothiid’s affective experience were
coded for anger, child separation distress, cheloethdence-independence, and child

joy/pleasure. Finally, the overall quality of patarstate of mind was coded for
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coherence of the representation of the child astthess of the perception of parental
representations. Factor analysis of these 16 Pidhlas yielded three clear factors: (1)
Joy-Pleasure/Coherence, (2) Anger, and (c) GuiliaBsion Distress.

The authors then used this coding system to exatheeelationship between
mothers’ AAl classifications, qualitative featurgismaternal representations of the child,
and positive and negative mothering behaviors. Tahegd that mothers who were
judged secure on the AAI scored higher on the Jegdare/Coherence dimension than
mothers judged insecure on the AAI, and that dismgsmothers scored higher than the
other two groups on the Anger factor. In a sepaaatdysis, mothers who scored higher
on the Joy-Pleasure/Coherence dimension were nosigve and less negative in their
mothering behaviors than were mothers who sconedrloAdditionally, mothers who
expressed more direct anger were found to demaadéss positive mothering.

Furthermore, an analysis was performed to assedsyftothesis that parental
representations of the child play a mediating nolihe link between adult attachment
and mothering behaviors. The authors found thatwthey controlled for the influence
of PDI scores, the relationship between securittherAAl and negative mothering
became insignificant. These results suggest araid¢ionship between parental
representations of the child, parental represemsitof attachment, and parenting
behavior. Further, they suggest that parental sgmtations of the child may mediate the
relationship between attachment and behavior. Thedimgs have particular relevance
for cases involving abuse or trauma, as they sugdlgasthe mother’s parental
representations play a central role in breakingaahegbtive intergenerational cycles of

insecure attachment.
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PDIs were also collected in an urban middle-classpde, and analysis of these PDIs
bolstered the construct and predictive validityref interview. In one study, Hermelin-
Kuttner (1998) found correlations between motheg® flexibility during pregnancy and
low levels of anger and high levels of separatistress for the mothers on the PDI when
infants were 10 months old. Hartmann (1998), exargithe relationship between
mothers’ representations of their child at 28 mergthd the quality of dyadic play
behaviors, found that high levels of maternal safoan distress were predictive of
responsive maternal play behaviors. The findinghe$e two studies suggest complex
relationships between maternal representationseothild and capacities of both the
child and the mother (Slade, 2005).

In recent years, Slade and her colleagues (Slaet@pbBch, Grienenberger, Levy,
& Locker, 1999) have adapted Fonagy’s scale foraueag reflective functioning on the
AAl for use with the PDI. A number of studies usiihgs coding system on the PDI have
been conducted; Grienenberger, Kelly, and Slade5pfound a negative correlation
between maternal RF and hostile, intrusive, or avedlvn caregiving behaviors, and
Slade, Grienenberger, Bernbach, Levy, and LockgdFpfound that maternal RF is
predictive of secure attachment organization incth&l. In related work, Mayes and her
colleagues, working with a high-risk sample, fouhat mothers who used cocaine during
pregnancy had significantly lower RF scores onRbé than their drug-free counterparts.
In addition, results from this same study showed thaternal RF correlated positively
with child attention, social skills, and adaptapiliand negatively with parent distress,

parent-child dysfunction, and child withdrawal (fitan & Levy, 2002).
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Measuring RF Using the Parent Development Intevvie

RF is scored on an 11-point scale from —1 to +fh higher scores reflecting
higher levels of RF. The range of scores foundowvepty samples is 1 to 6, with a mean
of 4 (Grienenberger, Kelly, & Slade, 2005; Sladeg@enberger, Bernbach, Levy, &
Locker, 2005). In all studies, scoring reliabilgiabove .80 have been regularly achieved

(Grienenberger et al., 2005; Slade et al., 2005).

The Pregnancy Interview

Recently, the scoring system for coding RF on théas been expanded for use
with the Pregnancy Interview (Slade & Patterso3)0As with the PDI, when the PI
was first developed by Slade and her colleaguesatbompanying scoring system
(Slade et al., 1994) was dimensional rather théegoaical, and was designed to evaluate
various dimensions of parental representationahtiqular, the coding system assessed
three principal areas of interest: the mother'setlgying representations of her baby, her
parental representations, and her state of miratléSét al., 1994). This initial coding
system was used in a small number of pilot stu@ies Grunebaum, 1991; Reeves, 1992;
Gerber, 2000; Graf, 2000; Sitrin, 2001).

To date, the RF scoring system for the PI has lbsed in a single pilot study by
Patterson, Slade, and Sadler (2005), working wghkasample of the New Haven
mothers used in the present study. Looking atioziahips between RF levels, traumatic
experience, and maternal representations of the, ¢hatterson et al. found a significant
negative correlation (r = —.43) between trauma dpmptology and maternal RF level—

that is, the fewer trauma symptoms reported byrtbther, the higher the RF. In
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addition, the mean RF score of mothers who rep@tedtory of physical and/or sexual
abuse was significantly lower than that of mothein® did not report such abuse.

Like the PDI, the Pl is a semi-structured clinicaérview that has been shown to
predict to adult attachment classification. It BAgquestions and probes and was
developed to assess the quality of a mother’s septation of her relationship with her
unborn child. The interview, which is administedkding the third trimester, assesses a
variety of aspects of the mother’s view of her doral experience with pregnancy and
her expectations and fantasies regarding her fuélagonship with her child. Mothers
are asked about emotionally difficult moments dgtimeir pregnancy, how their
relationship with their own mothers has changedeslvecoming pregnant, and lifestyle
changes they have made while pregnant.

Many questions on the PI tap into the mother’'smatal representations of her
fetus. For instance, the mother is asked to destw current relationship to the fetus as
well as what she imagines her baby will be likeadidition, the interview aims to capture
the mother’s pre-natal representations of herself @aregiver, focusing in particular on
the mother’s capacity to identify with, respondaaog anticipate the needs of her fetus at

present and her newborn in the near future.

Measuring RF Using the Pregnancy Interview

As mentioned previously, only one study to dait@son, Slade, & Sadler,
2005) has assessed RF levels using the PI. Wovkithgan inner-city sample, Patterson
et al. found a mean overall RF score of 3.15 ocatesof —1 to +9, with higher scores

reflecting higher levels of RF. Scores ranged betwk and 5, which is consistent with
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findings from other studies of RF in low socioecomo samples (Truman & Levy, 2002;

Schechter et al., 2005).

Pregnancy as a Developmental Stage

Among psychoanalytic theorists, pregnancy—partitylla woman’s first
pregnancy—is considered a new developmental sthgeam the mother must navigate
multiple internal and external demands, includidgainatic hormonal upheavals, radical
bodily transformations, and significant shifts otml role expectations” (Frank, Tuber,
Slade, & Garrod, 1994, p. 476). Bibring (1959) po#hat all women, regardless of their
previous psychological health, experience a “méainmal crisis” during pregnancy, and
that this crisis leads to extreme psychologicagiislibrium. In a similar vein, Pines
(1982) argues that the affective and psychic updleatierent in pregnancy makes it a
time of developmental transformation on par witheiy and menopause. Benedek
(1959, 1970) refers to impending motherhood agitical phase” in a woman’s life; if
she is able to meet the developmental challengpseghancy, she may achieve a healthy
reworking and reorganization of her own early eigeres of care and nurture, but if she
is unable to manage the demands of this periodyaldpmental crisis ensues. For
mothers who have received inadequate parentingsbless and lack support from their
partner and family, the experience of becomingramacan be enormously disorganizing
and dysregulating. In these cases, “ghosts indhgeny”—that is, the mother’'s own
unresolved and unintegrated past experiences—nraglenupon the present and
interfere with her ability to act as a sensitivesponsive caregiver to her own child.

In the sub-sample of women in the present studyg 62mothers are teenage
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mothers. These mothers must undergo a “dual demadotal” process (Slade, Cohen,
Sadler, & Miller, in press) in which they simultamesly negotiate the developmental
tasks of adolescence and of motherhood. Moreovanyrteen mothers struggle with
additional challenges, such as mental health issmesronmental stressors, histories of
abuse, and single parenthood (Moore & Brooks-GaAA2; Slade et al., in press). Thus
teenage mothers require substantial support, boith family and from specialized

programs designed for teen parents (Sadler & Cow(03; Sadler et al., 2007).

RF During Pregnancy

Reflective functioning during pregnancy, as measaethe Pregnancy
Interview, is unique in that it is assessed thropgtental descriptions of amagined
relationship with the child. In contrast to the AAlhich asks for descriptions of
relationships that were formed in the past, and?b& which refers to relationships that
are ongoing, the Pl asks parents to describe fomthip that has, as of yet, no basis in
concrete reality. Since the baby is unobservabtagyregnancy, the mother’s prenatal
representations of the baby, and of herself irtio¥ldo him, are governed by fantasy. RF
becomes critical in this context because it enatblesnother to “play” with her fantasies,
both positive and negative, about her child andéi€as mother. Slade and Patterson
(2007) refer to this experience of “play[ing] witie idea of becoming a mother” (pp.
5-6) as a form afeverie They posit that such reverie serves a criticabpse in
regulating and managing the anxiety that natusaliges during pregnancy. In particular,
Slade and Patterson emphasize the importanpkeasurablereverie during pregnancy—

“that state in which the mother loses herself mdhiet but sometimes exquisite
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pleasures of anticipating her child in all his petfon” (p. 6)—as a way of “making room
for the baby.” A mother who can engage in pleaderedverie is likely to have
predominantly positive prenatal representationsesfbaby and herself, paving the way
for a smoother transition to motherhood.

Moreover, reflective function plays a vital rolepregnancy in that it enables the
mother to begin to grapple with the “meeting of tmmds”: her own and the imagined
mind of her baby (Patterson, Slade, & Sadler, 2@0&cle & Patterson, 2007). The
mother must be able to imagine her child as a bidagwill have a mind of his own,
with feelings, intentions, and desires that ar@@ytdifferent from hers—that is, to hold
his mind in her mind. At the same time, she mus&d her own mind in mind in order to
maintain a stable sense of self amidst the tramsftions inherent in pregnancy. Further,
the mother must anticipate and adjust to the faadtthe baby that was once part of her
will become, at birth, simultaneously completelpdedent on her and also separate and
distinct from her. Slade and Patterson (2007) naarthat managing this tension is “at
the heart of parenthood” (p. 4). Reflective funeirg—the capacity to envision mental
states, including thoughts, feelings, desiresntid@s, and beliefs, in the self and the
other, and to ultimately be able to think about eegpond to one’s own and others’

mental states—is essential in preparing the mdthehis dialectic.

Relationship-Based Interventions

In the 20 years following the publication of Bowlbyrilogy on attachment,

attachment theory generated a great deal of rdseattain the field of child
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development. Yet as Slade and Aber (1992) and tmedfye and Zeanah (1999) note,
changes in clinical practice were slow to follovieherman and Zeanah attribute this
lag both to “a dearth of clinical writings from teeminal figures in attachment theory”
(p. 560)—namely Bowlby and Ainsworth—and also te general hostility of leading
psychoanalysts toward attachment theory at the #ee result, for many years
attachment theory was considered primarily of acaderather than clinical, importance
(Lieberman & Zeanah, 1999).

An important exception was infant-parent psychiapg, developed in the 1970s
by Selma Fraiberg and her colleagues Vivian ShambEdna Adelson. Infant-parent
psychotherapy was developed to treat disturbamctgeiparent-infant dyad in the first
three years of life through visits to the home ifbeeg, 1980). Like Bowlby, Fraiberg
emphasized the role of the mother-child relatiomshihealthy emotional and social
development (Lieberman & Zeanah, 1999). Anotheeption was the nurse home
visiting program developed by David Olds, Harrietzkhan, and their colleagues, also in
the 1970s. Olds, who studied with Ainsworth, firnbglieved in the importance of the
parent-infant relationship and designed his intetie& with the ultimate goal of
improving this relationship. Both Fraiberg and Ola®dels areelationship-based
meaning that they assume that the mutative fantenhancing early attachments is the
curative relationship with an interven¢see Slade, Sadler & Mayes, 2005).

In the past decade, many more relationship-baged/antions, some of them
specifically designed to alter and/or measure httent, have been developed and
implemented. Both Alicia Lieberman and Christophriitske have elaborated on

Fraiberg’s model and developed methods to emplyistidy the impact of infant-parent
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psychotherapy on attachment. Glen Cooper, Kentriirif Robert Marvin, and Bert
Powell have created the Circle of Security (CO®)jqmt (Marvin et al., 2002; Cooper et
al., 2005), which explicitly aims to modify attacknt relationships in mother-infant
dyads and uses attachment measures as an outcoai#eveéSimilarly, “Minding the
Baby,” developed by Slade, Mayes, and Sadler (209%rounded in attachment theory
and incorporates elements of both Fraiberg and’ @iddels.

All of these relationship-based approaches sharedntral tenet that the success
of the therapy largely lies in the “therapeuticlatenship between the parent and the
intervenor. Olds et al. (1997) assert that the hwisitor’s relationship with the mother
acts as a “parallel process” that helps the mattieract with her child. Lieberman refers
to the mother-clinician relationship as a “correetattachment experience” (Lieberman,
1991, p. 202), and Heinicke states that “the pnyngaral of the intervention . . . is to offer
the mother the experience of a stable, trustwartkationship” with the visitor (Heinicke
et al., 2000, p. 137). Cooper et al. argue that fdtiprocal relationship between seeking
protection and developing new capacities appligheédherapist-parent relationship in a
manner parallel to that of the parent-child relagioip” (Cooper et al., 2005, p. 140).
Slade, Sadler, and Mayes state that “unifying sfegts of [their] intervention is the
notion that all change is mediated through therapeelationships with the home
visitors” (Slade, Sadler, & Mayes, 2005, p. 158)n@nenting on relationship-based
home intervention models, Daniel Stern (2006) oot the ramifications for theory
and research of the “therapeutic relationship” emtc

A greater effort must be spent on the process viyete relationship itself

becomes the point of research and study. . . sbgct matter of therapeutic

interest no longer resides within the patient-¢leemind nor within the home
visitor-therapist’s mind but rather in the produatdhe interaction. The process
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of interrelating, itself, brings about change.rihlgs about new experiences,
feelings, insights, and interactional skills (St€2006, pp. 2—-3).

The present study examines the impact of an irgeifglinary, relationship-based home

visiting model on maternal reflective functioning.

The Nurse Family Partnership

The Nurse Family Partnership (NFP), developed ayi®Olds and his
colleagues in the 1970s, is the most well-knowtidyand successful nurse home
visiting model in the United States (Olds, Hill, iieson, Song, & Little, 2000; Slade,
Sadler, & Mayes, 2005). In Olds’ model, which sartegh-risk first-time mothers and
their infants, specially-trained public health reg€onduct frequent home visits starting
at the end of the mother’s second trimester antiraging through the child’s second
birthday. To date, the NFP program has been téstdnlee randomized controlled trials
conducted in Elmira, New York, Memphis, Tenness@e, Denver, Colorado. Long-term
studies of the Elmira and Memphis trials consisyestiow that in comparison to control
families, nurse-visited families had significantigtter outcomes with respect to both
mother-child interactions and child mental develepial outcomes at 24 months (Olds,
2002). Specific positive effects of NFP intervensanclude increases in employment
and father involvement, as well as reduction of ldmgy preterm births, subsequent
pregnancies, time on welfare, and visits to thergerey room for illness and injury
during infancy and childhood (Olds, 2002). A 154yEdlow-up of the Elmira sample
showed that low-income, unmarried mothers who vexkthe intervention were less
likely to have abused or neglected their childesrd that these mothers had spent less

time on welfare, had fewer behavior problems lintedubstance abuse, and had fewer
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subsequent pregnancies and fewer arrests. Futftlieechildren in these families had
fewer arrests, instances of running away, convistigrobation violations, sexual
partners, and days of consuming alcohol (Olds.e2@00).

Over the last 25 years, Olds and other researgdidrght of the results of these
trials, have formulated several important questansut the NFP. One was whether such
services could be delivered equally well by “paddg@ssionals,” lay community health
workers with no formal training in the health predeons. To address this question, Olds
and his colleagues conducted a controlled, randeshtizal in Denver in which mothers
were assigned to either control, paraprofessiamaiurse conditions. The research team
chose to employ paraprofessionals who had not ceteghany education beyond high
school and who shared many of the social charattriof the families they served,
since it is commonly believed that such sharedatttaristics may enhance the visitor’s
empathy for the family; likewise, the family may tmore likely to trust a visitor who is
similar to them. The paraprofessionals were traindtle same program model that
proved successful in the Elmira and Memphis sampleslate, findings from the Denver
trial suggest that nurses have significantly grestiecess than paraprofessionals in
producing positive outcomes. More specifically, fimost outcomes on which the nurses
produced significant beneficial effects, the paoégssionals’ effects were approximately
half the size of those produced by nurses (Robinsorde, & Korfmacher, 1997).

Another question that has emerged from NFP tisah®w to best meet the mental
health needs of the high-risk mothers served bgebome visiting programs. Research
suggests that mothers challenged by substantiaiaeealth issues often do poorly in

nurse-only home visit programs, as their needeaeewvhelming and preclude full
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participation in the nursing intervention (Oldsiztnan, Cole, & Robinson, 1997; Olds,
Hill, Robinson, Song, & Little, 2000; Boris et a2006). Robinson et al. (1997), working
with the Denver sample, attempted to address thisigm by expanding the nurse
training component of the NFP model to include @a&on emotional development and
the dynamic affect regulatory processes that oeccorother-infant dyads. Moreover, in
1999, a new NFP program was initiated in Louisidobowing the same implementation
as the previous three trials but with one augmemtathe addition of a mental health
specialist who consults with the nurse home visitorongoing case conferences (Boris
et al., 2006; Zeanah, Larrieu, Boris, & Nagle, 200tis modified version was
developed in response to the high prevalence akdsjyve symptoms in the Louisiana
sample; given the evidence of the negative effefctsaternal depression on the mother-
infant relationship, it was hoped that an augmerggdion of the NFP program might

reduce depressive symptoms and thereby furtherowepmother and child outcomes.

Infant-Parent Psychotherapy

At the same time that Olds was creating the NFBehio the late 1970s, Selma
Fraiberg was developing her own home-based intéioremodel for high-risk mothers
and their families. Fraiberg described her treatmardel as one that was used when the
infant has become

the representative of figures within the parentatpor a representative of an
aspect of the parental self that is repudiatedegated. In some cases the baby
himself seems engulfed in the parental neurosissaslkdowing the early signs of
emotional disturbance. In treatment, we examiné Wié parents the past and the
present in order to free them and their baby fréat‘ghosts” who have invaded
the nursery, and then we must make meaningful lrgtaeen the past and the
present through interpretations that lead to irtsighthe same time . . . we
maintain the focus on the baby through the prowisibdevelopmental
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information and discussion. We move back and fdrétween present and past,
parent and baby, but we always return to the bkmsiljerg, 1980, p. 61).

Fraiberg’s metaphor of “ghosts in the nursery” ref® her premise that as a result of
unresolved conflicts with attachment figures frdmait own childhood, parents perceive
their infant’s behavior and personality in distdrtgays. Emotions and memories from
the parent’s past that remain unintegrated andkinoadedged in the present prevent the
parent from hearing and responding to her babrdiberg’s model, links between a
parent’s past and her present feelings and attituslard her infant are of primary
importance to the therapist in understanding andkiwwg with the parent-infant dyad.

Fraiberg’'s approach called for the baby to begareduring the therapy sessions,
a revolutionary concept at the time. Her ratioriatethis practice, which is now routinely
incorporated into most treatments of infants anmtdikers, was that parental report cannot
substitute for direct observation of the infant afdhe parent-infant interaction. During
treatment sessions with the dyad, the therapist,teesned observer, can gather
information about important themes, distortionspganal nuances, and the baby’s
development that would never emerge through pdreepiart and description of the
infant alone (see Lieberman, Silverman, & Pawl,299%berman & Zeanah, 1999;
Slade & Cohen, 1996). Furthermore, the baby’s mrese the session allows for
therapeutic intervention in the immediate momerilevaffect is being experienced and
can be addressed directly (Lieberman, SilvermaRagul, 1999).

Aside from insight-oriented interpretations, Fraip&lentified three additional
therapeutic modalities utilized in parent-infanygsotherapy: (1) brief crisis
intervention, (2) developmental guidance, and (@psrtive treatment. The specific

needs of the family at a given time determine whipproach predominates. Often the
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therapist uses these modalities simultaneouslyinvétsession or alternates between
them from one session to another. Despite psyclymsia disapproval of concrete
interventions, Fraiberg recognized that in parafdant work with high-risk families, real-
life assistance with problems of living, such agviing a ride to the pediatrician or
communicating with public agencies to secure gaoakservices, can play a crucial role
in maintaining the therapeutic alliance. Lieberraad Zeanah (1999) attribute Fraiberg’s
openness to such non-traditional approaches tdusdrtraining as social worker as well

as psychoanalyst.

Alicia Lieberman and the Infant-Parent Program

Established in 1979 by Fraiberg and her colleagtitise San Francisco General
Hospital, the Infant-Parent Program (IPP) grewaijuhe original Child Development
Project at the University of Michigan in Ann Arb@fraiberg, 1980), which was designed
to develop and test the effectiveness of infaneppsychotherapy for relationship
disorders of infancy (Lieberman & Zeanah, 1999) gbal of the IPP, which is partially
funded by the city of San Francisco, is to offéam-parent psychotherapy to families
with infants between the ages of zero and threeavbat risk for abuse, neglect, and
relationship disorders. Many of the families settha program face harsh realities: They
are among the most impoverished and disenfranchasetichallenges include lack of
education, unemployment, homelessness, mentasdrseibstance abuse, and
community and domestic violence (Lieberman & Zeard&99).

Overall, the theoretical and clinical underpinnimgshe IPP are identical to those

of Fraiberg’s initial model, but the original emgiegon links between parents’ early
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experiences and their current feelings and behaoward their babies, while still a core
component of the program, is balanced by increastedtion to individual differences
among babies as well an appreciation for the maladacaregiving patterns that can
arise as a result of the very real and immedidezesf of parents’ stressful circumstances.
As a result, therapists place great importancesimgoattuned to parents’ experience.
This requires listening to the parents’ own degimipof their problems, their needs, and
their expectations of treatment, as well as thesponse to the therapist’s interventions.
Under such conditions, the quality of the pareetdbist relationship is considered the
primary mutative factor (Lieberman & Zeanah, 198@perman, Silverman, & Pawl,
2000). Common symptoms among the children in tbpupation include failure to

thrive, depression, separation anxiety, multiprdeimpulsiveness, and uncontrolled
anger (Lieberman & Zeanah, 1999).

Regardless of the immediate presenting problemjriffvention always begins
with an extended assessment period of about siksageared to building a strong
working alliance with the parent, as well to obiagnan extended history. Sessions
involve parent and child and take place eithehatiome or the office playroom. If
possible, at least one home visit is conductechduhe assessment process to assess the
family’s living conditions. Both the assessment &nedtment sessions are unstructured,
allowing prominent themes to emerge as a resuti@parent’s free associations as well
as the ongoing parent-child interactions. The wdror observes the relationship
between parent and child and how each of them relspim emotional content that
emerges during the sessions. Questions, joint dewelopmental guidance, emotional

support, and insight-oriented interpretations a@duo help parents modify their
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distorted perceptions of the child and to teacimtiaemore empathic, nuanced set of
behaviors to use in interactions with their childe end goal is to enhance the child’s
feelings of security with the parent. Further, linagpects of the treatment, the therapist is
“aware of a parallel process between what transfiietween the parents and the
therapist and what transpires between the paredtthe child” (Lieberman & Zeanah,
1999, p. 563). In light of this awareness, thedpgt is always careful to be empathically
responsive to the emotional needs of both pareshthitd, and to avoid forcing either the

parent or the child to disclose or express negédigkngs.

Research Findings: Lieberman and Heinicke

In a study of 100 anxiously attached mother-inflyads, Lieberman, Weston,
and Pawl (1991) conducted the first empirical reseaegarding the effectiveness of
infant-parent psychotherapy. Lieberman et al. @ersed the study an “integration of the
theoretical framework and research methods of latteat theory with the clinical
contributions of infant-parent psychotherapy t@amifmental health” (Lieberman,
Weston, & Pawl, 1991, p. 199)—that is, an oppotiuta apply attachment theory-based
research techniques (such as the Strange Situamohieas (such as the concept of
intergenerational transmission of quality of attaeimt) to the study of infant-parent
psychotherapy. In their study, Lieberman et astfirsed the Strange Situation to identify
infants classified as anxious. These infants aait thothers were then randomly
assigned to intervention and control groups. Ségateached dyads were included as a
second control group. The researchers hypothetlizedfter the treatment, dyads in the

intervention group would perform better than thivsthe anxious control group on
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measures of maternal empathic responsivenesst eaidance, resistance, and anger at
the mother, and mother-child partnership in negjotiadisagreements.

Results of the study showed that the initial hizpses were largely confirmed.
Dyads in the intervention group performed signifityabetter than anxious control dyads
in the outcome measures and were virtually indistishable from the secure control
group dyads. Curious about how the treatment metrasdeffective, the research team
also evaluated each intervention group mother mretharameters: regularity of
attendance at treatment sessions, mother’s retiijpnvith the intervenor, and level of
therapeutic process achieved. They found that aegybf attendance was not correlated
with any of the outcome measures, and that mateetatlonship with the intervenor was
only correlated with two outcome measures: Motkdre formed a strong positive
relationship with the intervenor tended to be mamwgathic to their children, and their
children tended to show less avoidance on reufliba.most influential variable was the
level of therapeutic process—meaning the mothdail#yato use the therapy to explore
her feelings about herself and her child. High lewé therapeutic process were
correlated in the predicted directions with modtome measures both in the mother
and the child. These findings suggest three impbgaints about the therapeutic
relationship: (1) that treatment attendance byfitkees not tend to create change;
(2) that the human quality of the mother-intervergationship has significant effects on
both mother and infant, and (3) that the most iregike results occurred when the
mother was able to use the relationship as a “sdsase” from which to safely explore
herself and her child.

Like Lieberman, Christoph Heinicke, along with b@leagues, has developed a
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relationship-based home visiting intervention pesgy called the UCLA Family
Development Project, based on Fraiberg’s principdso like Lieberman, Heinicke and
his team use data from their home visiting progratmch serves high risk first-time
mothers and their families, to explore the impddhe intervention on maternal and
child variables, including the child’s attachmetatss. In one study by Heinicke et al.,
mothers were randomly assigned to interventioncamdrol groups. The intervention
consisted of weekly or bi-weekly home visits by ta¢health professionals, as well as a
weekly mother-infant group for dyads with 3- to m®nth-old children. Results show
that at child age 12 months, the mothers in thetiment group scored significantly
higher than their control group counterparts onsuess of experienced partner and
family support. Heinicke and his colleagues theotimat because of this increased
feeling of support (from partner, family, and intenor), mothers are able to explore and
work on personal issues involving themselves aed tamily, and as a result are more
emotionally available and responsive to their aleitd(Heinicke et al., 1999). Indeed,
mothers in the intervention group were rated asemesponsive to their children’s needs,
and their children were more secure as measuréageb$trange Situation. In addition,
children in the treatment group were more auton@yand task-oriented than their
control counterparts and were encouraged in tigigrceby their mothers (Heinicke et al.,
1999). Results from more recent studies (Heinit¢kad.e2002; Heinicke et al., 2006),
that include measures of the mother’s involvemerthe intervention as well as her
prebirth attachment status as measured by the AA@lgest that (1) mothers who are
rated as secure before the birth of their child el more involved in the work of the

home-visit intervention, and (2) high involvememthe work of the intervention is
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correlated in the predicted direction with mateffaators such as responsiveness,

encouragement of the child’s autonomy, and usesitipe forms of control.

The Circle of Security Project

Unlike the programs developed by Fraiberg, Olds.eLieberman et al.,
Heinicke et al., and Slade et al., the Circle afusy Project, created by Glen Cooper,
Kent Hoffman, Robert Marvin, and Bert Powell in 8poe, Washington, is not a home-
based model. Rather, the Circle of Security intetie® involves small groups of at-risk
parents who meet for weekly group psychotherapsiees over 20 weeks, with each
visit lasting 75 minutes. The children are presanly during pre- and post-intervention
assessments, in which they participate in sevédabtaped activities including the
Strange Situation as well as interactions in whighparent reads to the child for five
minutes or encourages the child to clean up toysarStrange Situation room. As part of
the pre-intervention protocol, the parent partitggan a one-hour videotaped interview,
the Circle of Security Interview (COSI), which indes selected questions from the PDI
and the AAl as well as probes developed by Marvvad.darents are also given a variety of
standardized questionnaires concerning issuesasuctild behavior and stressful life events.
Based on attachment classifications, clinical olet@ns, and other factors, specific
intervention goals are developed for each dyad. Agrbe basic premises of the Circle
of Security project is that the caregiver has midegrees of freedom” than the child in
changing patterns of caregiving interactions—thathe most effective intervention for
disturbed caregiving relationships is to focuslmdaregiver and to work on her

behavior patterns and internal working models t#ciiment with regard to this particular
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child. The resulting changes in parent-child intéaas, in turn, modify the child’s
behavior patterns toward more adaptive strateles\in, Cooper, Hoffman, & Powell,
2002). In order to effect change in the caregiveediavior and attitudes, the Circle of
Security team has developed a video feedback-batgdention using footage from the
pre-intervention parent-child interactions. Durggrh group therapy session in weeks
three through eight, the group as a whole watctgsdvideo vignettes of one dyad,
chosen to occupy the “hot seat” for that week (Nragt al., 2002). These vignettes are
carefully edited to illustrate the issues thatdgheup leader has identified as central to
that parent’s caregiving strategies.

According to attachment theory, the parent mustapable of meeting the child’'s
need for exploration while also meeting the chilakachment needs. The underlying
assumption in the Circle of Security program ig tibparents are more comfortable with
one of these abilities than the other, and that r@sult they tend to over-use one and
under-use the other. To introduce parents to tbeseepts, Marvin et al. created a
graphic—the “Circle of Security”—that represents thll spectrum of the child’s needs
as defined by attachment theory. The upper hali@Circle represents the child’s
exploratory system; if the child trusts that himelhment figure will be available and
responsive, he feels free to explore the environnidre bottom half of the Circle
represents the child’s attachment system, meangwgded for protection, reassurance,
and emotional and behavioral regulation from hiaciiment figure. Parents learn that all
dyads tend to be more comfortable on one sideeoCilcle than the other, and video
vignettes are used to show each parent where #leynfthe Circle. Parents also learn

about intergenerational transmission of attachragmés and the links between their



46

caregiving behaviors and their own caregiver’s pting style. Moreover, parents are
introduced to the idea that as a result of thein oefensive strategies, they may be
passing on insecure patterns of attachment by tarpireting their child’s signals. Over
the course of the intervention, parents learn ttebebserve and reflect on their child’s
signals, as well as to identify and reflect onttlosvn feelings that are stirred up by their
child’s needs.

Although the Circle of Security team has not pui#i any formal empirical
studies to date, in a recent article (Marvin, Copp®ffman, & Powell, 2002) they report
preliminary results based on data from 75 dyadstthae completed the protocol. These
preliminary results suggest a significant shiftimld attachment patterns from
Disordered (disorganized) to Ordered (secure, ingeavoidant, or insecure-resistant)
(from 55% to 20%), an increase in the number dfdcln classified as Secure (from 32%
to 40%), and a decrease in the number of caregolassified as Disordered (from 60%
to 15%) (Marvin et al., 2002). Additionally, theate describes a second ongoing study
aimed, like Olds et al.’s Denver study, at deterngnf community-based therapists,
with training and supervision, are capable of agagput the protocol. Given the group
format of the Circle of Security, as well as theklaf a home visitor, the Circle of Security

protocol is promising as a cost-effective moded oélationship-based intervention.

Minding the Baby

In developing the Minding the Baby interventiona& and her colleagues
focused from the beginning on enhancing parenti@ateve function as a way to

facilitate change in parents and parent-child i@ships along many dimensions.
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In thinking about parent-infant psychotherapy (beag, 1980; Heinicke et al., 1999;
Lieberman, Weston, & Pawl, 1991), as well as thel€iof Security attachment
intervention (Cooper, Hoffman, Powell, & Marvin,@8) Marvin, Cooper, Hoffman, &
Powell, 2002), Slade and her colleagues deternthmdalthough those programs had not
specifically emphasized the development of reflectunctioning, it was likely that
“much of these programs’ success in changing pakregpresentations of the child, and
in altering caregiving practices, were actually tegult ofchanges in parental reflective
functioning that were the by-product of focusingloa parent-child relationshigSlade,
2006, emphasis in original). In other words, changdhe parent-child relationship often
reflect changes in the mother’s capacity to mergadibout her child’s thoughts and
feelings, to consider his behavior in light of mental states.

In addition, data from a variety of recent studiésnagy, Gergely, Jurist, &
Target, 2002; Truman & Levy, 2002; GrienenbergezilK & Slade, 2005; Slade,
Grienenberger, Bernbach, Levy, & Locker, 2005) tewl&onagy’s assertion that parental
reflective functioning is essential in enabling tield to develop self-regulatory
mechanisms and to establish and maintain healthfaeships (Slade, 2005). In the
high-risk population served by the Minding the Balogject, reflective capacities are
often quite limited, mostly due to the mothers’ otreumatic histories and the lack of
consistent caregivers in their own lives. Thus e reflective functioning in this
population, while it poses many challenges, isrdqdarly important endeavor, with
potential for change on many levels.

Minding the Baby (MTB) is a home visiting progrdam underserved families in

inner-city New Haven. MTB, which grew out of anardisciplinary collaboration
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between clinicians and researchers at the YaledGtidy Center, the Yale School of
Nursing, and the Fair Haven Community Health Ceraiens to improve attachment,
mental health, and health outcomes in mothersfadts using a wide range of
approaches. In particular, MTB seeks to providekihd of care offered by nurse home
visiting models, while at the same time providingdepth mental health care not
previously offered by these types of programs. MiF&ws on the strengths of both
models: Because most public health nurses arextengvely trained in mental health,
they are often ill-equipped to deal with the mehidlth issues that inevitably arise in
high-risk families. At the same time, nurse visstbend to be highly respected by families
and more readily welcomed into the home; in cotitragntal health practitioners must
overcome the stigma associated with mental heatthce delivery.

In addition, mental health professionals are reih&d to address the physical
health needs of mother and infant. Slade (Slad#ieg§a& Mayes, 2005) reasons that
attention to physical care is an important additmthe psychoanalytic model of parent-
infant therapy, as early trauma disrupts the irtligl’'s sense of bodily integrity and
psychological and physical injury become intertvdn®I TB is thus based on a team
approach that incorporates elements of both nuesiaignental health home visiting
programs. MTB services are provided by two mastersl clinicians: a PNP (pediatric
nurse practitioner) and a CSW (clinical social varjk The rationale for using well-
educated intervenors was partially based on thaqarsly described findings of the
Denver NFP trial (Robinson, Emde, & Korfmacher, Z99vhich suggested that
professionals were significantly more successfahtharaprofessionals in delivering

home-based nursing services, as well as the wadbkthf Lieberman and Heinicke, who
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used master’s-level clinicians in their intervensde.g., Lieberman, Weston, & Pawl,
1991; Heinicke et al., 2006).

At present, the participants in MTB are 103 firate mothers between the ages
of 14 and 28, with a mean of 19.6 years. Theré&@rsubjects in the intervention group
and 43 in the control group. The sample is 69%nlaaéind 26% African-American; the
remaining 5% are of diverse ethnic backgroundgidiaants were excluded from the
study if they had a serious medical condition orexfeund to be active substance
abusers. The attrition rate of 10% is low, likelyedo the home visitors’ persistence as
well as the positive relationships established betwthem and the mothers.

Mothers in MTB are at high risk for parenting ditfities due to environmental,
financial, and social stressors. Many of the womeéng live in low-income, inner-city
neighborhoods, have histories of trauma, substaimgse throughout their family systems,
and legal issues. In the intervention group, 880% of the women report a previous
history of abuse, and many suffer from psychopatholAt baseline, 54% scored above
the minimum cut-off point on a standard measurgepiression (reduced to 46% at 12
months), and 27% scored in a range comparableaypychiatric population on a measure
of PTSD (reduced to 21% at 12 months). Chronic ggypast and present interpersonal
violence in the home, and substance abuse amonly faembers are prevalent.

As part of the “Minding the Baby” study, mothénsboth the intervention and
control groups receive standard prenatal and pdstpacare at Fair Haven Community
Health Clinic (FHCHC), a community health clinichted in inner-city New Haven. The
women are randomly assigned either to the homevemi@on group or to the control

group; those in the intervention group receiverttanualized MTB program, while the
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others receive ongoing care at FHCHC only. Thisg@méstudy examines the functioning
of the women in the intervention group only.

Weekly home visits begin during pregnancy andiooetthroughout the infant’s
first year, and then taper to every other weekrdytine child’s second year. Typically,
home visits last 60 to 90 minutes and alternaterdet PNP and CSW visits, although
the program is designed to be flexible. In geneha ,nurse visitor provides help related
to physical health and caregiving, such as princarg health assessments, while the
social worker provides mental health services fithbmother and infant, including case
management, parent-infant psychotherapy, and idd@alipsychotherapy. Their roles
overlap in a number of areas, including providiegelopmental guidance, crisis
intervention, parent support, and a range of cée@ervices, such as medical supplies or
emergency food (Slade, Sadler, & Mayes, 2005). Mambf the treatment team must
maintain a flexible, collaborative attitude in ordie help these families at multiple levels.

Both visitors share an overarching goal to pronmod¢ernal reflective
functioning. The therapeutic relationship is thg t@this work; with the clinician
holding the mother in mind, the mother can begikrtow herself, and eventually, know
her child. As Slade and her colleagues (Slade eBadit Dios-Kenn et al., 2005)
eloquently write,

We have found that it is our clinicians’ willingree® witness the mother’s world,

to witness her emotions and her body, to hold thresesafe way in the here and

now, that makes the mother feel heard and reallgdw the baby in all its

complexity. (p. 83)

In concrete terms, the home visitors promote Rkdgping the mothers aware of their

infants’ mental and physical states, as well ambygeling a reflective stance toward

parenting. For instance, visitors often use theagmng for the baby” technique, a
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well-known approach (see Carter, Osofsky, & Har@®1). As she observes the mother
and baby interact, the visitor refers to the balpyigsical and mental states and links
them explicitly to behavior, making statements likde keeps looking around, I'll bet
he’s wanting to know where you are” (Slade et2005). Giving the baby a voice makes
the baby’s physical and mental states understaedalthe mother, and acts to reframe
the baby’s intentions so that the mother no losgess him as “bad” (Slade et al., 2005).
Visitors often find themselves speaking for the Ineottoo, giving voice to her
unspeakable emotions and experiences and therghbgdber to keep her own feelings

in mind as she navigates the challenges of paredtho

Statement of Goals and Hypotheses

The present study had three primary aims:

1. To refine and update Slade and Patterson’s (20@5ual for scoring RF on
the Pregnancy Interview (Slade, Huganir, GrunebauReeves, 1987);

2. To test the hypothesis that maternal RF changestbgeourse of the
Minding the Baby intervention; and

3. To use qualitative methods—namely, interviews wligh home visitors who
worked with the mothers in the Minding the Babydstgsee Appendix D for
a list of questions posed to the home visitorsjyal$ as close readings of the
pre- and post-intervention maternal interviews—xargine the complex
process of change.

Each of these aims is discussed in greater datdili following chapters.
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CHAPTER 3
Methods

Sample

The present study involves secondary data analyasn from a larger ongoing
research project, “Minding the Baby: A Home Intertten Study,” that is conducted by
principal investigators Linda C. Mayes, M.D., L&dsSadler, R.N., Ph.D., and Arietta
Slade, Ph.D. through The Yale Child Study Centee Yale School of Nursing, and the
Fair Haven Community Health Center in New Haven, Minding the Baby (MTB) is a
longitudinal study supported by grants from thengvB. Harris Foundation, the Anne E.
Casey Foundation, the Patrick and Catherine Wellmmaghue Foundation, the
Generativity Trust, the New York Community Trustlé&w Fund, Pilot Study
NIH/NINR (P30NR08999), and NIH/NICHD (R21HD048591).

The participants are 21 first-time mothers betwibenages of 15 and 25, with a
mean age of 18.4 years. The sample is predominkatiya (n = 13, 62%), followed by
African-American (n = 6, 29%) and mothers of diweethnic backgrounds (n = 2, 10%).
Fifty-seven percent of the mothers (n = 12) hatsgind 43% (n = 9) had boys. Sixty-
two percent were teenagers (19 years old or youngerl3), while 38% were not
(n = 8). Participants were excluded from the stifidlyey had a serious medical condition
or were found to be active substance abusers.

The participants in the present sub-study are gonathers at high risk for
parenting difficulties due to environmental, finaicand social stressors. Many of the
women, who live in low-income, inner-city neighbodus, have histories of trauma,

legal issues, and substance abuse. Chronic povdypersonal violence in the home,



53

and substance abuse among family members are @néval

As part of the “Minding the Baby” study, mothenshoth the intervention and
control groups receive standard prenatal and pdstpacare at the Fair Haven
Community Health Center (FHCHC), a community healihic located in inner-city
New Haven. Roughly half of the women are randorskigned to the home intervention
group and receive the manualized MTB program, wihieother half receives ongoing
care at FHCHC only. This present study examines$uhetioning of the women in the
intervention group only.

The larger study has been reviewed and approvékebyale University School
of Medicine Human Investigation Committee and ta& Haven Community Center
Institutional Review Board, and informed consenswhtained from all mothers
participating in the study. In addition, the prassndy was reviewed and approved by

the City University of New York Institutional RewieBoard.

Description of the Intervention

The first stage of the home visit program, the &Jenent-Assessment phase,
typically consists of three home visits. The firstit, conducted by the nurse practitioner,
is aimed at obtaining a health assessment of theenduring the second visit,
conducted by the social worker, a psychosociabhyss obtained. Finally, both the nurse
practitioner and the social worker conduct thedthisit, during which the social worker
administers the Pregnancy Interview, a clinicagimiew about the woman’s experience
of pregnancy and expectations regarding the fethde the nurse practitioner observes

the process. The intervention formally begins aasitéhree visits are completed.
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Weekly home visits continue throughout the infafitst year, and then decrease to every
other week during the child’s second year. Typicalleekly home visits last 60 to 90
minutes and alternate between PNP and CSW vi#iteugh the program is designed to
be flexible and to allow for changes dependingiocumstance. For instance, in times of
crisis, families may be visited by both practitioe a single week, or by one visitor
consecutively. In general, the nurse visitor presitielp related to physical health and
caregiving, such as primary care health assessnvelmits the social worker provides
mental health services for both mother and infauctuding case management, parent-
infant psychotherapy, and individual psychotherdpheir roles overlap in a number of
areas, including providing developmental guidacsjs intervention, parent support,
and a range of concrete services, such as medigpliss or emergency food (Slade,
Sadler, & Mayes, 2005). Members of the treatmearhtenust maintain a flexible,

collaborative attitude in order to help these fasiht multiple levels.

Setting

The study is carried out in three locations:
1. The Fair Haven Community Health Center (FHCHC), Ndaven, CT, where
the mothers receive primary and prenatal care.
2. Home and research collection visits that are cduoig in the mothers’
homes.
3. The Yale Child Study Center, New Haven, CT.
Most instruments are administered by researchtasgssduring research collection visits

in the mothers’ homes. Research visits that requledoratory space, such as the Strange
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Situation, take place at the Yale Child Study Cendéth few exceptions, the Pl and PDI

interviews are administered during home visits.

Procedures

First-time mothers are recruited during pregnanam prenatal groups conducted
by certified nurse-midwives at FHCHC. In orderdentify potential subjects, MTB
home visitors sit in on prenatal groups beginnmthe women’s second trimester. After
attending several group sessions and becomingifartolthe women, home visitors
approach primiparas who meet inclusion criteria @eskcribe the program to them. If a
mother shows interest in participating, the tearkesa home visit in which both home
visitors describe the program in detail and ansyuestions from the mother as well as
other family members. This visit gives the mothansopportunity to meet the home
visiting team and to experience the close relalignis vivo. After this introduction to
the MTB program, mothers who are interested gie& ttonsent to participate.

The level of pre-intervention maternal reflectivaétioning is assessed from the
Pl administered during the first stage of the hatisé program. The level of post-
intervention maternal RF is assessed from the BEined at average child age 24
months. Research data collection visits occur vihennfant is 12, 18, and 24 months
old. Both maternal variables (demographics, depyasmastery, reflective functioning
(RF), and maternal life course outcomes) and ahikdome variables (health and
attachment classification) are measured duringetpestpartum visits. There is an
additional visit at four months at which the infgatrticipates in a play session. The

mothers in both groups are reimbursed $25.00 a#teh of the following sessions: the
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prenatal visit, the four-month play session, the®je Situation, and the 12-, 18-, and
24-month visits. Mothers in the control group aenbursed an additional $25.00 for
completing the Pregnancy Interview (in their thiichester) and then another $25.00 for
completing the Parent Development Interview (atridhths).

The present study, as a secondary data analysis pagy the mother’'s RF scores
and demographic variables. Each of the elementseamihg methods relevant to the

present study is thoroughly described below.

Measures

A. The Pregnancy Interview—Revised (PI-R)

The Pregnancy Interview (Slade, Grunebaum, Huganat,Reeves, 1987) is a
semi-structured clinical interview with 39 quessamnd probes that is administered to
women during their third trimester of pregnancyr #fe Minding the Baby study, a
revised version (PI-R: Slade, 2007) of the origli@gnancy Interview was used. The
PI-R is almost identical to the original Pl but 22squestions rather than 39. In revising
the original interview, Slade removed or rewordedgiions that were redundant or
confusing to subjects, as well as items that tetdgulll for vague responses.

Over the course of about an hour, mothers are askaescribe their emotional
experience of pregnancy, their expectations ans$as regarding their future
relationship with their child, and the feelingstthase when they imagine being a mother
to the child. Furthermore, they are encouragedseidbe emotionally difficult moments
during their pregnancy as well as lifestyle chantey have made.

Many questions on both the original and revisethpPlinto the mother’s pre-natal
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representations of her fetus. For instance, motrersisked when they first “really
believed” there was a baby growing inside them\ahdther they feel they have a
relationship with their baby yet. Further, mothars asked to describe their current
relationship to the fetus as well as what they imagheir baby will be like. Moreover,
the interview also aims to capture the mother'sral representations of herself as a
caregiver, focusing in particular on the mothedparcity to identify with and respond to
the needs of her fetus at present and her newhdheinear future.

As mentioned earlier, the Pl was initially scorathg a complex dimensional
coding system. For the purposes of this studyPih® was scored for maternal reflective

functioning using the system described below.

B. The Parent Development Interview—R2 (PDI-R?2)

The PDI (Aber et al., 1985) is a 45-item semi-duited clinical interview that
takes about 90 minutes to administer. It was oalfyrdesigned to explore a mother’s
representations of her child, herself as a paegrt,her relationship with her child.

Unlike the AAI, in which adults are asked aboutitipast relationships with their
parents, the PDI elicits representations regardingrrent and ongoing relationship, that
of the mother with her child. For the Minding thal® study, a revised version (PDI-R2:
Slade, Aber, Berger, Bresgi, & Kaplan, 2003) of thiginal PDI was used. Slade et al.
developed the revised version based on their esqpes in coding more than 500 PDIs.
According to its authors, the PDI-R2 improves uffemoriginal PDI by “represent[ing]

a more streamlined, focused assessment of theargldimensions of parental

representations” (Slade et al., 2003, p. 2). MpexHically, the revised version allows
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for assessment of reflective functioning acrossnge of domains, including in relation
to the child, to one’s own parents, and to the sel@ddition, in developing the PDI-R2,
Slade et al. included only those questions fronotiggnal version that consistently pulled
for a wide range of responses and removed itenisvér@ redundant or poorly worded.

The PDI-R2 includes questions that ask the mothdescribe times when the
child may have felt stressed or rejected. Theraks@ questions that are similar to the
AAl, such as asking for five adjectives to desctibe child, and then asking about the
reasons a given adjective was chosen. Other gasdticus more directly on the
mother’s relationship with the child, including vitraakes it pleasurable or difficult.
The mother is asked to describe a time when shekéd” with her child over the past
week, as well as a time when she felt she “didickt with her child. Next, she is asked
to describe herself as a parent, stating streragtisveaknesses as well as answering
guestions about specific feeling states such agihegs, neediness, guilt, anger, and joy.
In addition, the mother is asked about her thoughtkfeelings relating to separations
from her child, as well as about what her child mige thinking or feeling during these
separations. Several questions are similar to thiei\that they ask about how she has
been affected as a parent by experiences withvaemparents. Finally, the mother is
asked a series of questions about her relationgitiipher spouse or partner and the ways
that the child’s birth has had an impact on thelationship.

Many questions on the PDI-R2 have secondary pribla¢sllow for a more
thorough examination of the ways in which both merslof the mother-infant dyad are
affected by the feelings and behavior of the otRer.example, the question, “Do you

ever feel really angry as a parent?” is followedhwsy following probes: (1) “What kinds



59

of situations make you feel this way?”; (2) “How ylou handle your angry feelings?”;
and (3) “What kind of effect do these feelings hameyour child?” The PDI-R2 was

then scored for maternal reflective function udimg system described below.

Measuring RF on the PDI

The addendum to the Reflective Functioning Scokilagual for use with the PDI
(Slade, Bernbach, Grienenberger, Levy, & Lockef4)0s used to score the mother’s
reflective functioning based on her responsesedl. This addendum follows the
same definition of RF outlined by Fonagy and hikeagues (Fonagy, Target, Steele,
& Steele, 1998) in the Reflective Functioning Mandearsion 5.0 for application to the
AAl. Although RF has been extensively studied aratad in reference to the AAl, it
has been applied less frequently to the PDI. Thggral RF scale, however, was
designed with the intention of applying it to otimarrative data sets such as the PDI
(Fonagy, Steele, Moran, Steele, & Higgitt, 1993)eJudges who coded RF on the PDlIs
were advanced doctoral candidates in clinical pshpgy. Arietta Slade, Ph.D., the first
author of the RF manual for the PDI and a co-Daeof “Minding the Baby,” directed
training on the scale for the PDI. Training lastedapproximately one year. All raters
achieved an acceptable level of reliability (.8@emgnent on overall RF scores).

The process of achieving inter-rater reliabilityybe with an introduction to
Fonagy et al.’s RF manual for the AAI and then lad® et al.’s RF manual for the PDI,
as well as a review of the constructs and measises in both. Coders then read,
discussed, and scored four PDIs—the “Training Seétigether as a group, led by Dr.

Slade. In the next stage of training, coders beganng on their own, using a master set
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of 10 interviews (“Reliability Set 1”) previouslgsred by Dr. Slade and others. Coders
then compared their scores for both individual pges and overall interviews with the
master scores. Items that coders found particuthffigult, or on which coders
disagreed, were reviewed as a group and discussedw Slade.

During the final stage of training, coders score®eond Reliability Set (five
interviews) on their own, and results from bothatelity sets were used to determine
reliability. All six doctoral students achieved acceptable level of inter-rater reliability.
Five of these students scored the PDIs for theeptegudy; each student scored between

three and five interviews.

Measuring RF on the PI

Similar to the process for coding RF on the PDdicg for RF on the Pl was
based on an addendum to the Reflective Functiddanging Manual designed especially
for use with the PI (Slade & Patterson, 2005; Si&ddterson, & Miller, 2007). This
addendum is used to score the mother’s reflectimetioning based on her responses to
the Pl and follows the same definition of RF adinet by Fonagy and his colleagues in
his Reflective Functioning Manual Version 5.0. Theee coders who scored the
Pregnancy Interviews for RF were Dr. Slade, a plostoral fellow in clinical
psychology at Yale University, and an advancedaatcandidate in clinical psychology
at the City University of New York. The post-doabfellow and doctoral student were
trained by Dr. Slade. All three raters were bliagtbjects’ RF level on the PDI.

The process of achieving inter-rater reliabilityaoding RF on the PI-R was

similar to that used for establishing reliability the PDI. The doctoral student, who was
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already trained in coding RF on the PDI, was gigeset of practice Pregnancy

Interviews to review and discuss with Dr. Sladee Btudent was then given a master set
of Pregnancy Interviews to score on her own. Heres; both for individual passages
and for overall interviews, were compared with #hpsgeviously assigned by Dr. Slade
and the post-doctoral fellow. Items that yieldescdepant scores were discussed with Dr.
Slade. Finally, the doctoral student scored a R#iliy Set, and results from this set were

used to determine inter-rater reliability (100%esgnent on overall RF scores).

Reflective Functioning & Pregnancy

Developing the RF Manual for the PI

The present study is among the first to examinergatl reflective functioning
during pregnancy, and it is the first to publish relatediihgs. As discussed above,
Patterson, Slade, and Sadler (2005) conducteasbildy to explore the relationship
between maternal RF and trauma symptomatologysibasample of mothers from the
MTB project, using RF levels on the Pregnancy & as their RF measure. As part of
the study, Slade and Patterson (2005) adapteddh&IP manual for use with the PI. The
resulting manual was a working version, based lbmited number of interviews.

For the purposes of the present study, a crucktldtep was to expand, revise,
and finalize Slade and Patterson’s manual. Onédtran of the initial version of the
manual was that it was largely developed with Paegy Interviews from the MTB
project in mind. Since mothers in the MTB samplke karown to have limited RF,
examples of higher-level RF (i.e., scores aboveo#) for individual passages and

overall interviews) are rare, and in some casaseintbsent from the transcripts. To
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address this issue, Pregnancy Interviews fromsattasmatized, higher socioeconomic
sample were reviewed, and examples from thosevietes were included to supplement
the manual.

There is one slight methodological difference ia sisoring of RF on the PI
versus the PDI: On the PI, all questions are cddeRF, while on the PDI, only
“demand” questions (i.e., questions that pull fé7) Rre coded for RF. The decision was
made to score all questions on the Pl becauseetiseon of the Pl used for this study is

fairly brief—22 questions—and all of the items aomsidered “demand” questions.
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CHAPTER 4
Results

Quantitative Analysis

In order to test this study’s main hypothesis, isgogbasamples t-test was
conducted to compare pre- and post-birth mean bveedernal RF scores. The results
confirmed the hypothesis that maternal RF changestbe course of the Minding the
Baby intervention. More specifically, the pairedngdes t-test was performed to test the
hypothesis that the mean overall RF score increfisedTime 1 (pre-intervention:

x = 3.33, SD = .86) to Time 2 (post-interventions 8.90, SD = .83). Results from this
analysis showed a significant difference in reflectunctioning between the two groups
(t=-2.677, df = 20, p =.015). The effect sizalo$ difference (r = .51) is in the large
range. Moreover, the modal score increased byit,goom 3 at pre-intervention to 4 at
post-intervention.

The range of overall RF scores on the pre-intefganmheasure was between 2
and 5, while the range of overall RF scores orptist-intervention measure was between
3 and 6. In terms of individual item scores, thegeafor both pre- and post-intervention
scores was from 1 to 7 (See Table 1 for pre- astHiptervention overall and individual
item RF scores.) As can be seen in Table 2, REeased in just over half (n = 11, 52%)
of mothers in this sample; in seven cases RF stinygedame and in three cases it
decreased. In all three instances of decreasethBEcores decreased by 1 point. For the
pre-intervention group, the mean overall RF scoais 833, and for the post-intervention
group the mean overall RF score was 3.90, yieldingean difference of .57 of a point on

the RF scale. Both means are significantly belovatvidconsidered to be average RF of



5 in the general population, and are consisterit atier studies of RF in low
socioeconomic samples (Patterson, Slade, & S&e§; Truman & Levy, 2002;

Schechter et al., 2005).

64
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Table 1: Pre- and Post-Intervention Overall and Indvidual-ltem RF scores
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Table 2: Distribution of Changes in RF

66

Change in RF from Pre- Frequency Percent of Sample
to Post-Intervention (N=21)
+3 1 4.8%
+2 2 9.5%
+1 8 38.1%
0 (No change) 6 33.3%
-1 2 14.3%
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Post-Hoc Analyses

Two post-hoc analyses of the data were performeddess whether results
differed significantly for the teenage (n = 13, 62%rsus the non-teenage mothers
(n = 8, 38%) in the sample; that is, whether thameghange for the teenage mothers in
RF from Time 1 (x = 3.23, SD =.93) to Time 2 (4400, SD = .91) was significantly
different from the corresponding mean change imthheteenage mothers from Time 1
(x =3.50, SD =.76) to Time 2 (x = 3.75, SD = .Rgsults from the first analysis, a
repeated measures ANCOVA—which, given the smallptarsize, was likely under-
powered—showed that the interaction effect of tand mother’s age is clearly non-
significant (F = 1.43, df = (1,19), p = .25). Rdsudtom a second repeated measures
ANCOVA—again using a very small sample size—which@y controlled for the
effect of mother’s age, again showed the effechaternal age to be clearly statistically
insignificant (F = 0.001, df = (1,19), p = .98).dather, these findings indicate that not
considering maternal age in the initial paired sesmptest does not distort the findings
of the study. That is, as a group, the teenage en®th this sample did not differ

significantly—in terms of the change in RF level-efr their non-teenage counterparts.

Case Studies: The Complexities of Change

Results from the present study provide compellimpieical evidence that as a
group, mothers in the study increased in theirllef/enaternal reflective functioning
over the course of the Minding the Baby intervemtiget a qualitative examination of
individual cases reveals enormous complexitiebeéprocess of change. While some

cases are straightforward and clearly demonstnatettie intervention worked as it was
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intended to, others indicate that the intervenkiad a positive impact but in unexpected
ways. Still other cases suggest that for motheuggling with the most extreme
adversity, even intensive interventions such as Midlimited in their effectiveness
and, as a result, produce mixed results.

The following three case studies—of Ana, Micaeled hourdes—provide an
opportunity to examine the process of change dhial level. The first case, in which
Ana’s maternal RF level increased by two pointsndestrates clear improvement over
the course of the intervention. In the second ddsegela’s RF level stayed the same
from beginning to end, but her life improved in@thvays as a result of the intervention.
Finally, in the third case, although Lourdes’s Rfproved by two points, the overall
impact of the intervention was mixed. Unlike Analdviicaela, who both had babies that
were securely attached, Lourdes’s baby was inshcattached, suggesting that despite
the home visitors’ best efforts, she was unabketoe as a consistently responsive,

attuned caregiver.

Case 1: Ana

Ana, whose RF level increased from 4 to 6 overcth@se of the intervention, is
an example of a mother whose life—along with hdnfs—improved in multiple ways
as a result of MTB. Like all of the mothers in @B study, Ana faced considerable
hardship at the outset of the intervention, yetiheyend she showed remarkable gains,
which were in turn reflected in her baby’s healtleyelopment.

When 17-year-old Ana first joined Minding the Ballye home visitors and

! Names and identifying details have been changgedaiect confidentiality.
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midwives were worried for her. Based on her repofidaily crying spells, increased
irritability, and high levels of stress, the sociadrker diagnosed Ana with depression.
The midwives recommended a trial of antidepressautsike many of the mothers in
the MTB study, Ana refused to consider medicatfma reported that her anxiety and
depression had been steadily worsening since sheehiaaled the pregnancy to her
mother. Ana’s mother, who had also given birthéofirst child at age 17, was
extremely disappointed in her daughter, whom sliehogped would compensate for her
own failures and “redeem” the family; as Ana séidyas the one that was supposed to
get out of the ghetto.”

Ana’s mother had reacted to the news of the pregnln kicking Ana out of the
house, forcing her move into her boyfriend Jimnghsotic household. Ana also endured
criticism and taunting from other family memberer blder brother told her that she was
“throwing away her life” and that she was “just #rery teen pregnancy statistic,” and her
maternal aunt repeatedly called her a “loser” f@pging out of school. Before becoming
pregnant, Ana had had ambitious academic and cgoads: She had completed her GED
and was on track to graduate from college at 1@ shie had recently enrolled in a job
training program. The pregnancy had forced Anaitbdvaw from the training program
and to drop out of college, which left her feelimgrthless and anxious about her future.
She stated that her biggest fear was “becomingadys—nowhere to go, no diploma, no
desire to make anything out of myself.” Her fanslyiarsh judgment of her compounded
her bad feelings and increased her sense of guiltaav self-worth.

Ana’s living situation at her boyfriend’s house streally worsened her situation.

Ana referred to Jimmy'’s family as a “mess” and eded in the MTB home visitors
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about her fear that she would become “like thenmindy, who was in his twenties and
had a long history of criminal activity, lived withs father, stepmother, and several
siblings. At their house, Ana was exposed to suigstabuse, criminality, and poor
hygiene and nutrition. The home was noisy, chaatid, poorly kept, and there was
always a steady stream of teenagers entering amth{ethe house. The home visitors
became concerned about Ana’s nutrition for a tirhenvshe revealed that Jimmy'’s
siblings had been eating the food given to hetheywomen, Infants, and Children
(WIC) program and that she had been forced to kaemler lock and key. Fortunately,
Ana’s mother, who had been slowly warming to thesaidf a grandson and was getting
along better with Ana, had begun cooking meal$@rdaughter to ensure that she was
eating well for herself and the baby.

After her son Louis’s birth, Ana experienced antaqost-partum depressive
episode. During this period she remained “frozentmof the time, barely moving and
hardly looking at the baby. Again she refused ke taedication. The social worker
began seeing Ana weekly, sometimes even twice & weaddress her critical state.
Eventually the symptoms abated somewhat, but Ahargy situation at Jimmy’s
remained chaotic and disruptive, which hinderedraeovery as well as Louis’s
development. In both households, Louis was congigteverstimulated. At Jimmy’s
house, Louis endured loud rap music, blaring telems, and a stream of strangers
running through the house. Ana’s mother’s houseawsignificant improvement—quiet,
clean, orderly, with privacy for Ana and Louis—Ana’s relatives were loud and
intrusive with him. Both families interacted witlolis primarily by taunting and

teasing him.
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Although Ana was open and receptive to the MindimgBaby intervention and had a
definite tender, loving side to her, the home wvisitnoted that she also could be
insensitive and aggressive in her interactions Wwithis. These actions were both learned
behaviors from those around her and also a redlecf her own complicated history of
unresolved loss and trauma: At a young age, Anebkad removed from her home and
placed in kinship foster care due to her mothemgycdbuse. Along with her two siblings
and several of her cousins, Ana had lived withrhaternal grandmother for five years,
until her mother eventually stopped using drugsragained custody of her children.
Then, when Ana was nine years old, her father warslened. Ana felt that her mother
prevented her from mourning her father’s deathjbgt‘forgetting him so quick. . . . She
didn’t give time for anyone to heal but herself.”

When Ana was 13, her mother married a man who taedolest Ana. Ana told
her mother about the incident, but her mother rapthtogether with her new husband,
which deeply hurt Ana. She said, “When | was 13mom rejected me completely. She
accepted a man in her life that hurt me, and shé# ddth it, and she didn’t care. And to
this day, she’s still with him. And so | felt refed, hurt, abused, everything.” At that
time, Ana reacted to her mother’s decision by mgwnwith various relatives in order to
avoid her stepfather. When she was 16, Ana begamgddmmy, who was in his
twenties and already had an extensive criminalrceco

Despite the formidable challenges presented by #Amaumatic history and
present living situation, her life gradually bedanmprove during her second year in the
intervention. The home visitors refer to Ana asraracle case” because her post-partum

depression lifted and she was ultimately able tiorneto school and find a job. At least
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part of Ana’s success can be linked to the avaitglaf her own mother, who provided
Ana—and Louis—with structure and basic care. Altjiothere were competitive
feelings between Ana and her mother, and despiggsAnother’s aggressive handling of
Louis, Louis benefited greatly from his maternamtmother’s care. The home visitors
noted these effects in particular when Ana dectdestay at her mother’s house for a
period of several months with Louis, who was 13 therld at the time. Louis seemed to
benefit enormously from the regular meals, cleasis) privacy, and peace and quiet at
his grandmother’s house.

When Louis was 15 months old, he and his motherggaaited in the Strange
Situation procedure. Louis was classified as seicurelation to attachment. Ana was flat
and expressionless during the procedure, and nomi@ecned about finishing in time to
go out with her mother than about the task itsttle also appeared to react somewhat
insensitively to Louis’s crying. Nevertheless, Lowas considered capable of
successfully communicating his needs to her.

Ana earned an overall RF score of 4 on the Pregniaterview; her individual
passage RF scores range from 2 to 5. Many of Bporeses are thoughtful and open, and
she speaks candidly of her complex concerns alemarbing a mother as well as about
her fears of breaking up with Jimmy. For exampleewasked about difficult feelings
she has experienced during the pregnancy, Ana says,

| worry if I'm going to really make it. . . . Liké I'm really going to be able to

take care of my baby by myself. . . . I don’t kndike, it's a big question mark.

And since we don't get along that good, and | kwasire not going to last long,

so then the other question is, how am | going ke taare of him alone, and go to

school, and work? And so, it's been a lot of warie

In contrast, Ana shows few signs of being ableeftect on her baby or her relationship
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with it. When asked about the baby, she respor@s, ‘. . That.” She has, however,
begun to establish a relationship, if rather ruditagy, with her babyn utera She notes
that she talks to him “every morning” and has carpevith an affectionate nickname for
him. Furthermore, she already feels attached toamdenvisions herself becoming
distressed when, as he gets older, he beginsrigeittached to somebody more than me
because I'm not there.”

While there is little mentalization occurring witbspect to the baby itself, Ana is
able to reflect upon her initial denial of the pragcy and the subsequent shift in her
thinking. When asked about the first time she ydadllieved that there was a baby
growing inside her, Ana responds,

| didn’t want to think about it. Like, | was in de till, like, around my fifth

month, when | started showing. When | heard my lsabgartbeat for the first

time, that’'s when | actually believed that, oh myd5I’'m going to be a mother.

Everything before that, it was like, you know, It pregnant, I'm not pregnant,

I’m not pregnant.

In this passage, Ana is able to reflect, althoughewhat inexplicitly, on her own mental
states, demonstrating a growing awareness of ltbvan initial denial of the pregnancy
and the event that forced her to change her frdmera and consciously accept the
pregnancy. Further, when asked how she felt attivaent of realization, Ana said, “It
was exciting. It was scary. | was scared, | wasmes,” reflecting her acknowledgment,
though not quite explicit, of her ambivalent fegbrabout the pregnancy.

Ana’s responses on the Parent Development Intepdenducted 15 months after
the Pregnancy Interview, earned her an overall &®esof 6, a two-point increase over

her RF score on the Pregnancy Interview. Her RFescon the PDI range between 3 and

6. The effectiveness of MTB during the interveningnths in enhancing RF is evident in
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Ana’s answers, many of which include examples ofitaleation. The MTB team
focused in particular on encouraging Ana to giviEeeao her own feelings and to create a
narrative about her own traumatic background. limgiso, Ana slowly built up the
capacity to identify and reflect upon her interstates. The ability to then apply this
reflective capacity to thinking about her child kaome to develop, and it proved difficult
at first for Ana to hold the baby’s internal exgerce in mind without needing to distort
or misinterpret in order to manage her own fragédase of self.

Gradually, as the therapeutic relationship withhibene visitors intensified and
Ana became more comfortable thinking about her mtgrnal states, she became better
able to observe and keep in mind her baby’s matasts, as is evident from this passage
from the PDI:

(Interviewer: When he is upset, what does he dof?) e usually cries on my

shoulder. Or if he'sipset like a mad upséte . . . goes in the corner by himself,
and he deals with it himself. Like, | see myselhim. He'll run to the corner, and

he’ll just sit there in his own time out. . . . Ekif he does something that really
got him mad, he’ll do that. If hgot upset by something that hurt his feelings
he’ll just cry.

In this passage, Ana is able to recognize subfierdnces in Louis’s behaviors and to
deduce his corresponding varying underlying ematidma then goes on to describe her
attempts to comfort Louis in these moments, anctfeets on her own mental state—
and, ultimately, her behavior—of her son’s reacitmher attempts:
| try to talk to him, bube never wants to be talked take, he’ll push me away
and he’ll tell me to go away and stuff. S&ind of makes me feel like | can’t do
for him, like he doesn’t want me to talk to him.I st leave him alone
Again, these passages reveal Ana’s growing awasesfdger son’s mental states, her

own mental states, and the interplay between them.

Ana is also unusually thoughtful about how her axperiences of being
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parented impact her experience of parenting Louis:

. ... ldon't want to do the same mistakes thatnom did, and I'm not just

saying that. | really don'’t. Like, | watch mysetf €very aspect to see if I'm like

her. . .. (Interviewer: You think about this a.Joteah. All the time. Every time |
do something with Louis | think about if it's aff@wg, or if it's like what my

mom did to me. And that's why | say | would alwdgsmy kid say what they

feel inside, because she hurt me with that tooe Lske never let me speak, and

that’'s why I'm like the way | am today, you know?
Ana received an overall RF score of 6 on the Pddentlopment Interview, two points
above her score on the Pregnancy Interview anabbtiee highest RF levels in the entire
Minding the Baby study. Her PDI reveals a capatdtyeflect on mental states in
multiple domains and includes moments of complek sophisticated RF.

Ana can be described as a mother who was ablectessfully absorb and
integrate much of the home visitors’ teachings abeflective capacity into her daily
life. Ana’s substantial increase in RF level froegmning to end of the study—from
rudimentary to almost marked mentalization (se@teheb)—can be considered a
consequence of various factors. Ana faced multpédlenges at the outset of the
intervention: Her pregnancy was marred from tharbegg by harsh criticism from her
mother and other relatives that seriously damagedéif-esteem, and living with
Jimmy’s family made matters worse by adding to Arsdtess levels and jeopardizing her
physical and emotional health. Despite these Irotistacles, Ana’s mother provided
Ana and Louis with support and structure at a @uane, thereby counteracting much
of the negative consequences of living with Jimmg affording Ana quality time with
Louis. Moreover, Ana’s mother served as a fairgb#t attachment figure for Louis.

In the early stages of the intervention, Ana’s tnatic past prevented her from

being a fully present and consistent caregiver,reghtive emotions from childhood
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were still very much alive for her. By the end loé tintervention, Ana had begun to work
through the trauma, thereby enabling her to peecker child’s mental states and
behavior with less distortion. The home visitord paovided Ana with the secure base

she needed to begin holding her baby in mind.

Case 2: Micaela

Micaela’s initial RF level (4) remained unchangeemthe course of the
intervention, yet other measures indicate thatritervention was a success in many
areas of her life. Thus Micaela is an example wiagher for whom the intervention had
important positive effects, yet not in the expeateys.

When Micaela first joined the MTB intervention geal6, her family was in an
uproar over her pregnancy. They were shocked tmdes that she was sexually active,
and in particular with a man 12 years her seniacaléla had been dating her boyfriend,
Anthony, for several years when she became pregbanhad kept the details of the
relationship secret. When Micaela’s mother fountlalnout the pregnancy, she
threatened to kick Micaela out of the house. Anff®ifamily was more accepting, but
there was constant tension between the two famaidding to the stress and drama,
Children’s Services was notified of the situatiaredo Micaela’s status as a minor and
the age difference between her and Anthony, thaglegal action was ultimately taken.

Overall, during the two-year span of the MTB intamtion, Micaela’s life was
fraught with chaos and disruption, especially atbbausing. Micaela moved six times
over the course of the intervention, first from hether’s house to her own apartment

with Anthony, then to an aunt’s house when moneabee tight, then to her
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grandmother’s house, then back to her mother’s, bfaek to her grandmother’s, and
finally to her own apartment again, just aroundadbmer from her mother’s. As a
lower-middle-class family, Micaela’s family stoodtessocioeconomically from Ana’s
and Lourdes’s families, and indeed from the majasitthe families in the MTB study.
Both of Micaela’s parents worked: Her mother owaethil salon and her father ran a
small store.

Despite their relative financial stability, howeybfticaela’s family members
struggled with their own traumatic histories arid Stressors. Micaela’s mother,
Francesca, had been a teen mother herself, abahdbh& by Micaela’s father with two
young children to raise on her own. Francescaslffered from ongoing mental illness
that had been present throughout Micaela’s childresal remained a major disruptive
force for Micaela as well as the whole family. Feasca, who had been diagnosed with
borderline personality disorder and a mood disgrdad a history of numerous suicide
attempts and gestures; she even overdosed omapdlfanded in the hospital during the
course of the MTB intervention. Labile, dramatiodainpredictable, Francesca inflicted
continuous verbal and emotional—and occasionaljsjal—abuse on Micaela and her
sisters. Micaela’s relationship with her mother wasemely divisive, and Micaela
struggled throughout her life to find ways to coyth her mother’s behavior.

The home visitors described Micaela as one of #amgtiest” mothers in the MTB
study, with a very short temper. In addition, tliegcribed her as generally out of sync
with her baby, Lila, during the initial phases létintervention. In the Strange Situation,
however, conducted when Lila was 19 months oldj Wi&s classified as securely

attached. Thus despite the formidable challeng®4icaela’s life, she was able to raise a
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secure baby. The home visitors attribute theseesses largely to the presence of a
supportive extended family, all of whom seemedutytlove the baby. This served as a
kind of protective factor for Lila, who grew up sownded by attentive relatives.
Micaela’s maternal grandmother, for example, wateady and consistent presence in
the family; she babysat for Lila regularly while ddela attended high school. In addition,
unlike Ana, Micaela stayed with her baby’s fatlaspite her family’s disapproval of
him. Although this may have increased tension betwdicaela and her family,
Anthony’s presence was a stabilizing factor foaLihdeed, Anthony was quite taken by
his baby, and he often held and rocked her.

Micaela’s responses on the Pregnancy Interviewgucted when she was five
months pregnant, and the Parent Development let®ndonducted when Lila was 13
months old, earned her an score of 4 on both ires: This lack of change in overall
RF level makes sense given Micaela’s particulalasion: The home visitors describe her
as bright and mostly eager to participate in theruention, but preoccupied with her
stormy relationship with her own mother, and thereiot able to dedicate much thought
or energy to thinking for her baby. In additione thome visitors described Micaela as
still very much a teenager; she was immature anttidee rebellious and self-centered at
times. She liked to party and resented Lila foitimg her social life.

Finally, Micaela missed many home visits and apjpoamts and was often
difficult to locate because she spent most of inee either at school or work. Despite
having stable jobs themselves, Micaela’s paremeeed her to work many hours while
also attending school and caring for her baby,iaridct were not particularly supportive

about their daughter finishing high school. Over tburse of the intervention, Micaela
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dropped out of school, then returned several titnagsultimately did not graduate,
despite much encouragement from the home visitors.

Micaela’s individual RF scores on the Pl rangednfi»dto 5, while her scores on
the PDI range more widely, from 1 to 7. The faettthlicaela was able to produce an
individual item response that earned a score of the PDI is important, as it suggests
that while her overall RF level did not increasanirpre- to post-intervention, her
mentalizing capacities may have become more avaitalher as a result of the
intervention. On the PI, many of Micaela’s respaaee fairly concrete; those that do
refer to mental states typically do not elaboratehiese mental states or explicitly link
them to behavior or to other mental states. Througthe interview, Micaela generally
demonstrates much more reflective capacity whealkspg about her relationship with
her parents, and her relationship with Anthonyntivien she discusses the baby. In fact,
many of her responses are focused on her relatpmstin her parents and tend to avoid
mentioning the child, mirroring Micaela’s genera¢pccupation with her relationship
with her own mother and consequent lack of psyspace for thinking about her baby.
For example, when asked about some of the goom@sethe has had since becoming
pregnant, Micaela says,

The cravings I've gotten, knowing that | was gohaae a girl. (Interviewer:

What was so good about that, what were you exaibedit the girl part of it?) |

don’t know, 'cause I think she’s gonna come out like in some things and like

[her father] in some things. | just don’t want beido what I’'m doin’ right now,

like | don’t want her to get pregnant at an eagg.d wanna give her advice like,

even like, my mother gave me advice but | wannadnyive her more. | wanna
be there for her, not just tell her, get mad atdmet don’t talk to her. | don’t
wanna do that. | wanna be there more for her.

In this passage, which is rated a 3, Micaela startsnentioning the child, but quickly

shifts to thinking about her own parents’ influerceher.
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When asked about when she first believed thereawsby growing inside her, Micaela
responds,
When | turned five [months], when | first felt haove. 'Cause | never knew
what it as like to feel something inside of you moWhen she kicked me, that's
when I, | was like, “Wow.” (Interviewer: How did yofeel when that happened?)
| started crying, 'cause | was like, “Wow, I'm rapregnant,” like and then
when | started seeing my clothes didn’t fit, aivaals eating a lot, and then | had
my depressing mood and my happy moods, that’'s wWheally started noticing it.
In this response, which was scored as a 3, Miaaals explicit references to her own
mental states and focuses instead on behavioret@spVhen queried specifically about
how shéfelt at a particular moment, Micaela responds usingctidiscourse, a
grammatical term referring to the subject’s usditéct speech instead of telling the story
in narrative form. Direct discourse was identifledMary Main (1991, 1995) as a
strategy commonly employed during affectively-clealgnterviews to defend against or
distance oneself from uncomfortable feelings diup by the interview questions (see
Appendix A, Section Ill). In this case, Ana usesedi discourse to distance herself from
the emotion, and focuses on her physical behasatber than her internal reactions,

stating, “I started crying, 'cause | was like, ‘Wpkn really pregnant.” A more

reflective version of this statement would be,tdrged crying because | felt so awed and
surprised. | couldn’t believe | was really pregriaimt the latter version there is an

explicit link between a feeling and a behavior (bbgan to cry because she felt awed and
surprised), and the direct discourse is replacell avstatement that fleshes out her
emotional reaction to the moment instead of rem@itifrom the narrative.

Still, Micaela does display some moments of réifleccapacity on the Pl when

envisioning her child. Speaking of the newborn balfiyst years of life, she says,
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They don’t know nothing, that's when they reallyedeyou. . . . When they come
out it's like a new world for them, it’s like . if.] were going to go move to
another country, like China or something, | domibw, it's gonna be new for me.
So when she comes out this is a new world for$eet,wanna be there for her. |
wanna teach her things, you know.
In this passage Micaela starts out using the fheérdon (e.g., using “they” and “you” to
refer to babies and mothers), but she then switicheer own experience and provides a
lovely example of imagining what life might be liker both herself and her newborn
baby. Moments like these are glimmers of hope fardéla and indicate that despite the
chaos surrounding her, she has begun to absothwthe visitors’ teachings and has the
potential to improve her reflective capacities regag the baby and her relationship to it.
Micaela’s responses on the PDI, however, suggasstie has made limited
progress in improving her overall reflective capaai the year and a half since the
Pregnancy Interview. Throughout the PDI, Micaelasaa largely idealized picture of
Lila and disavows most of the negative emotionexgreriences that the child might feel.
When asked if she thinks Lila ever feels rejechitaela responds simply, “No.” She
gives the same response when asked whether sks thia has experienced any
setbacks in her life. Similarly, Micaela disavowswnimizes most of her own negative
feelings, answering “No” when asked if she evelsftiee need for someone to take care
of her, if she ever feels guilty as a parent, &rsthé has ever felt as if she were “losing”
Lila. Moreover, when asked for three words to diéscher relationship with her own
mother, Micaela greatly downplays the rancor amauiti between them, saying only,
“Um, not too good. Not trustworthy. And a littlethinhappy.” Asked to elaborate, she

focuses on her mother’s unavailability (“she’s ajgausy”) and her tendency to gossip

but says nothing about Francesca’s emotionallyanially abusive behavior.
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With pre- and post-intervention mean RF scores dfidaela can be described as a
mother who began the intervention with a rudimenteflective capacity and did not
make any gains in overall RF over the course ofritexvention. The range of scores
(from 1 to 7) on the PDI, however, suggests thataddia’'s mentalizing capacity became
more available to her over the course of the imetion, so that she was able to draw on
it in some, though clearly not all, responses. Bhaiggests that even in cases in which
mothers’ overall RF scores stayed the same or deedeover the course of the
intervention, there was some change in a positineetion. This finding demonstrates the
importance and utility of qualitative analysis: €@l examination of individual cases
allows for identification of less overtly obviouatperns that might be overlooked using a
strictly quantitative approach.

Micaela’s story was notable for its dramatic begugnparticularly her mother’s
initial condemnation of the pregnancy and the loagrspecter of Children’s Services. In
addition, the disruptions caused by Micaela’s feaquelocations, and the degree to
which Micaela was preoccupied with her relationshijpth past and present—with her
mother, left little space for reflecting on her gabinally, Micaela posed a challenge for
the home visitors because she was often out didhee and difficult to locate; as a
result, her “dosage” of the home visit interventwas lower than Ana’s. Fortunately,
there were multiple factors that offset these emagjes, including the presence of a caring
extended family and the steady involvement of thieyts father, thereby facilitating

Lila’s development of a secure attachment style.
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Case 3: Lourdes

In Lourdes’s case, the positive change in RF froea fo post-intervention, while
measurable, may not be representative of the dvemaact of the intervention. That is,
Lourdes’s RF increased by two points, like Anaist bnlike Ana, Lourdes’s case was
not considered a “success” by the home visitorspide the home visitors’ concerted
efforts to encourage individuation, Lourdes remdimextricably mired in a
dysfunctional family system, and her child was asely attached.

When she first joined Minding the Baby, 20-year-btuirdes was living with
her mother, four sisters, and her mother’s longteayfriend. Like Ana, Lourdes had
endured a series of traumatic losses in childh@dien she was nine years old,
Lourdes’s father committed suicide; shortly theterafLourdes’s mother decided to
move the family from the Dominican Republic to theited States. Around that same
time, Lourdes’s maternal grandmother died, andoagzrnal aunt was murdered.
Additionally, there was a significant history of ntal illness in Lourdes’s family: Her
mother suffered from psychotic depression and wassychiatric disability, and all eight
of her mother’s siblings had some sort of anxiesptler. Lourdes reported experiencing
significant anxiety during high school.

At age 18, two years before she became pregnaatdes attempted suicide by
overdosing on pills and was hospitalized for sem@egeks in a psychiatric inpatient unit.
Upon her release, she attended an intensive oepgtiogram and then weekly
outpatient psychotherapy for a year, but eventugliy because she felt that the sessions
were no longer necessary. At the outset of the Mil&vention, Lourdes presented as

anxious and apprehensive, with pressured speetivéisadifficult to interrupt. She
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suffered from social phobia and agoraphobia, sorthueh of her time was spent indoors,
in the company of her mother, who herself raretyttee house. Lourdes’s role in her
family was clear: She was her mother’s caretal@ompanying her to doctor’s visits
and tending to her medical needs.

At the beginning of the intervention, the MTB homisitors were concerned
about Lourdes’s mental health and suggested tleateslommence weekly psychotherapy
with an outside therapist, which she did. At theeaime, the home visitors felt hopeful
that Lourdes’s experience taking care of otherslavearve her well in caring for her
baby. Moreover, they felt optimistic because unhkany of the mothers, Lourdes was a
self-described “homebody” and thus unlikely to gaight up with the dangers of life on
the streets.

Lourdes’s psychiatric symptoms worsened over thessof her pregnancy. She
became increasingly anxious and also depressedjemedoped irregular eating patterns.
She was in denial of her pregnancy for the firshthpand she harbored misconceptions
about labor and delivery that made her very featfuaddition, her relationship with the
father of the baby, William, was quite troubled autied to her distress. Soon after
revealing her pregnancy to him, Lourdes had becestranged from William; he had
wanted her to have an abortion and she had reftigethen denied that the baby was his.
Lourdes and William had almost no contact durirgghegnancy and for several months
after the birth; in fact, during much of the intention Lourdes and William did not have
each other’s phone numbers.

Lourdes’s psychiatric symptoms peaked during bisthen she experienced a

psychotic break. She remained in the hospitaldgesal days under psychiatric
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observation and was prescribed psychotropic maedicdtourdes improved slowly in the
ensuing months, but still faced many strugglesesponse to Lourdes’s fragile state, the
clinical social worker began meeting with Lourdesry week instead of every other
week, just as she had done with Ana. Lourdes reddhat she found it very helpful to
have someone to talk to. Overall, the home visitousid Lourdes challenging to work
with because she agreed readily to their suggesteayger to please them, but then failed
to implement changes. As a result, the home visiiad to repeat their suggestions and
revisit themes many times over.

In addition, Lourdes maintained rigid beliefs axg@ctations about child-rearing
that were extremely difficult to challenge, des@ikensive psychoeducation and
support. Perhaps most challenging, Lourdes ofteninized the extent of her distress,
leaving the home visitors in the dark about impatre&vents. For example, the team did
not know for many months that Lourdes’s mother bgisig physically abused by her
boyfriend, who was an alcoholic, and that Louis hadn exposed to the violence. As
another example, Lourdes did not reveal to the hasitors that she was taking her
psychiatric medication sporadically, as she fearezlwould become addicted to it. Once
she was given the facts about the medication—tivedis not addictive and that it needed
to be taken daily to be effective—Lourdes begamtaker medication regularly, and her
anxiety abated significantly.

During pregnancy, Lourdes had idealized her baligg, and this made it all the
more difficult for her to deal with the real balydaall of his needs. The home visitors
noted that Lourdes was overprotective of Nico aodld rarely allow him off her lap to

play and explore, even when he was older. Nicotspest of his time indoors and was
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discouraged from being autonomous, not only by tdesarut by the whole family.
Lourdes would slap Nico’s hand and yell “Stop!” wihge reached out to touch the many
knick-knacks in the home. Lourdes was also selscmus and embarrassed about
showing love and nurturance, and rarely played Witto or read to him, despite much
encouragement from the home visitors.

In the Strange Situation, conducted when Nico weesyear old, Nico was
classified as having an insecure-preoccupied attaohstatus. He was described as
“petulant” and rejected the toys given to him dgrboth reunion episodes. Lourdes was
noted to have very high expectations of Nico duthegprocedure, scolding him for
being “too sentimental” when he cried during thpagations.

A comparison of Lourdes’s responses on the Pregniaterview, conducted
when she was five months pregnant, and the PamrelBpment Interview, conducted
when Nico was 13 months old, indicates a two-pmimgrovement in her RF level, from
3 on the Plto 5 on the PDI. On the PI, Lourdestividual RF scores range from 2 to 4,
and her responses generally include reference&maistates, but fail to elaborate on
these mental states or to explicitly link mentatas to behavior or to other mental states.
In addition, Lourdes’s responses on the Pl aréyfaoncrete and focused on physical
rather than emotional traits, and tend to minintie=affective impact of events. For
example, when asked about emotional difficulties Ishs experienced during pregnancy,
Lourdes says,

| been depressed a lot since | got, | was deprdssfede but since | got pregnant

it got worse and | have anxiety and nerves sothgake care of it, but | could

control it and not think negative, not think abtha baby father what he say, and

going out that help me a lot, and hearing musid, laeel a little much better
now. | can control it better than before. . . .
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This response indicates that Lourdes is shying dveary the painful aspects of her
situation—for example, by saying “I have anxietylarerves” instead of ‘fleelanxious
and nervous™—and also that she is greatly undenasiig the depths of her depression,
which she believes she can “control” by simply bgt‘thinking negative.”

When asked about the first moment she believea tlvas a baby inside her,
Lourdes responds,

When | saw the first ultrasound that they did teahhow many weeks | was,

because they thought it was 20, | asked him, “Hould | be 20? You know | am

not taking care of myself,” so | felt like a litttguilty thinking you know | was so

far away and not taking care of myself, but whareht and they do the

ultrasound they were like, “You're 14 weeks,” Itfike not that much guilty and

| see him and he was growing, so | was like, “Odtjll have time to take care of

myself and do it better and he’s not that big."sBxe | found out he was still

little | eat and take care of myself.
In this response Lourdes again minimizes the affedinpact of the event—in this case
of being confronted with incontrovertible eviderafeher pregnancy—and also reveals
the significant level of denial present during tingt several months of her pregnancy. In
addition, this passage includes several exampldseadt discourse; indeed, Lourdes’s
Pl—as well as her PDI—are full of direct discounsflecting her need to defend against
the uncomfortable emotions stirred up by the inesw

On the PDI, conducted almost a year and a half,lathen Nico was 13 months
old, Lourdes’s responses are noticeably diffenenéims of their complexity and their
recognition of the interplay between mental statas$ behavior. When asked about a
moment when she felt she did not “click” with héild, Lourdes says,

Oh! He was running, jumping in the bed. . . . | Whks, “Mommy’s really tired,

she wants to go to sleep, it's eleven o’clock ghhand’'m getting really mad

right now; it's time for you to settle down.” He looked aerand he thought | was

playing. . . . He thought it was a joke. . . . H# fhe face, like smiling face, like,
“I know you laugh with that,” and | pretended | ditd (Interviewer: How do you
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think he felt when you didn’t click?) That sometlpwas wrong, because he kept
looking at the floor, like, “I did thatPhat's why mommy’s mad. . Well, | got
two choices, like keep being bad or trying to calen down.” And he comes and
starts throwing kisses and kissing me aedcknows that's my weak sjded |

start laughing when he starts throwing kisses bmxae looks funny. Anlde
knows with those faces I'll laugiAnd sometimes when I'm really mad | don’t
laugh. But there’s another time when I'm really nt@d but | just can’t hold it. |
just start laughing and he starts laughing andgoead again, like, “I did it, she
laughed, and that’'s okay with her.” Atiten | get really mad/Interviewer: When
you didn’t click how did you feel?) Bad. . L don't like to do that to him because
he’s a baby. . . . I don’t like to hit him, he dbokhow,and my mom didn’t raise us
like that. She actually hit us when we were likgheiyears old, you know what's
wrong and what'’s right. And that's okay with me.tButhe age he is now, he
really don’t knowHe will understand you right now, but tomorrow hid ferget
about it . .. So | just come and put him in time out. Ahdn | feel guilty because
| scream or take things away from him, and the i&ycts, and me screaming, |
feel bad

This passage, which was rated a 6 for RF, contairiiple instances of reflective
function, some of them fairly complex. Perhaps nstrsking is the transactional nature
of the interaction envisioned between mother anld:cRirst mother becomes mad
because child won't settle down (C behavior leadsl tmental state); then child infers
that mother must be mad based on her behavior (/dwber leads to C mental state), so
he behaves in a way that he knows will make hgr Beong mad (C mental state leads to
C behavior, which then leads to M mental statentimother starts laughing despite
herself, which causes child to assume she is ndtand to start behaving badly again,
which makes mother even more mad (M behavior lea@smental state (implied),
which then leads to C behavior and finally to M a¢state). Finally, mother screams or
takes things from child and feels guilty and “bad”’a result (M behavior leads to M
mental state).

In addition, the mother is clearly trying to enwisithe child’s mental states,

though she describes many of them in direct dismquotations rather than narrative,
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which lowers the overall passage score by one fant 7 to 6. Also, the mother seems
to be inferring mental states in the child thatraverealistic (i.e., too sophisticated) for a
13-month-old child (e.g., a one-year-old “throwkigses” because he knows that’'s her

“weak side”).

With a pre-intervention mean RF score of 3 andsi-pdervention mean RF
score of 5, Lourdes can be described as a mothesentapacity to think reflectively
about herself, her child, and her relationship \aith improved over the course of the
MTB program. Given these gains in reflective cafyathen, how do we account for
Nico’s insecure attachment status? Lourdes’s Gasesiructive as an example of a
caregiver whose mentalizing capacities improvediBaantly over the course of the
intervention, but who nevertheless was unableaasiate this capacity into action in
terms of her relationship with her child. Thathey mentalizing ability did not seem
to inform her actual behaviors with her child inansistent way, particularly around
issues of autonomy and differentiation. It is likéhat Lourdes’s own underlying
psychiatric disturbance—even with therapy and naaio—coupled with the mental
illness of her family members, largely accountsHer difficulties in acting as a sensitive,
responsive caregiver.

Though generally loving and supportive, many of idas’s family members
struggled with their own traumatic histories anchiatillnesses. In particular, Lourdes’s
mother, who was phobic and depressed, discouragegbunger generations—including
both Nico and Lourdes herself—from individuatindqpeThome visitors described a
pervasive attitude in the family that the world vealsleak place and that staying close to

home was the only safe option. Lourdes’s own feaseparation and individuation were
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projected onto Nico, who was consequently keptioedfto her lap or to a small play
area; these fears made it extraordinarily diffiéaftLourdes to consistently view Nico as
a thinking, feeling being of his own and to undanst his behaviors as attempts to
communicate his needs.

Moreover, the discrepancy between Lourdes’s pnmigpigains in RF and her
child’s insecure attachment makes sense in lightt@home visitors’ observations about
Lourdes’s relationship with them. Lieberman et(3891), discussing the effects of their
home visiting intervention with anxiously attachsigds, state that “maternal
involvement in the therapeutic process appearskay aariable in fostering adaptive
change” (p. 208). In Lourdes’s case, although Lesraind her family were generally
welcoming, the home visitors had difficulty estahlng a strong, genuine relationship
with her. They noted that Lourdes presented wittagnf’ quality; she was always
superficially amenable to the home visitors’ sugiges, but then failed to implement
changes week after week. It seemed that Lourdesinasle to fully trust the home
visitors or to internalize her relationship witleth—that is, to use them as a secure base.
This was likely a consequence of both her undeglysychiatric difficulties and her

family’s deep-seated suspicion of the outside world
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CHAPTER 5

Discussion

The overall goal of the present study was to evaltlee impact of the Minding
the Baby intervention on maternal reflective fuanitng, as measured by mothers’
responses to clinical interviews administered keeford after the intervention. The
guiding premise of the intervention was that hegpimothers develop a reflective stance
would enable them to become more regulating, seesand autonomy-promoting
caregivers and thus positively affect a range oktigpmental outcomes in their infants.
This study had three primary aims: The first wasefone and update Slade and
Patterson’s (2005) manual for scoring RF on thgiaacy Interview (Slade, Huganir,
Grunebaum, & Reeves, 1987). The second was ttheestypothesis that the Minding the
Baby intervention promotes change in maternal Rie. fhird was to use qualitative
methods—namely, interviews with the home visitoroworked with mothers in the
Minding the Baby study (see Appendix D for the 6éguestions posed to the home
visitors), as well as close readings of the pre ost-birth maternal interviews—to

examine the complex process of change.

|. Measuring RF During Pregnancy: Establishing &gslity & Validity of a New

Instrument
As described in chapter 3, in order to score data the present study, Slade and
Patterson’s manual (2005) for assessing refleétimetioning on the Pregnancy
Interview was updated, expanded, and refined. Masual was based upon the scoring

system developed by Slade and her colleagues éowilk the Parent Development
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Interview (Slade, Bernbach, Grienenberger, Levy,a&ker, 2004), which, like the
Pregnancy Interview, assesses parental represergati the child. The reliability of
the Pregnancy Interview scoring system was estaddi®y having a trained RF coder
re-score interviews from multiple pregnancy samples achieve 100% inter-rater
agreement with previous raters. As a result, tieen®w, for the first time, a relatively
reliable instrument for assessing reflective fumdtng in pregnancy. Further studies
using this scoring system can thus be conductdudneédsonable certainty of the
instrument’s reliability.

In addition, the fact that the mothers’ overall 8déres in the present study
increased from pre- to post-intervention providase construct validity for the
instrument, although more validation studies acgiired. That is, it appears that the
scoring system for RF on the Pregnancy Intervieoviges a reasonably valid
assessment of reflective functioning during preggaAnother way to establish the
validity of the instrument would be to examine wietmothers’ RF scores co-vary with
other related measures, such as the AMBIANCE seaiegasure of disruption in
mother-infant interactions developed by Lyons—RBitonfman, & Atwood (1999). The
expectation would be that RF scores would be irlgisorrelated with AMBIANCE
scores—that is, the lower the RF score, the higlteenumber of disruptive behaviors
displayed by the mother in her interaction with iméant. A pilot study is currently
underway to explore this question, using a sub-$aufnpm the larger Minding the Baby
study; in this study, the relationship between rehRF scores in pregnancy—as
measured by the scoring system developed for #sept study—and their AMBIANCE

scores will be examined. A further test of validiguld involve the analysis of
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correlations between maternal RF scores in pregnand the child’s attachment
classification; we would expect that children ofthreys whose RF improved over the
course of the intervention would be more oftengifeed as securely attached than

children whose mothers’ RF levels did not improve.

[l. Quantitative Analysis: Summary of Results & Bd®r Implications

Results from a paired samples t-test indicatettietnean overall RF score
increased from Time 1 (pre-intervention) to Tim@Aast-intervention), as hypothesized,
and that the difference between the pre- and pbsitvention means is statistically
significant. The effect size of this differencenighe large range. The mean overall RF
score increased by .57 of a point on the RF stale 3.33 for the pre-intervention
group to 3.90 for the post-intervention group. Rarf the modal RF score increased by 1
point, from 3 at pre-intervention to 4 at post-maention.

These findings suggest that the Minding the Balgrirention seems to improve
maternal RF within the present sample of mothergeiGthe extent of past and ongoing
trauma and the prevalence of psychopathology sigample (see chapter 2), these
findings are especially notable. In particular, shé&t toward an RF score of 5—which
is considered “definite RF’—is of interest, as ayrsuggest that by the end of the
intervention, these mothers, most of whom begah Initited or “questionable” RF
(RF level = 3), have acquired rudimentary mentagizkills (RF = 4) and may be on
their way to developing full mentalizing capaciBH =5 or greater). Of course, given
the small sample size of the present study, muthduresearch is needed to confirm

this hypothesis. The importance of this shift itsteyed by the impressive finding that
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the majority (66%) of the children in the MTB ing¢ention sample were classified as
securely attached (Slade et al., 2008). This irsghat in the present study, the increase
in the mothers’ overall RF scores from 3 to 4 maydflecting a clinically significant
shift across the course of the intervention, o ttlas an impact on the parent-infant
relationship.

A closer examination of the individual-item RF sz0in Table 1 (p. 65) reveals
several interesting additional findings in the prasstudy. First, at both pre- and post-
intervention, the range of individual-item RF sei®identical: The lowest score is 1,
and the highest is 7. However, when means arelatécufor the highest individual-item
and lowest individual-item scores, we see thatvarage, over the course of the
intervention, the high scores are getting higher the low scores are getting lower. That
is, the mean of the highest-scored individual itémsseased by .81 of a point, from 4.52
at pre-intervention to 5.33 at post-interventiamg éhe mean of the lowest-scored
individual items decreased by .23 of a point, frbf7 at pre-intervention to 1.38 at post-
intervention. One interpretation of these findimgthat over the course of the
intervention, the mothers as a group became lagstoeely and/or affectively rigid; as a
result, during the interview process—and presumatbtiieir daily lives—they were able
to be more open to both highs and lows of expeegerather than defensively constricted.

Moreover, the fact that twice as many mothers stargé on an individual item
at post-intervention as at pre-intervention (n atfost-intervention, versus n = 8 at
pre-intervention)—the lowest score in the entinmgle—may suggest that at the end
of the intervention, the mothers were able to bexeammentarily disorganized and to

“fail” during the interview, even when their ovdregflective capacity improved over
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the course of the study. This again reflects a oand flexibility of experience that
likely would be adaptive in coping with the unrdieg, continual stressors of daily

life in this population.

Minding the Baby: What Works?

Given the empirical evidence that Minding the Balas effective in improving
maternal RF in the present sample, and given émendous challenges of working with
at-risk populations, an exploration of the readmeisind these initial RF outcomes may
be valuable both for planning new interventions tordurthering our understanding of
mentalization and its role in parent-infant relasbips. In considering why and how
MTB worked, there are a number of possibilitiese Thllowing discussion highlights
some of the most likely features: MTB'’s unique ek on RF, its interdisciplinary

nature, and its intensity.

Emphasis on Enhancing Reflective Functioning: 8tiass & Techniques

The quantitative data from the present study regrgsreliminary evidence that a
mentalization-based, intensive, interdisciplinargrvention enhances mentalization in a
high-risk population of first-time mothers with ersive levels of trauma and disruption.
This suggests that a specific emphasis on RF isritapt in developing treatment
programs for such populations. In addition, it leiededence to the position that there is
real value in focusing on RF when training clinfgao work with these kinds of
families. As a whole, these findings underscoreutiigy of emphasizing RF

specifically, which is a focus unique to MindingetBaby. Indeed, there are other early
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childhood interventions, such as the Circle of Sgproject (Marvin, Cooper,
Hoffman, & Powell, 2002; Cooper, Hoffman, Powell Marvin, 2005) and Daniel
Schechter’s video feedback project (Schechter.e2@05; Schechter et al., 2006) that
include the fostering of reflective function amahg various goals of the intervention,
but MTB is the only such home visiting interventiat is built around a central aim of
helping parents develop a reflective stance.

Sadler, Slade, and Mayes (2006) describe four stagthe process of facilitating
the development of the reflective stance: the dgmaknt of a therapeutic relationship
between the home visitors and the mother, the prmviof concrete services, the
development of the capacity to acknowledge anddt#danental states, and finally, the
move toward mentalization. Establishing a soliddpeutic alliance is the first step in
this process; the mother must feel safe and caedaimnth the home visitors, and assured
of their consistency and availability, before sha begin to acknowledge, and then
reflect upon, mental states. Especially importamtvary step, and particularly early on in
the intervention, is the training of the home wsst who learn about attachment and
mentalization theory, how to recognize various Ilewamd manifestations of RF, and how
to “hear” the potential for reflection and help thether reframe non-mentalizing

situations (Slade et al., 2008).

Providing Concrete Services & Developing the Thetdjz Relationship
From the start of the MTB intervention, mothers larked to a comprehensive
web of care (Lieberman, 2003), an array of concseteices that address both their own

and their infants’ physical and emotional healthe Tmpact of such concrete services is
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twofold: First, most of these mothers are in dieedh of basic medical and social
services, but need help learning how to go abotaining them. Second, and more
profound, in having their concrete needs attendethese mothers are experiencing
“being known, accepted, and affirmed by the honsaéwis” (Sadler, Slade, & Mayes,
2006, p. 277)—that is, the home visitors are sgreis a secure base for these mothers.
As discussed in chapter 2, one key to succesdanamrship-based interventions is the
creation of a secure base for the mother (Fraild&80; Lieberman, Silverman, & Pawl,
2000; Lieberman, 2003), another person who caresno contains the mother without
being judgmental or critical and who holds her dltagainful narrative in mind (Sadler,
Slade, & Mayes, 2006). Ideally, this relationshipri serves as a model for the kind of
relationship the mother will have with her child.

As described by Sadler, Slade, and Mayes (2006 WRB home visitors begin
providing concrete services from the first dayhed program. These often include
tangible evidence of their support, such as videasdouts, books, and toys, and even
diapers and emergency food when necessary. Honersigy to leave a reminder of
themselves behind after each visit—a list of geal#ten together with the mother, a
baby toy, a printed handout—as evidence that tlaeg lheen there, and that they will
return (Sadler, Slade, & Mayes, 2006). Home visitdso help mothers navigate the
social service system, providing and assisting waperwork, accompanying mothers to
agency visits (and often waiting on line with théanhours), and making frequent phone
calls. For example, in Ana’s case, the social wodamsistently encouraged Ana to
return to high school and facilitated the procgsadcompanying her to the school on

multiple occasions to register. These tasks argugdéy turned over to the mothers,
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imparting a sense of mastery that most of theseemdmave never experienced (Sadler,
Slade, & Mayes, 2006).

The importance of providing concrete services,ipadrly at first, cannot be
overestimated. As Sadler, Slade, and Mayes (2086j put,

The link between concrete services and the devedopof mentalization may

seem obscure but, like the establishment of a pleertac relationship, the link is a

crucial aspect of the mothers’ slowly startingdentify themselves and the baby

as having bodily and psychological needs that eaddscribed and met. (p. 279)
Most of these women have had few moments of bamigrstood and known by their
caregivers, and thus their experience of need lystaédes the form of “diffuse
neediness” (Sadler, Slade, & Mayes, p. 279)—thad chronic general feeling of
neediness with little understanding of its origimdiow to ameliorate it. By meeting the
mother’s (and the baby’s) basic needs, the MTB huaisitors enable the mother to
slowly become aware of her specific needs—bod#ychological, and relational—to
name them and experience them as real, and threrdgnize that she can learn ways to
get these needs met. In terms of bodily needdydhee visitors help the mothers learn to
attend to their bodies, as well as their babiesvarious ways, including helping mothers

with grocery lists and preparation of nutritiousaise teaching stress reduction through

yoga stretches and relaxation, and teaching balsgage to relax the infant.

The Capacity to Tolerate Mental States & the Emecgeof Mentalization

The first two stages—developing the therapeutiati@hship and providing
concrete services—are necessary prerequisitebdarext two stages, developing the
capacity to acknowledge and tolerate mental statesthe emergence of mentalization.

As manifested in their RF scores on the PregnamgyJiew, most of the mothers in
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MTB start the project with very limited mentaliziegpacities. Often they lack words for
basic emotional experiences, and they have lifgfgeciation for the connection between
thoughts, feelings, and behaviors. Thus one ohtme visitors’ main tasks throughout
the course of the intervention is to constantlyeldbelings—both the mother’s and the
baby’s. Along the same lines, as described in @ndhtthe home visitors frequently
employ the strategy of “speaking for the baby” (Eaeter, Osofsky, & Hann, 1991) and,
equally important, speaking for the mother. Spegkamn the mother allows the mothers
to begin thinking about their inner experience tmbegin to articulate their needs and
concerns, often for the first time. Once theseigslare articulated, the home visitors
can then go about helping the mother cope with tRéns sequence is one of the major
strategies used by the MTB team: begin by helgmegnother identify a feeling, and then
help her develop a way to regulate and containfé@bng (Sadler, Slade, & Mayes,
2006). In so doing, the home visitors are paviregway for the mother to begin to hold
her baby in mind—to acknowledge the baby as a thgjKeeling being, and to tolerate
and regulate his experience.

After the baby’s birth, the home visitors employagiety of techniques to enhance
the mother’s understanding of the baby as an iotealt feeling being. For example, the
home visitors pay careful ongoing attention torthe/born’s states of alertness, from
sleeping to actively alert, and frequently poirdggt out to the mother so that she learns to
identify them. In addition, speaking for and imitgtthe baby serves asvivo, direct
teaching experiences that highlight the baby’s sgaelsires, and expectations; the mother
also learns that these can be understood by beurged and responsive to the baby’s cues

(Sadler, Slade, & Mayes, 2006). Another technidpa¢ home visitors frequently employ is
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foreshadowingor “beginning to think through and rehearse lig mother the next
states in the child’s and her own development” [&a&lade, & Mayes, 2006, p. 281).
These rehearsals can be thought of as mentalizatiercises, prompting the mother to
envision how she or her baby will feel in a givénation.

Once the mothers have begun to label, acknowledgktolerate thoughts and
feelings, the emergence of mentalizing begins. &sdd by Fonagy et al. (1998; see
also above), there are three major componentseffextive stance: an awareness of the
nature of mental states, the capacity to teaseneutal states underlying behavior, and
recognizing developmental aspects of mental stitessthese abilities that the home
visitors seek to enhance. One principal strateggéing so is engaging in dialogues with
the mothers about how they and their children eetirig and why they might be feeling
that way. The basic idea that the home visitoengtt to impart in these dialogues is that
mental states make sense and can be understoadplesafrom Sadler, Slade, and
Mayes’s 2006 article include, “Maybe he’s feelinlitiee out of sorts today because he
just had his shots” and “Maybe you’re feeling #dibverwhelmed at going back to
school so soon after the baby’s birth” (p. 282)adidition, the home visitors attempt to
help mothers understand their child’s behaviorteims of mental states, moving away
from a focus on behavior and toward an appreciaifdhe feelings underlying the
behavior. For example, a child’s clinginess whenrtiother drops him off at daycare can
be understood as an expression oftighto have his mother stay with him (Sadler,
Slade, & Mayes, 2006).

Home visitors also play a crucial role in reframsiations where mothers seem

to have misread their baby’s mental state (refetwexs “non-mentalizing interactions”),
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which over time can lead to serious derailmenthénrelationship. This is especially
important for mothers who tend to attribute malewblor negative intentions to their
babies. For example, some mothers think of theédidsacrying during the night as a
reflection of their wish to anger her, rather tlaanexpression of their need for comfort.
One possible intervention would be for the homéatito speak for the baby (e.g.,
“You're lonely and scared and hungry, and you wdammy to make you feel better”)
so that the mother can accurately perceive the'dattgntion first, and then better

understand how to comfort him.

Other Techniques: Videotape Review and Play

In addition to using language (e.g., wondering dlabout feelings, speaking for
the baby, etc.), the home visitors employ othetsgies to enhance and encourage
reflection on internal experience. As mentioned/jangsly, concrete reminders are one
such technique. Another powerful method is theenewof a previously videotaped face-
to-face mother-infant interaction, filmed when tfaby is 4 months old. The clinical
social worker goes over the videotape together thiéhmother at various points during
the intervention, providing opportunities for thetimer to consider the baby’s intentions
at a distance from the actual event, away fronstress of the baby’s demands as well as
her own reactions—and in the context of a suppentationship with the social worker.
In addition, by viewing the tape at various pointsime, the mother can begin to see and
contemplate changes in her baby, and in her relsitip with him, over time. For
example, in Ana’s case, her reactions to the videdieh she first viewed when her

child, Louis, was 14 months old—reveal a growingssivity to her child’s cues. She is
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able to comment, in retrospect, on her previousiliato understand Louis’s
communications: “I had no idea what he wanted.l. see now that his crying was to tell
me he’d had enough.”

Playing with the child provides another kind of oppinity to build reflective
capacity. Many of the mothers in the MTB projechoithemselves have rarely been
given the chance to play and explore, start ouingagreat difficulty playing with their
babies and do not see the need for the infantpgtoex (Sadler, Slade, & Mayes, 2005).
Lourdes, one of the mothers described in chaptisrah) example of such a mother; she
felt that her baby was safest on her lap, and drsaed his attempts at autonomous
exploration. Most of the mothers in Minding the Bateed encouragement and guidance
from the home visitors in learning to play, angarticular in learning to “follow the
baby’s lead” during play. By playing, both mothadachild enter a state in which mental
states can be played with in a non-threatening waagisely because they aret real
Through playing, the mother enters into what Wintti¢1965, 1971) calls the
“transitional space” between playing and realigg(S$lade, 2005). In so doing, the
mother learns to take on the child’s inner expegeno envision mental states in him and
to play with these. As discussed later in this thigphis experience of being held in
mind by the mother is critical for the child’s démement as well, laying the foundation
for him to begin making sense of his own experigff@magy & Target, 1996; Fonagy et

al., 2002; Slade, 2005).

Common Factors With Other Mentalization-Based Piotg: MBT & SMART

Many of the strategies and techniques used in Monthe Baby are very similar
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to those employed by two other mentalization-bdassatments, Bateman and Fonagy’s
Mentalization Based Treatment (2003; 2006) anddteararget, Fonagy, and
colleagues’ SMART intervention (Fearon, Target,ggat, Williams, McGregor,
Bleiberg, & Fonagy, 2006). Although Minding the Badrew out of a larger tradition of
mentalization-based treatment—that is, treatmaatt“dntails specific attention to
mentalizing in the therapeutic process” (Allen &gy, 2006, p. xix)—Minding the
Baby was developed prior to and without directatodiration with the creators of either
MBT or SMART. Thus it is particularly interestingnd important, that the Minding the
Baby team arrived at many of the same principlealgy and techniques as Bateman and
Fonagy and Fearon and colleagues. Given the eralyridemonstrated success of MBT
(see Bateman & Fonagy, 2008), and now the evid&noethe present study of Minding
the Baby’s success, an understanding of similarbietween these programs sheds light
onwhat worksin such treatments—that is, what central pring@ed strategies may be
key to a successful mentalization-based treatment.

The concept of mentalization-based treatment wsisférmally introduced in
2004 by Anthony Bateman and Peter Fonagy, who taaldf that in adult patients with
borderline personality disorder, the capacity totakze was severely compromised.
“Mentalization-based Treatment,” or MBT, was dey&ld and researched in response to
this finding, as a way to enhance mentalizatiomdividuals with borderline personality
disorder. Bateman and Fonagy view borderline pedggrdisorder from a “dynamic
developmental” standpoint (2007, p. 84), positimgt it is rooted in a failure to develop
adequate mentalizing abilities during infancy ahddhood—and more specifically, in a

failure to develop adequate mentalizing abilitrean attachment contexh a series of
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papers published over the past decade, Fonagyiswedlleagues have put forth a model
of the development of mentalization, as well asemty regarding the implications—
clinical, biosocial, neuropsychological, and depeh@ntal—of the failure to develop the
reflective capacity (see Fonagy et al. 1995; Fore@l., 2002; Fonagy et al., 2003).

According to this model, all humans are born wité tapacity to mentalize, but
certain experiences must occur in childhood, begmim early infancy, to pave the way
for the reflective function to develop. Gergely aivdtson (1996) postulate that for very
young infants, the caregiver’s mirroring of theanf's affect is critically important
because it enables the infant to begin organiziangéif-experience. They further argue
that the mother’s affect-mirroring must meet twodidions: markedness and
contingency. Contingency means that the mothespaese matches the infant’s internal
experience. Markedness, as described by BatemahRaraty (2003), refers to “the
caregiver’s capacity to incorporate into her exgi@s a clear indication that she is not
expressing her own feelings, but that of the bapy193). Stated differently, the infant’s
internal state is reflected back to him as a “respntation.” The infant begins to
recognize and learn about mental states, bothwmsamd others’, by observing these
re-presentations in the caregiver.

During childhood, the caregiver continues to playwial role in enabling the
child’s development of a reflective stance. As nmrad above, through imaginative
play, the caregiver enters into the Winnicottia®63, 1971) “transitional space” between
playing and reality (see Slade, 2005). By doingise parent simultaneously enters the
world of the child’s imagination and also maintamelear sense of reality. As Fonagy

and his colleagues write, “the child’s mental statest be represented sufficiently clearly
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and accurately for the child to recognize it, yétisiently playfully for the child not to

be overwhelmed by its realness” (Fonagy et al.2200266). This process eventually
enables the child to recognize the contents offriingl asmerely representations
thoughts and feelings, as a subjective experidmatas uniquely his own and thus
different from what is in the minds of others (Fgn& Target, 1996; Slade, 2005). Only
then can the child begin to try to imagine whahianother’s mind and to make sense of
his own experience. This recalls Bion's (1962) apiof the containing mother, who
takes in the infant’s threatening mental statesadfeds them back to him in a
metabolized form that is tolerable and safe.

Fonagy and colleagues (Fonagy, Gergely, JuriStaget, 2002; Fonagy, Target,
Gergely, Allen, & Bateman, 2003) also present a ehofithe development of
psychopathology as a result of repeated failuredfect-mirroring during infancy. In one
scenario, if a caregiver consistently mirrors thidés emotions accurately but fails to
“mark” them, the mirroring becomes too realistic @result, the child does not develop
a sense that the emotion is his; without a markegaresentation of his internal state, the
child attributes the emotion to the caregiver rathan to himself. For example, Fonagy
et al. (2003) posit that a parent who is overwhelimg negative affect in her infant—as
are many mothers at the start of Minding the Babyaytend to mirror such affect in a
realistic but unmarked manner, as the task of agledging and reframing the emotion
is too distressing for her. In the absence of v@stion, the parent’s response, rather than
aiding the infant in regulating his negative affewill increase negative arousal and lead
to a failure of containment of the infant’s emosdisee Main & Hesse, 1990; Fonagy et

al., 2003).
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In a second scenario, some caregivers have difficuirroring their infant’s emotions in

a contingent manner, so that the infant’s affecsitage is inaccurately re-presented to
him. For example, a child whose mother continuallginterprets his cries for attention
as attempts to “annoy” her, and thus reacts byriggdis cries, may eventually mislabel
his own emotional states. Both of these scenaeiodarce the importance of the home
visitors’ role in Minding the Baby; by holding tmeother in mind, they diminish her
tendency to become overwhelmed by the infant’s tnagaffect, and by continually
labeling feeling states and reframing non-mentadjznteractions, they enable the mother

to accurately perceive, and thus better meet nfaai’'s needs.

Bateman & Fonagy: MBT for Borderline Personalitysbrder

A full description of the MBT approach, which emed directly from Bateman
and Fonagy's understanding of the developmentgirariof borderline personality
disorder (BPD), is too broad to include here (seeeBian & Fonagy, 2006 for a
comprehensive account). Generally speaking, MEE, Minding the Baby, aims to
make the patient’s mind the focus of the treatmBateman and Fonagy believe that
MBT is helpful for individuals with BPD becausehiis

. .. the potential to recreate an interactionarmaf attachments in which

mentalization develops and flourish&ke therapist’s mentalizing in a way that

fosters the patient’s mentalizingseen as a critical facet of the therapeutic

relationship and the essence of the mechanismaofgeh (Bateman & Fonagy,

2006, p. 415, emphasis added.)
Fonagy and Bateman (2007) explain further that thyective is for the patient to find

out more about how he thinks and feels about hirasel others [and] how that dictates his

responses” (p. 93). Minding the Baby, of coursara this aim, hoping to spark the
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mother’s curiosity and thoughtfulness regardingdven mental states as well as her
child’s, and how these mental states are linkeld aghavior. In MBT, moments in which
therapist and patient have differing perspectiviEsdan opportunity for both parties to
verbalize and explore the mental processes thabledch perspective and to consider the
alternative viewpoints. Such moments model the adeaultiple alternative perspectives,
which over time enables the patient to considerexperience an array of mental states
rather than being “stuck” in one particular realifhe Minding the Baby home visitors
engage in a very similar process all the time withthers; in “speaking for the baby,” for
example, they offer an alternate perspective—tly’ba—on a situation, facilitating the

mother’s ability to consider another point of viamd to question her own.

Mentalizing Techniques in MBT

The techniques suggested by Bateman and Fonadgcibtrating mentalization in
MBT share many common elements with the strategigsloyed by the home visitors in
Minding the Baby. For example, in one MBT technigtne therapist offers the patient
praise for moments of positive mentalizing and usdares the beneficial effects of such
moments, with the aim of stimulating the patietsiosity about mental states in
himself and others. As described throughout thagptér, the home visitors in Minding
the Baby are constantly encouraging reflective fioning and helping mothers
understand the utility and positive impact of ustiending mental states.

Another MBT technique, called clarification, refeosthe process of tracing the
patient’s behaviors to related feelings by “rewnglievents in the patient’s narrative and

exploring his moment-by-moment experience leadingrt action. The therapist remains
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particularly alert to moments of failed mentalizinghe patient’s story; when these
become evident, the therapist questions them agic sdternative ways of understanding
the events. Minding the Baby offers an even matrenisive version of this technique:
Because the home visitors are present when motigeinéant interact, they can offer
vivo, “live” discussion of events as they occur (thooglcourse home visitors can, and
do, review past events, with an aim similar to thfathe MBT therapist of honing in on
mental states). This recalls Fraiberg’'s (1975; )9&tonale for having the baby present
during therapy sessions, a practice that is nowncomin dyadic infant-parent
psychotherapy: Fraiberg believed that in additmfatilitating information-gathering
that would be impossible solely through parentpbre the baby’s presence in session
allows for therapeutic intervention in the immediatoment, while affect is being
experienced and can be addressed directly (Lieber8iverman, & Pawl, 1999).

A third MBT technique, called challenge or “stoglastand,” has a similar goal
of attending to events “in the moment”; in thishteijue, the therapist, in response to a
failure in mentalization during the session, iniets and insists that the patient address
the rupture in order to revive his reflective capacSome labeling of emotional states
by the MBT therapist is also part of this technigaleowing the therapist to explore the
patient’s manifest feeling as well as experienbas thay result as a consequence of
that feeling. As we know, affect labeling is an ongant component in Minding the
Baby, too, as it gives the mothers a means of iiyerg, and then expressing, their
inner experience.

In a recent update (2008), Bateman and Fonagytrepaesults of an eight-year

follow-up study of patients treated for borderlpersonality disorder using MBT as part
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of a randomized, controlled trial. Members of thB™group, who had received 18
months of MBT followed by 18 months of maintenanoentalization-focused group
therapy, were functioning better than the treatr@satisual group in multiple domains,
including lower rates of suicidality, fewer symptewf BPD, less use of medication,
fewer global functioning scores below 60, and inwgvocational status. Given the
similarities in approach and technique between Migdhe Baby and MBT, these
findings—and, in particular, the fact that the gaiimthe MBT group were maintained
over time—bode well both in the short and long téonthe mothers enrolled in Minding

the Baby.

Other Mentalization-Based Treatments: SMART

SMART, or short-term mentalizing and relationalrti®y, is a relatively new
approach to clinical work with children and adoksts and their families (Fearon et al.,
2006). It represents an extension of the tenetseftalization-based individual treatment
to work with families. SMART is “based on the asgion that problems in family
relationships derive at least in part from the fgiidifficulties with mentalizing”
(p. 206). One key component of SMART is that therdipist, like the home visitors in
Minding the Baby, strives to model and to encounagamily members the “curious
stance” (p. 215), an expectation that one’s thigkimay be enlightened and changed by
learning about other people’s mental states.

Another goal of SMART is for the therapist to explthe ideas of mentalizing
theory to the family members clearly and plainlging important examples provided by

them. A particular focus is the interplay betweesntalizing, stress, and behavior, which
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often get caught up in a vicious cycle within taenfly. The therapist also aims to
demonstrate mentalization implicitly by showingiaterest and curiosity about mental
states, a respect and consideration for individuadéstal states, and excitement about
discovering new mental state processes. In Mintheg@aby, the home visitors typically
do not explain or teach mentalizing theory exdlydiv the mother; rather, they model the
reflective stance, teaching it implicitly in an angg way. The home visitors share
SMART’s focus on identifying vicious cycles of nomentalizing behaviors and then

attempting to interrupt these processes througlenhancement of reflective functioning.

Intervening During Pregnancy

One aspect of Minding the Baby not shared by MBBMIART is that it begins
during pregnancy. This difference is important lusea as a time of great change and
upheaval, with reorganization occurring across nyanysical and psychological
domains, pregnancy—and first pregnancy in partregfaresents an opportunity for
transformation, a “moment ripe for intervention ampk for change” (Slade, 2002, p. 10).
Thus the home visitors in MTB have the benefitdérvening at an opportune moment,
when mothers-to-be are particularly open to tramsé&tion. Pregnancy is a period of
great vulnerability, for sure, but it is also aeaditime to help mothers change negative

patterns of behavior and thought (Olds, Sadler,i&{an, 2007).

WhatElseWorks in Minding the Baby? Other Factors

Two features of the Minding the Baby program thatidguish it from MBT and

SMART are its interdisciplinary focus and the irgiy of the services it provides. In
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terms of being interdisciplinary, Minding the Bat®presents a true integration of
services from an array of sources, including ngrsotinical and developmental
psychology, and social work (Slade et al., 200%l&aSlade, & Mayes, 2006). Sadler,
Slade, and Mayes (2006) note that

.. . hone of the key elements of the MTB prograeedfective as a stand-alone

approach; . . . however, when all the elementsstiradiegies are implemented in

an integral system of preventive care for youngtfirme families, we are
learning that this program can be a very powertpkgience in their lives.

(p. 284)

The MTB intervention focuses on both the mardtithe body; the home visitors, and
particularly the nurse practitioner, pay closerdtta to the mother’s physical needs
throughout the program, ensuring that she is hgaltll that her basic bodily needs are
met. This then serves as the foundation that eagbé&mother to begin attending to her
psychological needs (Slade et al., 2005).

In terms of intensity, Minding the Baby resemblesse home visiting models
much more than individual or family therapy modebsjch usually involve once- or
perhaps twice-a-week outpatient sessions. As ddtadrlier in this chapter, the Minding
the Baby home visitors work with the mothers on ynlavels, helping them with tasks
ranging from buying groceries, applying for bergefand installing air filters to
developing a labor plan and playing with their dhiHome visitors also struggle with the
challenges of working within the family system aasllvas all of the stressors attendant to

poverty. Given the multiple levels of need in thgpulation, a multi-pronged, flexible,

intensive intervention is a necessity to effecglé@rm change.
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“Less Is More” Versus “More Is Better”: The Earlyntervention Debate

There is an ongoing debate within the field of yartervention regarding the
most effective and appropriate models of intenamtand specifically on whether short-
term, focused, behavioral interventions (“less @ef) hold more promise than long-
term, comprehensive, intensive programs, such aslikg the Baby (“more is better”).

In a series of meta-analyses of attachment-base/éntions, Bakermans-Kranenburg,
van lIJzendoorn, and Juffer (2003) and van 1Jzemjdaffer, and Duyvesteyn (1995)
conclude that “less is more”—that is, that “intemtiens with a clear focus and a modest
number of sessions are preferable” (Bakermans-Kizerg et al., p. 212). Their meta-
analyses suggest that the most effective intervesatil) were short-term (16 sessions or
fewer); 2) started later (after child age 6 monthsg 3) focused specifically on
parenting behaviors rather than on a broad rangeeakures.

In contrast, Egeland, Weinfeld, Bosquet, and CH@080), after conducting their
own review of 15 attachment-based interventiore;iied the opposite conclusion,
arguing that “more is better” (p. 79). Egeland anlleagues promote “lengthy, intensive,
and carefully timed” (p. 70) interventions as thesineffective, especially for high-risk
populations, and specify that such interventiormsikh 1) start as early as possible
(ideally during pregnancy); 2) provide the most poainensive support; 3) last longer;
and 4) have the most sessions.

In an effort to address these disparate conclasiBerlin (2005) reviewed a
subset of studies examined by Egeland et al. akdrBans-Kranenberg et al. that she
considered to have “the most rigorous findings”I(p). Based on the results of her

review, Berlin concludes that
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... itis not an “either/or” proposition: givehdt the participants come to
treatment with widely varying characteristics amedas, it is most likely that “less
is more”and “more is better” because “less is more” for somleereas “more is
better” for others. (p. 20, emphasis in original)
In other words, the question of “What works for wiif—initially posed by Strupp and
Bergin (1969, 1972) in relation to matching diffier@sychotherapeutic approaches to
specific diagnoses or problems—also, not surprigjnEertains to the field of early
intervention regarding what kinds of services wogst for which populations.
In terms of Minding the Baby, Slade, Sadler, aralybt (2005) believe that for
the population served by their intervention progréme complexity of the mothers’ lives
demands a “more is better” approach:
We favor a more intensive approach, especiallyrfothers with a significant
psychiatric and trauma history. . . . We suspedt iths these mothers who
challenge and overwhelm the home visiting profess®working primarily within
a single discipline or those attempting more stmext behavioral interventions.
The families’ needs for integration and complex®eas are simply too great for
singular or focused behavioral models. (p. 173)

In a discussion of strategies for designing eflecinterventions for at-risk children and

their families, Borkowski, Smith, and Akai (200®Ister Slade et al.’s position, stating

that

... although researchers have demonstrated tiedt targeted interventions are

effective in specific instances, . . . complex peots often necessitate broad

intervention programs with multiple, highly-focuseaimponents to address more

than a single core issue or problem domain. (p).232
The findings of the present study further challetige“less is more” approach for
families dealing with multiple severe stressorspanticular, the case studies in chapter 4
highlight, for this population, the enormous conxjtieinherent in the process of change

and the importance of providing a wide range o¥ises to address the many needs—

physical and emotional—of the mothers and theiidsb
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lll. Qualitative Analysis: Causes & Implications thie Complexities of Change

Due to the severity of these women'’s situationstefms of both the
environmental stressors and the internal struggkegface—even the most intensive,
multi-level intervention is bound to fall shortsome domains. As described in chapter 4,
despite the significant empirical findings in thegent study that indicate an overall
increase in RF, qualitative analysis of the dat@aés that the process of change is more
complicated and less straightforward than the qtaive analysis suggests. For
example, in some cases, although overall RF didor®y other important outcome
indicators (e.qg., the child’s attachment secustyywed unexpected patterns. In other
cases, while overall RF scores did not increaskyinual passage scores did, indicating
that some mothers made gains in certain areasobirt a global way. As part of the
evaluation of Minding the Baby, it is importantdonsider possible factors that may have

limited the effectiveness of the intervention.

Possible Limiting Factors

As detailed in chapter 2, mental illness afflicia@e proportion of the mothers
participating in Minding the Baby: At the outsettbé intervention, the incidence of
psychopathology was above 50%. For some mothersyesenental illness—both in the
mothers themselves and also in their family memb@tayed a significant role in
limiting the effectiveness of the Minding the Babgervention. For instance, the case
study of Lourdes in chapter 4 describes how sigaifi psychopathology, both in
Lourdes and in her family, may have prevented f@nftranslating her enhanced

mentalization into more sensitive behaviors with ley.
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Another potential limiting factor of the MTB integmtion is the decreased “dosage”
received by some of the mothers. Despite the hasi@ns’ best efforts, some mothers,
such as Micaela in chapter 4, were all-but-impdedi locate at times, making
consistency of visits extremely difficult. In addit to resistance from the mothers and
other family members, challenges cited by homeansiin tracking down mothers
included the mothers’ frequent changes in residenaod telephone numbers as well as
their generally chaotic schedules. Moreover, ewtied family systems pose a substantial
challenge to efforts to change the mother’s atétuand behavior, especially if the
encouraged changes run counter to the family’®fselin Lourdes’s case, for example,
her family’s rigid beliefs about childrearing outiyleed the home visitors’ promotion of
autonomous exploration and play. The power of aenilfy’s beliefs was particularly
difficult to challenge because unlike Ana and Mleaéourdes lived with her extended
family after her baby’s birth.

Slade, Sadler, and Mayes (2005) point to an adtitiohallenge: mothers who
fall in the borderline range of intellectual furasting. In general, reflective functioning is
not believed to be linked to intelligence (Levyaét 2006; Slade, Sadler, & Mayes,
2005). Yet the ability to hold an idea or mentakstin mind, to play with it and reflect
on it, requires executive capacities that are gianigher cortical functioning (Slade,
Sadler, & Mayes, 2005). For mothers with borderlmeel intellectual functioning,
holding onto an idea is a struggle in itself, mgkinexceedingly difficult to help these
mothers link mental states to other mental staté®baviors. Slade, Sadler, and Mayes
(2005) describe altering the goals and expectatibtise MTB intervention for these

mothers, so that the principal aim becomes “sinbplyave them articulate an awareness
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of a physical state, feeling, thought, or intentiand to maintain this awareness for
longer periods of time” (p. 171). This processetpful in enabling this sub-group of

mothers to modulate and control their impulses,tand to better care for their babies.

IV. Limitations of the Present Study & Directiors fFuture Research

Based on the results from the present studynbiknown whether the increase
in overall maternal RF is indeed the result ofititervention, as hoped, or whether it is
the result of other factors (or some combinatiothete). For example, the mothers’ RF
scores could have improved as a result of themlgigeiting older and more mature
over time. Further research is needed to clarig/gestion. Another potential confound
in the present study is that it utilized two difat measures of reflective function: RF
scores during pregnancy were based on the motlessonses to the Pregnancy
Interview, whereas RF scores at the end of thevietgion were based on their responses
to the Parent Development Interview. It is thusgdae that these two measures of RF
(pre- and post-intervention) were tapping into thiferent constructs. A post-hoc
Pearson correlational analysis was conducted &saghe relationship between the pre-
and post-intervention RF measures. The resultingelation, r = .33 (p <.15), suggests
that the two measures asdated—which increases the likelihood that the measures a
assessing the same construct—but does not nedgsasdicate that the two measures are
the same. The failure of this correlation to béistiaally significant at the p < .05 level is
largely a function of the small sample size, rathan the two measures not being
meaningfully associated with each other. Againthieir research using these two

measures is required to assess their relationslgipaainvestigate whether they indeed
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tap into the same construct.

In addition, according to the statistical findirdjscussed in chapter 4, the
mean change in RF level (.57 of a point) from poepost-intervention in this sample
is statistically significant. Yet results from ttagidy indicate that out of 21 mothers, 11
mothers’ RF levels increased, but 10 mothers’ RElfeeither did not change (n = 7)
or decreased by 1 point (n = 3). Thus in nearly th@ sample, RF level did not
actually increase. A natural question that arise®¥hat do the results mean from a
clinical standpoint?

There are several ways to approach this questiearlg, more research is
needed in the area of reflective functioning, aredemal reflective functioning in
particular, to more fully understand the implicasmf the findings of the present study.
In assessing the meaning of the present studyldtses is important to keep in mind
that given the unrelenting stressors present irstigects’ lives—and, on top of those,
the additional stress of having a child—we woul@ext the mothers’ reflective
functioning, in the absence of intervention, tauatly decreaseover the course of the
study rather than to stay the same. That is, th®& Miervention is fighting against the
tide, so that cases where mothers’ RF scores stagexshme should be regarded as
possible indications of the effectiveness of themvention, rather than examples of the
intervention’s “failure” to make a difference. Irsamilar vein, the fact that in the
majority of cases in which RF scores improved,ititeease in RF was small, should not
be seen as an indication that the interventionnea®ffective. In fact, changing a
person’s level of RF is quite difficult; even a dhiacrease may thus reflect a substantial

shift in functioning.
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One way to explore clinical significance would bddok beyond RF scores by
examining how mothers and their infants in this-salmple performed on other
measures, such as the AMBIANCE scale, the Strangat®n, and measures of
maternal psychopathology, to explore how thesefaghteract with RF. Indeed, as
mentioned earlier in this chapter, a pilot studgrssently underway, using a sub-sample
from the larger Minding the Baby study, to assessrelationship between mothers’ RF
scores in pregnancy and their AMBIANCE scores. Vdellek expect to see an inverse
correlation between RF scores and AMBIANCE scaedhat mothers who have higher
overall RF scores will have lower (i.e., less dmad) AMBIANCE scores. In terms of
the Strange Situation, we would expect that thielddm of mothers whose overall RF
levels increased would be more likely to be clésdifis secure than the children of
mothers whose RF levels did not increase. Finallygerms of psychopathology, we
would expect that mothers with higher levels ofgisgtric symptoms would pose greater
challenges to the intervention, and thus would sle®s improvement—as reflected
either in maternal functioning, child functioniray, both—over the course of the
intervention than mothers with fewer psychiatrimpgoms. For example, Lourdes, who
suffered from significant mental illness and becaately psychotic at birth, showed
improvement in her overall RF level from pre- tspmtervention, but her child was
classified as insecure with respect to attachment.

Additionally, in assessing clinical significanceparticularly important measure
to explore would be the nature of mothers’ represg@ns of their child and of
themselves in relation to their child, both durprggnancy and after birth. In designing

the Minding the Baby study, Slade and her colleag&adler, Slade, & Mayes, 2006;
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Slade et al., 2005), reasoned that by enhancinghelf,would be indirectly changing
maternal representations and, in so doing, layaeggroundwork for positive outcomes
for both mother and child. Assessing the mothesgtesentations would allow for
confirmation (or contradiction) of this assumption.

In addition, a longitudinal design would make ispible to study the long-term
effects of the Minding the Baby intervention. Feample, in assessing the long-term
impact of The Nurse Family Partnership (NFP), @Gitlal. utilize maternal variables such
as time on welfare and incidence of child abusersglect, as well as rates of substance
abuse, subsequent pregnancies, and arrests. @hiddbles include number of arrests,
instances of running away, convictions/probatiariations, sexual partners, and days of
consuming alcohol (Olds et al., 2000; see chapteir2 assessment of these or similar
variables in the families who participate in Mingithe Baby would be extremely useful
in understanding and evaluating the developmerdpddtory of the children as well as
the long-term effects of the intervention on thetimees.

Perhaps the most important limitation of the présendy was its lack of a control
group. As a result, findings from this study shobddconsidered preliminary and require
further examination with the addition of a contgobup. Fortunately, the larger Minding
the Baby study, which is ongoing and includes arobarm, provides a potential data set
for such further exploration. In addition, the sd@sed in this present study was fairly
small and was not very diverse in terms of demdgcagariables. Increasing the cohort
size as well as the diversity of the sample (&ygimplementing the intervention in other
settings), and using different home visitor-cliaits, would add to the generalizability

and reliability of the current findings.
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V. Conclusion

In a 1998 article about prevention and interventionagy argues that the
“enhancement of mentalizing should be at the coprevention in early childhood”

(p. 141). He further states that

. .. the systematic facilitation of the developtneithe child’s awareness of

the mental states of those around them is an irapbtarget for preventive

intervention in social and behavioral disordershiidren. (p. 141)

Minding the Baby is thus in line with Fonagy’s cft a new kind of
intervention; by building maternal reflective cajggdit fosters the child’s capacity for
mentalization as well. Indeed, Minding the Babwuimsgque among relationship-based
early interventions in its explicit, central fooois enhancing parental reflective function
as a way to improve parent-child relationships emttl outcome along many
dimensions. This focus was inspired by Fonagy asddileagues’ work on the internal
gualities thaallow mothers to be sensitive—that is, the reflectiveacity (Slade, 2002).
Minding the Baby focuses on fostering reflectivadtioning because RF “provides the
mechanism wherehlyothrepresentations and behavior are changed” (S&klbte, &
Mayes, 2006, p. 275, emphasis added).

Over the past decade, studies have shown refldcinationing to be a complex
construct, and one that is relevant and usefuhaetstanding the parent-child
relationship and the emotional development of thiElcThe present study adds to a
growing body of literature demonstrating that Ripasticularly important in high-risk
populations, as it serves as a buffer and a pregefzctor against trauma and stress. This
study is an early attempt to evaluate the effetctdinding the Baby on mothers’ RF, and

to begin to explore, quantitatively and qualitalyyeéhe nuances and meaning of these
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effects. In so doing, it provides preliminary ansswehile raising a host of new
guestions, highlighting the challenges that lieaahas well as the potential rewards in

continuing this journey.
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|. Introduction to this manual

An adult’s capacity for reflective functioning (RWwas originally assessed on the
basis of his or her responses to the Adult Attacttriregerview (AAl; George, Kaplan, &
Main, 1984); this is an instrument that assesseg|tiality of an adult’s representation of
her childhood attachment experiences. RF is acttgghat can be assessed in a variety
of ways, however, including but not exclusive te Al. The goal of this addendum is
to help raters become familiar with indices ofeeflve functioning in expectant mothers’
representations of thamaginedchildren, as assessed using the Pregnancy Inte(iike
Slade, Grunebaum, Huganir, & Reeves, 1987). TheaBldeveloped to assess the
guality of a mother's representation of her retegiop with her unborn child. Itis a
semi-structured clinical interview that takes abautour to administer and that probes a
variety of aspects of the mother’s view of her gigee of pregnancy, and her
expectations and fantasies regarding her futuegioelship with her child.

This manual is to be used an adjuncto the Reflective Functioning Manual by
Fonagy, Target, Steele, & Steele (1998), origind#dyeloped for the scoring of RF on
the AAl. The present manual represenpmeial adaptation of that manual that is aimed
specifically at providing relevant examples of RFidg pregnancy, and at describing the
minor modifications that have been made in the g al. system in order to allow for
the accurate coding of PlIs. Itis crucial to nbi@yever, that accurate coding will not be
possible unless raters are first trained in theofiske Fonagy et al. mandalThe
Fonagy et al. manual gives full descriptions ofr@lévant constructs and scoring
concerns; this manual is only meant to supplenfenotiginal manual with respect to
pregnancy. To reiterati,is critical that raters of the Pl be well versedin Fonagy et
al.’s original system before attempting to becomeetiable on the system described
here.

In the sections that follow, we aim to describepheticular issues regarding the
scoring of reflective capacity as these are asddgbseugh parental descriptions of an
imagined relationship with the child. Such dedaoips are inherently different from the
ones parents give of their relationships with tlo@n parents on the AAI, which
typically refer to relationships that were formedmy years hence, and to incidents and
memories in the long ago past. By contrast, thasR$ parents to describe a relationship
that has, as of yet, no basis in concrete realityef than the reality of the fetus’ activity
level, and possibly its gender). The PI thus plesia view of the mother’s expectations
and feelings regarding a relationship that haso/ee formed. In addition to this
imagined relationship, the Pl also asks the mdiénink about a variety of other
ongoing relationships: her relationship to hersedfshe imagines becoming a mother, her

1 Or, alternatively, the Addendum for Scoring Retifee Functioning on the PDI (Slade, Bernbach,
Grienenberger, Levy, & Locker, 2004).

Please do not distribute or reproduce without exptit permission of the authors.
© Arietta Slade, Ph.D.



125

relationship to the father of the baby (and todteer children if this is not her first
pregnancy), and her relationship to her own familgrigin.

The methods for scoring narrative descriptionsrajoing relationships do not
differ in any way from those described either ia Bonagy et al. manual or the Slade et
al. addendum for PDI scoring. This manual addese particular issues involved in
scoring mothers’ descriptions of their hypotheti@adl imagined relationships with their
unborn children because these raise particuladgmubin scoring. While we will also
provide scoring criteria and examples of motheesaliptions of other, actual
relationships, we will focus primarily upon the colexities of scoring imagined
relationships.

As a prelude to addressing questions of scoringyiNdriefly review the
particular challenges of this complex developmepitese. Pregnancy can be quite
disruptive to a woman’s equilibrium and psychicangation, as well as to that of the
rest of her family (see Slade, Cohen, Sadler, &@viliin press, for a review). Obviously,
the circumstances under which a woman finds hepsetjnant can vary greatly, as can
the level and type of internal and external resesighe has available to her in this time
of enormous transition and change. Important éeginclude whether she planned the
pregnancy, whether she is in a committed relatignsthether she has adequate familial,
social and financial support to start a family, avitkther she is developmentally or
emotionally prepared to have a baby (Sadler e2@07). Furthermore, she may have
miscarried in previous attempts to have a childyare had medical complications during
her present pregnancy. All of these and many rfamters create the backdrop against
which a woman begins to develop a relationship Wwehbaby and a sense of herself as a
mother (if this is not her first pregnancy, shehkalready feels like a mother, but with a
second, or other pregnancy, even this experienaeges).

It should go without saying that pregnancy is aorsrously complex time
psychologically, during which the woman must mantigeemotional contradictions that
are inherent in impending parenthood (excitememt,dread, fear, and resentment being
just a few), imagine and begin to work througheffects parenthood will invariably
have upon all of the relationships in her life, amticipate and begin to plan for the
multiple realities that come with parenthood. Eweore important, though, she must
begin to imagine the child, amad fantasygrapple with the meeting of their two minds.
She must begin to anticipate that the baby willhatentions and desires that are
distinct from her own. The baby, once part of e, be—at the start—completely
dependent upon her. At the same time, he willdpaate and inherently different from
her. At the heart of parenthood, as is true chtidichment relationships, is the
management of this dialectic.

Pregnancy involves grappling with the knowledge aeality that one is carrying
another potential being within, a being that messlowly invested with subjectivity.
This developing relationship with the unborn chplatentially changes a mother’s
relationship to her own unconscious; she existglation to something that is not non-

Please do not distribute or reproduce without exptit permission of the authors.
© Arietta Slade, Ph.D.



126

entity but not a person. In this transitional shanothers-to-be must knit together a
being, out of illusion, reverie, and fantasy.

When a woman desires to be pregnant, she usuallyswjood things coming
from those parts of her that she does not contrdidarectly see. However, when a
pregnancy is met with ambivalence or is not wanitdd,often very difficult for women
to articulate their aspirations and engage in ieedvout their child-to-be, let alone own
their experience. Even women who have plannedchemeéxcited about their pregnancy
often have many conflicting and extreme emotiofhsted to motherhood. The greatest
effects of these states is their power to intensfigting conflicts. At the intersection of
colliding motives and conflicting desires and roliéss hard to access genuine feelings.
Each woman'’s conflict bears the stamp of her owtividual psychology, an intricate
blend of relationship dynamics and emotions, a$ ageh complicated overlay of social
messages.

The Pregnancy Interview (which is usually admimestieduring the third trimester
of pregnancy) asks the expectant mother to refipoh her experience in a variety of
ways: upon her own emotional experience of pregnahe effect the pregnancy has had
upon her relationship with the father of the babg her family, her sense of self, and her
imagined relationship with her unborn child. Reflieg upon these experiences
implicitly requires that the mother be able to ngabaothcomplexityanduncertaintyat a
number of levels, both internally and externally.

Pregnancy is unique in that while a woman knowsegroncretely thagverything
about her life is going to change, she can amnlgginehow. This is different, for
example, from anticipating one’s marriage; in nmsgtures, the womaknowsenough
about her spouse to be at least crudely accurdtteripredictions of the future (although
wish wills out in this situation as well, to be e)r Pregnancy, by contrast, asks mothers
to envisionwhat are entirely unknowrautside of her understanding of herself, her
spouse, and her situatipthat is, to hold and contain hypothetical but yeit (fully)
realized complexity.

As has been well documented by a number of reseaemnd clinicians (e.qg.,
Cohen & Slade, 2000; Slade, Cohen, Sadler, & Millepress), women differ
enormously in their capacity to manage the anxiedy naturally attends such complexity
and uncertainty. For some women, fears aboutuhed become overwhelming and
override the pleasure of anticipating motherhood, define the woman’s expectations of
reality. For others, fears are repressed and destsal, resulting either in idealization or
bland disengagement. A myriad of other permutatayes of course, possible,
particularly when a woman’s aggression is mobiljzlit so often can be in pregnancy.
Optimally, however, the woman can maintain a pesiiet of expectations and fantasies;
thus, she cafantasizeabout herself and her baby in a number of poséne pleasurable
ways.

In thinking about the mental life of the pregnamman, and in particular her
mentalizing capacities, it is important to firshsader the various states that typify
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pregnancy. An important aspect of pregnancy ine®lthe ability to engage raverie.
Reverie is a diverse experience that “takes the masdane and yet most personal of
shapes . . . [and is] the stuff of ordinary life-e-tthay-to-day concerns that accrue in the
process of being alive as a human being” (Ogde®7.19. 158). A reverie is also often
aboutpeople; in that sense, a reverie is “simultangoagiersonal/private event and an
intersubjective one” (p. 158). Ogden emphasizasulithin the psychoanalytic situation,
reverie on the part of the analyst functions alggpace in which he or she may come to
understand the patient. We would argue that varioums of reverie likewise serve as a
playspace or intermediate area (Winnicott, 197 yhrch the pregnant woman begins to
hold herbabyandherself as a mothen mind. The woman in this state has little cance
for reality as it pertains to the future, but is beginninghamy with the idea of becoming a
mother in a variety of ways. Crucially, such regsrare inherentlinterpersonal.

Obviously, not all reveries are pleasurable. Thisertainly the case in
pregnancy, when many forms of both pleasant anteasant reverie are normal and
crucial aspects of preparing for parenthood. Is&enany forms of play, reverie—in its
various aspects—serves to regulate and managetyresslen more important, however,
it marks the earliest stage in the developmemngpfesentationsf the child and of the
self as mother. What we wish to emphasize hengeter, is the particular importance
and developmental significanceéasurable reverigluring pregnancy, that state in
which the mother loses herself in the quiet butetimmes exquisite pleasures of
anticipating her child in all his perfection, anfdseeing herself as a beatific and loving
mother (Frank, Tuber, Slade, & Garrod, 1994). \&ethis form of making room for the
baby—which might be seen as a prelude to what Wath{1965) termed primary
maternal preoccupation (see too Mayes, Swain, &inan, 2005)—as serving a range
of protective functions, and as crucial to managireganxiety and complexity that are
part and parcel of this period. While in some samsegression, as pretend play can be a
regression during early childhood, it is a regm@sshat is of crucial significance.
Optimally, the representation of the baby is batinea positive light before it is born.

Concerns about the very real exigencies of pareatipoovide a counterpoint for
reverie. Part of preparing for parenthood is prieygafor the realities of what having a
child will bring: The woman must adjust many of habits of daily living, eating, and
caring for herself in ways that will nourish theging fetus. Moreover, she must begin
to make room for her baby in a number of literad gnite practical ways: The baby will
need someone to care for him, clothes, a placieépsa car seat, etc. The list is endless.
For women who are very young, or living in povethgse practical concerns can be
overwhelming and enormously concerning, and canptetely override or dampen the
capacity for reverie. To paraphrase Fonagy & TafD@96), psychic equivalence
dominates, and anxiety about the exigencies ofnplaoseddefinesthe pregnancy as well
as reality, and dramatically colors the woman’sespntation of her child and of herself
as a mother. Alternatively, fantasy and reverig tmaoverly positive and one-sided; for
example, the unborn child may represent a magicefigired childhood or an enduring
sense of specialness.

Please do not distribute or reproduce without exptit permission of the authors.
© Arietta Slade, Ph.D.



128

What does reflective functioning look like durirtgs period? The core of
reflectiveness is the capacity to perceive theediffice between one’s own mind and
another’s and ultimately to be able to think abaat] respond to, one’s own and others’
needs and desires. We believe that it has a pkaticelation tdooth states of mind
described above, namely pretense and concerndtityreAs will be explicated below, a
pregnant woman who is high in reflective functianimill be able taeflect uporor think
about both of these states of mind; for instanice,is aware of the inherently self-serving
or two-dimensional nature of her reveries, or @f tlormative and inherently disruptive
nature of anxiety about change and uncertaintyndysregnancy.

When mothers-to-be imagine their future relatiopshith the child, they are
naturally likely to imagine it in a way that is 6skrving (Peter Fonagy, personal
communication, January, 2005). A two-dimensionatday baby does not in any way
challenge a mother’s thinking with thoughts of hes/own. Thus, she is free to cast
herself as a good, competent mother who will be &dbkcope with her baby’s distress and
difference. In thinking about her unborn child thether can imagine their relationship
in any way that she wisheshe can imagine herself and the baby in a pesiight, and
the meeting of their minds as inherently smooth @ndlict-free. However, unless that
tendency is recognized by the expectant motheghaRF score cannot be obtained.
That is, she must realize that it is natural tengiegiven that she is pregnant and facing
the challenge of developing a new and entirelyedéit sort of relationship, that part of
her is going tavantto imagine things positively.

Likewise, if she anticipates the worst possiblecoatesput is able to see such
fantasies as “merely representationgdFFonagy & Target, 1996), she would receive
relatively high RF scores. What is crucial is tthet mother be able think about her
thinking (Fonagy et al., 2002); that is, reflect upon thalidyand nature of her own
fantasies in a way that indicates an appreciatidrow her imaginings-tnder this very
specific set of circumstancesvould be shaped by her wishes and desires. Fongte,
one mother was asked when she first believed tieat twas a baby growing inside of
her. “Oh, it happened in stages. . . . Uhm. Hearing the heartbeat was a big thing.
Uhm, but I . . . maybe even bigger was feelingrtttwements—that’s when you really
have a sense of something being alive in therenwba don’t have to go to the doctor’s
office and hook up to a machine to know that yaalyiis in there. . . . (And how did that
affect you?) Well, it was very, it was fascinatiiogfeel it, very reassuring, uh, 'cause |
tend to be a bit of a worrier, you know, and itistjvery reassuring to know that, you
know, it's still alive and doing well in there. . .Uhm, most of the time | feel that way—
| feel very comforted by it, and just fascinateditbyOccasionally, the kicks will, if I'm
feeling in one of my anxiety moods, the kickinghsibrt of aggravate that, it’ll remind
me, you know, of the anxieties | have.” This motisghinking about her anxiety within
the context of the kind of person she is, andari@ble and transitory state.

In addition to evaluating the woman’s capacitydflact upon these various
states, it is crucial to assess her capacity toemddhe meeting of minds that are part and
parcel of impending parenthood. For one, she Hexvdehave multiple emotions as the
pregnancy proceeds, emotions that are often intgramtradictory and complex. For
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instance, in response to a question about howedhelien she found out she was
pregnant, one woman replied: “Elated. And alsoesta(What do you mean by that?) |
guess it suddenly, we had been trying for abowt fnonths, and it because almost like an
end in itself, like just getting pregnant, and, bguess becaudgust wanted so much to
get pregnant, | wasn't really thinking of the scagpects of having a child, so those kind
of hit me once the reality was ther€he responsibility that it would involve, and that
sort of thing. (And what made you feel elated@ause it was something that | wanted
and that | had tried forAnd | think it also, everybody that | know who'serebeen
pregnant before has these secret fears that youtwerpregnant. And then you hear
these statistics about one in every six couplegestile, so it's also a very big relief to
know that’s not going to be ydu.

Likewise, her partner will have multiple and charggemotions over the course
of the pregnancy, which will not always mesh widrdhh The mother’s capacity to
contemplate these multiple states of mind in héesethey intersect with, and both
influence and are influenced by, the otfsecrucialin assessing reflective functioning.
For instance, in response to a question about lerwiegnancy had changed her
relationship with her husband, one woman answetgtim, | guess it’s kind of, well it's
probably pretty typical. When people change framb a boyfriend and a girlfriend to
being a married couple with a lifetime commitmdmhean. Uh, our relationship is
somewhat less spontaneous, somewhat less romadédave more expectations of
each other and a feeling, feelings of well, thigasr job, you're obligated to do this for
me, and. . .. | guess we're, you know, insteagisifgiving these kinds of things freely
to each other, we tend to be mdemandingf them. You know, you'reupposedo be
more supportive (laughs). . .. | guess, maybgthgnancy, because we’re anticipating
having a child and being a father and a motherart having responsibilities for this
child that's only made that tendency even morésoause | know that I'rthinking in
terms of the future and I'm thinking of him not gras having, you know, certain
obligations to me, as his wife, but also certaihgatbions to the baby. And I think he’s
thinking the same thing, too.”

Similarly, the expectant mother mustticipate the multiple ways in which she
and her child’s mind will both meet and not me&tmore reflective mother will imagine
this meeting of minds in a way that reflects reajagement and potential conflict, and
not in a way that is canned or pseudo-mentalizetefAronagy, personal
communication, January, 2005). Thus, it is paldidy important to evaluate whether an
expectant mother can think in a fresh and “realy @bhout the imagined baby. For
example, a mother who says, “I am frightened thmaight not know what my baby
wants” would receive a low score, reflecting thiatiee absence of mentalization (a 3 or
4), because there is no evidence of active reflectier comments are canned. If she
anticipates that “my baby will cry, and | won't kmavhy, and then | wilpanic because
it is so hard to know what babies think and | migbt be any good at,itshe would
receive an average score, because there is gesmiticgation of uncertainty. A mother
who recognizes that her hypothetical reflectiorsvarinerable to being self-serving
would score highest. Thus, for instance, weretstagld that it is comforting at the
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moment to imagine that | know exactly what shekthbecause of course one does want
to know” shewould receive a score in the “marked RF” range.

Another example is provided by a mother who reflext her potentially mixed
feelings as a parent in a particularly live, coripg| and humorous way. When asked
how she was feeling about taking care of her bafmgdt is born, she replied: “Well,
that seems like the difficult part to me. | medhihk on the one hand I, | can see feeling
very protective and loving and nurturing. | thitliat this is a part of me that comes
naturally. But then | think that there’s also atpd me that’s kinda selfish, and not
always in the mood to do things and, you know,aeehdemands made on me. And
when you have a baby there’s no choice in the matien, and so | worry to what extent
will I resent the baby, you know, for those timleatt’'m not in the mood. You know,
and other times, | think that well, maybe, I'll—illyjust—maybe the feeling that
mothers have if they just love their baby so murt it really hardly enters into it that
much. ... Sometimes | compare it to the feelivad | have about my cat (laugh) because
| remember when | first contemplated getting a aatl was worried about the
responsibility and the times when | wouldn’t beeatd go away because there’s no one to
take care of the cat, you know, will it be too mwéta hassle that I'll end up wanting to
give it away or regret that | got it? And you kndviound that even though it is
occasionally a hassle, | really love the cat somthat—that it's like—really doesn’t
enter into the equation. | never regretted gettiregcat and so | kinda hope that will be
similar with the baby.” She speaks in a lively wabpout an active conflict and set of
fears, resolving them in a way that feels veryHrasd genuine.

ll. Reflective functioning on the Pregnancy Inteniew

In the sections that follow, we will provide exaegpfrom Pl transcripts of what
Fonagy et al. (1998) refer to as indices of reilectunctioning or mentalization. These
two terms are used interchangeably. Fonagy etRF manual groups the various
indicators of reflective functioning into four geak“types” of mentalizing activity: a)
an awareness of the nature of mental states, @xblecit effort to tease out mental states
underlying behavior, c) recognizing developmensglexts of mental states, and
d) mental states in relation to the interviewess iAdicated below, there are numerous
subtypes of each of these four general types. eltyges are not at all mutually
exclusive; indeed, a single response will oftehifab several subtypes. In the section
that follows, these types and subtypes will be dieed as they are manifested in the PI.

The RF scale is organized along a continuum fr@mtb high reflectiveness.
The mid point on the scale (5) describes averagedinary reflective capacities. Scale
points below 5 indicate varying levels of the cafyaio refer to mental states; however, it
is the linking of mental states to behavior or naéstates to mental states that qualifies a
response as reflective (i.e., earns a score ofdbave).

An individual must have the capacity to descrilental states in order to be
considered reflective. Mental states are feelitigsights, beliefs, desires, intentions—
namely all internal mental experience; thus, “higi “I want,” “I believe,” “I know,” “I
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feel,” etc. (Itis important to note, in this cert, that “I think” can also be a turn of
phrase, and not actually indicate any actual thigkin the subject’s part; in these
instances, it would not be scoreable at all.) €hare to be distinguished from physical
states, such as “I'm tired,” “I'm hungry,” etc. Wdthe description of mental states is
essential to the designation of a response astiete mental state language alone does
not qualify a response as reflective. As will le¢aided below, there must be evidence of
an awareness of the characteristics and naturepfainstates, or an explicit link between
mental states and behavior or mental states amd oténtal states for a response to earn
a score of 5 or above. To reiterate, the desonpif mental states is necessary but not
sufficient to qualify a response as indicativeeffactive functioning.

A. Awareness of the nature of mental states.

On the PI, this general category assesses thetexp@cother's awareness of the
characteristics of mental states in self and othibis awareness is reflected in explicit
reference to the distinctive characteristics of takstates, as listed below (see also
Fonagy et al., 1998). Please note that thisdiseither exhaustive, nor are these
categories mutually exclusive.

1. The opaqueness of mental statddental states are, by definition, opaque; omaoa
know with certainty what another person is thinkargeeling from simply observing
facial expressions or behavior. Thus, one recagnilzat one cannot be sure of
another’s mental state, but is prepared to guééghin the context of pregnancy, a
mother cannot know, but can only guess, what shdaei once the baby is born.
Indications of opacity usually emerge through dieab such as “perhaps” or
“might.” On the Plopacity is most typically evident when motherstatking about
the reactions of family members and the fathehefliaby to her pregnancy;
however, it can also be seen in the mother’s datsanis of her attempts to sort out
her own feelings and reactions, and in descriptadriger future relationship with her
child.

Examples:

With regard to partner’s reaction to news of premya He seems happier about the
whole thing, but | can’t really say what’s going ornhis mind because he doesn’t
really open up about it. Maybe he’s not happy pusd really scared. . . . 1 don'’t
know.

With regard to examining one’s own feelingSometimes | wonder if maybe | rushed
it a little bit. Perhaps | was in love with thes@ of having a baby or maybe | needed
a reason to escape from work. I'm just not sureit’s so many things.

With regard to the unborn childVhat will be most difficult? When the baby is
crying uncontrollably and | can’t figure out whatiubling her and don’t know
what to do. Is she hungry, tired, in need of diter?
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Mental states as susceptible to disquiskental states can be disguised when one

wishes to keep one’s internal experience privatendnown. The acknowledgement
that internal states can be disguised may be imiglar explicitly stated. Itis
common, for instance, for people to acknowledgetthey feel one way, but display
a different emotion.

Examples:
With regard to the father of the bablythink he had a lot of anxiety that he wasn’t
talking to me about because he didn’t want me ¢oitse

With regard to one’s own feelings:feel disappointed that [FOB] is not more
interested in our baby, but I try not to show theknow having a baby is a huge
transition for both of us, but especially for [FOBFhowing my disappointment won’t
make it easier for him.

Recognition of the limitations on insighThere are always limits to an

5.

individual's capacity to know what is in one’s ownanother’s mind. Thus, one’s
awareness of the nature of mental states is ray@akxplicit qualifications of
insight concerning oneself or others.

Examples:

With regard to one’s own mothelly mother seems mad a lot, but I'm not sure if my
being pregnant so young is really the issue, anghe is mad, why she's reacting that
way. She can be hard for me to figure out sometimes.

With regard to the selfThere are times when | feel needy but it's hargdparate
from the way | am normally, | mean, | don’t knowtth’'s because of the pregnancy.

4. Mental states tied to expressions of appropnatenative judgmentsThe capacity to

mentalize is revealed by awareness of an expeqgbalgtshological response. Thus,
when the mother describes a common reaction te@fspsituation, mentalization is
likely present.

Examples:

With regard to other family member$dy parents were totally shocked and angry
and hurt when they found out | was pregnant, bmtanly 18, so | completely
understand why that was their first reaction. Niat they’ve had time to think
about it, they're starting to be more supportive.

With regard to the selflt’'s probably pretty typical to feel anxious whesuychange
from being boyfriend and girlfriend to being a mad couple making a lifetime
commitment to a baby.

Awareness of the defensive nature of certain mestaébs. This refers to an
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individual's awareness that people may modify the@ntal states in order to reduce
negative affect, that one affect can be used terdefgainst another. This will likely
occur when the mother is describing her own mesitde.

Examples:
With regard to the selfWhen I'm really feeling scared or worried, | tryitnagine
the happy times that I'll have with the baby.

With regard to the father of the babwhen things build up, he gets quiet but | know
he’s repressing things so he doesn't feel overwéelm

B. The explicit effort to tease out mental statesnderlying behavior.

Mothers high in reflective functioning will engagethe attempt to identify
possible mental states that may account for thveir and others’ behavior, and do so in a
fashion that leads to accurate or plausible cormhgsconcerning links between mental
states and behaviors of the self and others.

1. Accurate attributions of mental states to othérkis refers to the mother’s
offering a plausible causal account of her owntbers’ behavior in terms of mental
states; that is, her own or another’s behaviongenstood as a function of his or her
mental state.

Examples:

With regard to self:When | missed my period, | was so excited and eadss
pregnant that | couldn’t wait to take a pregnanegtt | went to the clinic the next
day ...l was just so eager, | just couldn’t wait

With regard to the father of the bablythink he was just really scared and upset to
hear that | was pregnant, and that's why he jusitsfown and ignored me for a few
days.

2. Envisioning the possibility that feelings condama situation may be unrelated to
observable aspects of iThis refers to a mother’s explicit recognitiomter own or
another’s affect is unrelated to the external, ole®e situation.

Examples:

With regard to the father of the babkte really wanted a baby, but recently he
sometimes gets down on the whole idea. | rediiaestbecause he’s been having a
hard time at work, and he’s worried that he’s gotndose his job and not be able to
support us.

With regard to being pregnantreally wanted to have a baby, but I've beenifegl
so emotional since I've been pregnant. | feel liant to cry and be hugged all the
time. | think | must be scared deep down.
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3. Recognition of diverse perspectivethe mother explicitly recognizes that different
people may perceive a given behavior or situatitferently.

Examples:

With regard to other family member§rom my grandmother’s point of view, it's
great that I'm going to be a mom; she thinks it'se | took more responsibility, and
besides, she wants to be a great-grandma. Frormpamy of view, it's just totally
messing up my plans for my life. She doesn’thgt t

With regard to the unborn childfhe most difficult time will be when the baby isn’t
happy—when it has colic or is crying or is up ie tiight and wants my attention,
and I'm not wanting to get up. I'll want to be tleefior the baby, but I'll also be
wanting to sleep—I'm the type of person who readlgds my sleep.

With regard to the father of the babitot working at the moment is weighing me
down a little. | want to be working, but he do@smant me to be working because he
says | need to rest for the baby. But for me, bseaf the type of person | am, | want
to be working and contributing. I'm not the kintp@rson who sits around. | want to
be at work.

4. Taking into account one’s own mental state wimdarpreting others’ behavior.
The mother recognizes that her interpretation af\ant might be distorted by her
own thoughts and feelings.

Example:
With regard to the selfl've been so needy and scared about everything thags, |
realize that | haven’t even noticed how much myhand is trying to be there for me.

5. Evaluating mental states from the point of vivheir impact on one’s own

or another’s behaviorThis refers to a mother’s recognition of the rfoée own
mental states might have on others. It may beiedghat the mental state had
behavioral manifestations.

Example:

With regard to the selfSometimes | cry for no apparent reason or just ffeally sad
and emotional and get very argumentative with ngblad. | was on an emotional
roller coaster and | think that really scared him.

6. Taking into account how others perceive ofiiéis refers to a parent’s awareness of
how others’ perception of them is related to tlo@mn or others’ actions and
reactions.

Example:
With regard to the selfMy husband’s always telling me I'm so controllibgit really
| am just so anxious. | know it really drives rirazy.
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7. Freshness of recall and thinking about mentééstd his refers to the
mother’s capacity to think spontaneously and vivatbout her own and others’
thoughts and feelings. This is different from dgeg in a clichéd way; there is
something currently real to the subject that mailkiese| alive to the rater. This may
be marked by a change in the subject’s perspedtiviag the course of the interview.

Example:

With regard to the selfOh boy! That's a good question. Let's see—bekeyriy
mom. . .. | mean, I'm already like my mom in thiael worried about everyone all
the time and | feel, you know, like | have to te&ee of them. ... Um, how would |
be different? Oh, let's see . .. sometimes bggty and lose my temper. My mother
never seemed to get angry; she was always so calm.

C. Recognizing developmental aspects of mental &ta.

Developmental aspects of mental states includknawledging the influence of
one generation upon the next, showing an undernstguodl how mental states of others
change, showing an appreciation of family dynamacsl distinguishing between the
thinking of a young child and older person.

1. Taking an intergenerational perspective; makinksl across generations.
This refers to the mother’s awareness ofnkergenerational exchange of ideas,
feelings, and behavior; that is, the mother recoggithat her own thoughts and
feelings are influenced by the way she was parentech, in turn, influences her
current and future behavior and, thus, how hedaRill experience himself and
others. This understanding must be explicit aretigig, rather than implicit and
general.

Example:

My mother was a natural, she was always very gimvingt’s the kind of person she is.
| feel like | should be all-giving like her, butii’'not sure | want to be that way. |
worry that maybe my daughter will grow up thinkstge has to be self-sacrificing,
and | don’t want that.

2. Taking a developmental perspectivEhe mother demonstrates an awareness of

developmental changes in mental states, that geespective on things changes with
age. This type of RF may also appear when motrerasked to imagine their
relationship with their babies, as in the followiegample.

Examples:

| think I’'m going to really like it when the babgeds me all the time, but when he
gets more independent and doesn’t want to cuddiews, | think that will be hard

for me, you know . . . to let him separate andireahat he doesn’t need me as much.
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With regard to the self:used to think | never wanted to have kids bechwusses too
selfish to imagine taking care of anybody else,nawt | can really see myself being a
mom, taking care of a baby, and getting a lot ebplre out of doing that.

3. Revising thoughts and feelings about childhoolibimt of understanding gained since
childhood. Views of the world and feelings and beliefs canggy it change radically
between childhood and adulthood. Children’s urtdeding of the social world is
particularly limited. Some individuals show awagss of the implications of such
changes for changes in their behavior or attituddsese are considered reflective.

Example:

It's only now in adulthood that | realize she whis When | was a child | thought of
her as either just not liking me much or as verthdiawn and shy. Now | can feel
for her much more and she doesn’t make me sadgiyamymore.

4. Envisioning changes of mental states betweengrakpresent, and present
and future. A key aspect of reflective functioning is manteaswhen mothers
consider changes in mental states over time. ristamce, a mother may reflect on
changes in her own feelings over the course ofrfaegy or changes in others’
mental states across time. This category is usethssify passages in which the
mother notes changes in understanding or feeliogs bne time to anothéas
opposed to C2, which is used to describe changesth understood in terms of age
or shifts in developmental stage). Thus, when theranotes that her own or
another’s feelings change from one day to the rikid,subtype is scored. Likewise,
this subtype is scored when the mother envisioas@és in mental states in the
future. Thughis aspect of RF occurs over a shorter periothod tind is not
dependent upon developmental changes as deschbed.a

Examples:

With regard to the selfWhen | first discovered | was pregnant, all | wahte do

was keep partying and hanging with my friends. tBeh, as | started to show and |
could feel the heartbeat, | began to think aboetliaby and to feel more like a mom,
and | just didn’t want to do the things | used t d wanted to do good for my baby.

With regard to the father of the babwhen | told my husband we were pregnant, he
was really excited, but then he got nervous andestaHaving a baby is a major
commitment and | think it really scared him, buigoe used to the idea and now he’s
excited again.

5. Envisioning transactional processes between parghchild. Mothers high in RF are
able to recognize that their own mental state ¢fmtteanother's mental state and vice
versa; that is, there is an interaction betweeritloemental states.
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Example:

My husband worries about how we are going to payhis baby and sometimes |
catch his anxiety and | start to feel like this pabay cause us more stress than joy.
Sometimes it can be overwhelming to think about.

This transactional process can also occur withgisself, as in the following
example: | know the baby will cry and sometimes | will nobkw why. | know that |
will then panic because it's so hard to know whagay needs and | might not be
good at it.

Understanding factors that developmentally deiimemffect requlation.This is

demonstrated when mothers recognize the importainteir capacity to regulate, or
reduce, the infant’s arousal; they recognize thatchild’'s emotional state is
dependent upon their capacity to serve this horagogunction. In pregnancy, this
understanding is hypothetical since the baby isypbborn.

Example:

With regard to the unborn child:don’t really imagine my baby crying
uncontrollably, but | know there will be times whesis inconsolable and | won’t
know what's wrong. | know it'll be hard for me,tbll just have to be there and
learn his signals and let him know that I'm theoe fiim. It makes me anxious,
though, to think that | won’t be able to comfontnhi

7. Awareness of family dynamicsThe mother shows an awareness of the

D.

interdependence of mental states within the fasystem. This kind of awareness is
not often elicited by the PI, largely because titerview focuses upon the individual
mother-child relationship, and not upon family dymnes; however, it can appear
when mothers talk about the father of the babythat own parents.

Example:

If we weren’t living with my mother, | think thing®uld be better. . . . In the
beginning she was so worried about the pregnarcywaried that she didn’t want
me to lift a finger and | didn't like, you know] #iat suffocation. 1 felt like | was
turning back into an adolescent living at home.efEhwas a lot of conflict around my
glucose test—my mother didn’t want me to haveesie but | did, so that made me
angry. And then my husband felt really torn; hedsy sensitive to what goes on
between my mother and me and he really wants gsttalong. So all three of us
were fighting and that was a terrible time.

Mental states in relation to the interviewer.

These are fully described in Fonagy et al.’s (198&flective Functioning

manual, and will not be manifested differently dgrthe administration of the PI.
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lll. General considerations in determining level ¢ reflective functioning

When coding a Pl there are several general guekelio consider in determining
whether a statement is truly reflective. Outlimedow are considerations which are
specific to coding the PI.

A. Only explicitly reflective statements qualify for high ratings.

A careful distinction should be made between expliceflective statements and
statements which—while they may evocatively descalehild in rich detail, and while
they may contain references to the child's mendds-do not meet criteria for reflective
functioning. Often raters confuse a mother’s efateodescription of her own
preferences, characteristics, and behaviors fteatefe function. For example, the
following statement does nobntain explicit reference to mental stat®$y husband will
be very involved. Personal relationships are vergortant to him; he has good
friendships and he comes from a big family. Hé&® @ very nurturing person and he’s
very good with kids. Since I'm the one leavingkybwill be the primary caregiver, but
he’ll help out a lot.

B. Learned, rote, or clichéd statements do not qualifyor high ratings.

Mothers may respond to questions in a manner thrahmns mental state
language; however, this should not be consideretteve if the content of her statement
is learned or clichéd. Common examples on the ¢Mide clichéd statements about
pregnancy or parenting (i.elf’s gonna be a lot of hard work but | want to bete for
my baby.Babies need a lot of love.”)

The exception to this rule is found in those ins&nin which a commonly used
expression is subsequently supported and elabdogtedginal understanding or
personal experience. A useful distinction in tieigard (Fulvia Ronchi, personal
communication, March, 2005) is to consider whethpoint of view is “borrowed” or
“digested.” One that is borrowed will inherentyusid canned and unintegrated. One
that has been truly digested, however, will imptéssreader for its integration and
clarity, and for the way in which the speaker hiéisgems to be owning the perspective.
For example, if a mother were to salle’ll be very attached to me. Babies really need
their mommies when they’re just bdrthis would notbe considered evidence of
reflective functioning. However, if she were tysd guess he’ll really need me when
he’s first born. | don't think | really understodmfore how important I'll be for his
development, but in the past few weeks I've bagrkitly a lot about what my role will be
in helping him have his own personalitig,would qualify as a reflective statement.

C. Reference to personality or a relationship, in th@bsence of specific reference to
mental states, does not qualify for a high tang.

Narratives on the PI often involve explanationg thdize personality trait
language or behavioral descriptions. This shoutdoeaconsidered reflective unless the
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statements are explicitly linked to a context sashhe parent-child relationship. An
example of a non-reflective comment would b&éhdpe she’ll have very good
disposition, calm, not very excitable...not craakpt” An example of a more reflective
description includes how personality qualities pday in the relationship: I'think my
daughter will be a slow-to-react, thoughtful perseshe’ll take a long time to do
everything, really take things in at her own pdies her dad. 1, on the other hand, go
through life at high speedl’m high energy, like to move fast. | don’t knowwwbut |
think she’s going to be more like her dad than ik So sometimes we might really
annoy each other, just like my husband and | ckshetimes.

D. Diagnosis should not be accepted as shorthand foremtal states.

The use of diagnostic terminology, or referencemtal iliness, should be
considered very carefully; on the whole, it shdo#drated low if it is the sole explanation
for someone’s behavior and the specific mentaéstat the persons affected are not
specified. For example, if a mother were to s&gu know if he’s got ADHD like all the
males in my husband’s family, it's going to be vesyd to get him to slow down and
follow directions’ this statement would not be considered reflectinless she also
described how her own and others’ perceptions atidfb were influenced by the
behavior associated with the psychiatric condition.

E. Lowering scores: General considerations

There are a number of reasons that a rater maydesrdropping a rating a point.
Usually raters try to rate passages at one ofdesoale points (i.e., Questionable or
Low RF [3] or Ordinary RF [5]). These are thoughts the primary anchor points of
the scale. At times, however, there may be somegiini the parent’s speech that makes
the rater feel that it doesn’t quite meet the gatéor the anchor point. If, for instance,
the response contains some indices of reflectivaremess but is too vague or inexplicit
to be judged reflective, a score of ‘4’ would bsigeed. That is, the even scale points are
used to indicate that a parent does not fully matdria for a higher anchor scale point,
or moves a little bit beyond an anchor scale poirtere are specific instances in which
scores should be lowered by one point, howevesgtlage indicated below. Please note
that if responses are truly spoiled or distortesic@e of ‘0’ or ‘—1’ should be considered.

F. Lowering scores in response to lapses into the secbor third person,
incoherence, or “direct discourse.”

Scores are lowered by one scale point for anyefdhowing:
Lapses into the second or third person.

In reflecting upon her child’'s emotions, a pareatyrsometimes fluctuate
between using “s/he” as her subject to “you” oeltfi This is one way to defend against
or distance oneself from uncomfortable feelings tizve been stirred up. For example:
“I think they sense approval and disapproval angpivess and sadness, and they can’t
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put a name to it, but | think they definitely regpldo those things, and when they see us
happy, things are fine.”

If a parent consistently lapses into the use oli"yar “they,” as in the above
example, she should be penalized at least one fowititat response (see Coherence,
below). However, if the lapse is fleeting and friee parent should not be penalized.
An accurate assessment of these lapses in langaagmly be made through a close
reading of the full interview.

Incoherence.

Coherence is a construct defined and developeddry Main. In her view,
coherent discourse must meet each of Grice’s maxategtion, manner, quantity, and
guality. The notion of coherence, which Main dészs fully elsewhere (1991, 1995),
provides a means to consider the fluency of nagatincoherent narratives are
characterized by contradictions, inconsistencissillations, lapses in reasoning, shifts in
person, irrelevancies, and intrusions into or gisams of the story. When a parent’s
response to a question is incoherent, or beconcesi@nent in a way that “spoils” the
response, the score should be lowered by one mxogpt in those instances where the
result becomes so distorted that a score of “0"Lbmust be considered. Please note
that an individual who is of at least average @ile capacity may well be slightly
incoherent in first formulating or arriving at ssponse. However, this is usually quickly
resolved, and the response will become coherent.

The use of direct discourse.

Direct discourse refers to a subject’s using dispeech to describe feelings or
interactions. As an example, here is a motherkspgabout the first time she really
believed she was pregnaiwhen | turned five [months], when | first felt eove.
'Cause | never knew what it was like to feel somgtinside of you move. When she
kicked me, that’s when I, | was like, “Wowlhterviewer: How did you feel when that
happened?Mother: | started crying, 'cause | was like, “Wow, I'm réapregnant,” like
and then | started saying, “My clothes don’t fitdahm eating a lot,” that's when | really
started noticing it.

In this instance, the mother used direct speeehsabstitute for telling the story in
narrative form. In some cases, direct discourseltied as a way of illustrating a point,
but does not replace or substitute for the moreatige accounting. These latter types of
direct discourse should be carefully evaluated feelfmvering the score. Scores should
be lowered if direct discourse substitutes foiriglthe story in a more contained and
narrativized fashion.

Not answering the question.

A parent should be penalized for not respondintpéoquestion. “Not
responding” means that they essentially changsubgect and respond to something
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unrelated to the question at hand. Many timesnamsill begin by answering the
guestion and then shift to answering the questianslightly different way. This should
not be penalized. Thus, for instance, if a paneag asked about the child’s feelings but
ended up focusing on her own feelings, descrildiegtin a reflective way, full credit
should be given.

G. Use of affectively laden words should be assessedefully.

Parents will sometimes use affectively laden wosdsh as “radiantly” happy.
Such highly positive (or negative) attributions cditen be misleading to coders who
may sometimes equate intense affect with more cexnyphderstanding of mental states.
It is important for the reader to assess whethesdlwords suggest a higher order of
reflectiveness, or are simply adjectives meanbtovey intensity: “very happy,” “really
feels loved,” etc. For instance, whereas “radidmiould not necessarily enhance
reflectiveness or add meaning to the responseytsegd in each other” applies
reflection upon mutuality and interaction, and wbobnvey a higher level of
reflectiveness.

V. Neqgative or limited reflective functioning: General types

As noted elsewhere in this addendum, on the Plhenstare asked to reflect on
the developing relationship with their unborn chilthus, the type of mentalization
which is evoked on the Pl may differ in a variefymays from that seen on the PDI and
the AAI. In the samples which were used to devéhigpaddendum, we saw many
instances of limited reflective functioning; howewvihey tended to exemplify only
several of the nine subtypes described by Fond@/, €.998) in the RF manual. More
often, what is evident in the limited RF found e P1 is simply an absence of explicitly
reflective responses as opposed to a hostile refect RF or a bizarre response. For
example, mothers’ representations of their relatigps with their babies are often
described in behavioral or physical terms. WhHb¥zs are examples of the types of
limited RF we have seen.

A. Rejection of RF

Some mothers may feel intruded upon or become defemwhen asked to discuss
their feelings about their unborn baby. Commoresypf reactions include:

1. Hostility towards the interviewemterviewer: What are some of the negative
feelings you've had during your pregnantyother: “Well, there is not a hell of a
lot you can do when you're carrying a bad séed

2. Incongruent responses that lack credihilitgerviewer: What do you think will be
the hardest times during the first six months efrymaby’s life? Mother: “Oh, it's
going to be wonderful. | am so ready to have aytatd want this baby so much.
I’m going to love every minute of”it
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3. Evasive responses that serve to avoid the sulbjgiter of a given question
Interviewer: ‘Have you had any negative feelings during your paggy? Mother:
“No. ... Gee, the interview goes fast when yewanno”

B. Unintegrated, bizarre, or inappropriate RF

A category of low reflective functioning is seennarratives which leave raters
confused in their attempt to understand the attiobuof mental states. This broad
category can be broken down into two subtypes.

1. The mother fails to provide adequate elabora®io the cause or effect of a given
mental state There is a lack of recognition that affectivates are generally
connected to beliefs.

N

Responses in which there is interference fromppnapriate cognition or bizarre
attributions In these instances, it is not the mental stdielmis bizarre but the
attribution given to the mental state.

C. Disavowal of RF

The responses that fall into this category arelamm those found in the rejection
of RF. The difference lies in that with disavow&RF there is an absence of
mentalization but the response contains no ovetillig, which implies that they have
not perceived the question as an attack. The mistfesponse will seem passive and
evasive. For example: InterviewerDd you ever feel anxious or worried about your
baby? Mother: “No, na”

D. Distorting or self-serving RF

As discussed in Fonagy et al.’s (1998) RF manuel,common to find evidence
of self-serving distortion in a given narrativehi§ can be understood to derive, in part,
from a basic human tendency to strive towards dgohesmd organization of self-
representation. Although such distortions areagelt seen in the Pl as well, there is one
difference worth noting in the area of “highly egatric recollections.” Examples of this
type include statements which place an overwhellyiegocentric spin on the
interpretation of mental states in a given situatid his can be seen in instances in which
the mother overestimates her impact on the thougbtsaviors, or feelings of others. An
example would be a mother who states that her sibalways sleep through the night
because he will want to make his mother happyhAtsame time, such examples are rare
because of the huge role that parentindact play in the lives of their young children.

This category of low reflective functioning is sificantly connected to the
process of memory. This is because the distorti@ssribed on the AAl in the original
RF manual are often examples for which the sulhjastgradually developed
idiosyncratic and self-serving explanations forrégegradually over time. There may be
selective recall of self-enhancing memories whallestively forgetting other occurrences
that provide counter-evidence for a rigidly helt-perception. As a result of the central
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role of memory in this process, we have seen feavges of this type of narrative on
the PI. This does not mean that this categonyesevant for the PI, but simply that it
may be less prevalent. Another issue may be tiglea of PIs from which this
addendum was derived. It is possible that distgrtir self-serving RF is more prevalent
with other populations.

E. Naive or simplistic RF

In this category, RF language may be present bsibihe-dimensional and has
been reduced to a social cliché. It will not rdvaeed emotions, or a complex
understanding of mental states, nor will it taki® iconsideration more than one
perspective. There is no sense of freshness t@#pense, nor does it sound like the
mother is engaged in a current, inquisitive stradglunderstand the mental state of
herself or others. In some instances there maydomm@ection drawn which indicates the
impact that the mother will have upon her childye versa, but there is a failure of
elaboration and thus a lack of true reflectiveness.

Example:
My baby’s gonna love me and I’'m gonna love ithdw there is gonna be a lot of
love and something that loves me in return.

F. Overly-analytical or hyperactive RF

Some interviews may appear initially to be highdflective and complex, but in
fact turn out to contain insights that are forcad &ck real meaning. These mothers
may be able to produce extensive elaboration dmemdopic without evidencing any
additional understanding. These interviews mayaiarfrequent use of jargon that is
presented as if it were original insight.

G. Excessive focus on personality and behavior

Some Pl interviews receive repeatedly low scoreseitective function; these
interviews are characterized by a dominance ofgomegy trait language or behavioral
description. These interviews may be charactefigean inability to imagine the
affective experiences of others and the impactdfiect has on one’s own thoughts,
feelings, and behaviors. Conversely, some motmessbe unable to acknowledge that
their own thoughts and feelings impact the expeegesf others, insisting instead that
their overt and obvious behavior is the only thingt others can sense. The most
common examples of this type are seen in thoses eelsere there is not necessarily a
denial of another’s inner life, but for whateveasen, the narrative never seems to go
beyond descriptions of the relationship which aretéd to behavioral or personality
terminology.
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V. Rating individual passages
A. Rules for identifying passages

In order to score the PI for RF, raters begin adneg the interview as a whole. Raters
thenrereadthe interview, and ratall passages for RF. This is distinct from previous
approaches to coding RF on representational irdeysuch as the PDI or AAI, which
have given special importance to the coding of “dedhquestions,” namely those that
explicitly pull for RF. These manuals make a distion between demand and permit
guestions: demand questions are those that derhahthe mother demonstrate her
capacity for reflective functioning, while permiiggstions are those that permit the
mother to demonstrate her reflective capacity dauhot explicitly ask her to use mental
state language. There are a limited number of ddmaestions on the AAI; however,
many of the questions on the PI could be consideeedand questions, as the mother is
asked to respond directly in terms of her mentest Thus in coding the PI, we feel that
restricting coders to demand questions would bergnttly limiting, as many of the
guestions can elicit RF depending upon how theyasked and how they are interpreted
by mothers. Consequently, on the Pl we caltlendices of RF, as well as all indices of
negative or low RF. The latter are indicated bythmcs’ resistance or defensiveness in
the face of questions that pull for RF. Once pfirapriate passages have been rated and
the interview has been reviewed a second timentkeview is assigned an overall RF
score. We will describe the specific guidelinesdoding individual passages and
assigning overall scores in Section V.

In terms of scoring, the interview should firstriead in its entirety. As an
experienced coder, one can begin to think abowtsod this first read-through.
However, it is very important that scores not b&agrsed until the second read-through.
At this point, the following passages shouldunelerlined andcored: 1) those in which
the subject is specifically asked to reflect, apth®se in which the subject
spontaneously responds in terms of mental stdtethe latter instances, the response
need not indicate mentalization per se; howeveare dhe subject uses mental state
language, the presence or absence of mentalizatish be assessed. Finally, the entire
interview should be reviewed.

Note: It is advisable that the rater underlinewloeds or phrases that have been
crucial to scoring within the passage itself, anterthetype of mentalizatioor note their
own reasoning on the scoring sheet (See AppendiXTAgse kinds of notes become
crucial in making coding decisions and assigningrall scores.

Please note that some versions of the Pl ask dloolytimage issues; these do not
need to be included in passage or overall scoasghese were inserted for a specific
research project and do not pertain to an assessrhparental reflective functioning.
Please also note that there are two versions d?ltheach of which requires slight
modifications to the coding sheet. These diffeesneflect adjustments that have been
made as we have refined interview protocols andhgogrocedures.
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B. Guidelines for rating identified passages.

In terms of scoring, the entire interview shouldtfbe read. Once a coder is
familiar with the system, she or he can begin toktlabout codes on this first read-
through. However, it is very important that scanes be assigned until the second read-
through, when each question should be read andra assigned to each passage. Itis
crucial that a justification for the score be irat&d on the scoring sheet; when
mentalization is present, each subtype shouldsbed] and the relevant passage noted.
Finally, the entire interview should be reviewddis at this point that an overall score
will be assigned (see below).

Sometimes a mother’s response will be poorly elatieorbecause she has already
answered the question in a previous response, agdmfact refer to the fact that she
has already answered the question. Sometimesiilaswer the question later in the
interview. Mothers should not be penalized for awmtwering a question a second time,
and the rater should either not rate the passagé(assign a /), or rate it in a way that
reflects the original answer. Likewise, if a matb&borates an answer later in the
course of an interview, the entire response, wregrgoccurred, should be counted.

The eleven scale points, including tHerating, are defined below. Raters should
assign individual scores for all questions by failog the definitions and guidelines
stated in previous sections of this manual. Thadityuof reflectiveness within a response
may vary. A mother may become more reflectivehasésponse develops. The rating
of a given passage should be based on the mosttedl statement contained within the
passage. However, if the response becomes bizatine mother undoes the
reflectiveness previously demonstrated, then tbeesmust be lowered relative to this
shift in quality. For example, a mother may statertain feeling and then take it back or
deny it.

A mother should not be penalized for providing spanse that does not answer
the question. For example, if a mother is askediber partner’s feelings and then
responds by describing his or her own feelingsreflective way, full credit should be
given.

It is useful in scoring to think of the odd numbassanchors on the scale; thus,
the rater will begin by trying to assign an odd fm@mscore, and then adjust up or down
depending upon elaboration or spoiling. Whiled¢len number scale points are named,
these are genuinely “in between” points, and shbeldsed as such.

It may be tempting to read into a given responsktargive credit for or penalize
for things that are not explicitly stated. For exde, a mother may describe negative or
disturbing feelings towards her baby in quite éective manner. This may elicit a
negative response in the rater who may then betezhip lower the score. Responses
should, however, be rated purely for mental sitgliage rather than the affective
content. An exception to this rule is seen whenrdsponse seems false, not believable,
or extremely defensive. In these instances, theesshould be lowered. An average
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rating on the Plis a 5. Therefore, a reasonablggptive and sensitive parent will, for
the most part, receive scores in the 6-8 range.

Note: For purposes of clarity, all scores in trenomal that refer to individual
passages will be in plain type whereas overallewiill be underlined.

-1 Negative RF
A response that receives a score of ‘—1’ must lwaneeof the following features:

1. It must be distinctivelyanti-reflective (i.e., hostile or actively evasive, usually
because the question is perceived as an assaithok).

2. It must bebizarre (impossible to understand without making the aggion
of irrationality on the part of the subject).

3. It must benappropriate in the context of the interview (i.e., completenno
sequiturs, over-familiarity, or gross assumptiobgsid the interviewer).

Thus, the mother systematically resists takingflactve stance, with hostile or utterly
confusing responses to interviewer’s queries. Type of response indicates a failure of
defenses and regulation.

Examples:

| don’t know that | can make any direct connecti@tween my feelings during
pregnancy and experience of being parented. | nhean tell you what my experience
was being parented and I've told you what my exymee is of being pregnant, but |
don’t really see any connection. | guess thatsryjob, right?

0 Rating: Disorganized Disavowal

The following response would score a “0”, indicgtihat disavowal is tenuous
and fragile, leading to lapses in reasoning andrasve fluctuation:

In response to questions about negative feelingaglpregnancy, the mother
said: 1 feel angry . . . | get angry at my husband argllack of attentiveness to
me . . . but | don't feel angry toward the babydoh’t ever recall thinking like . . .
| mean I've had moments when | just say, like, "&_pist get rid of this baby” but
| don’t mean it. But it works. . . . My style istrthat | should, but | say a lot of
stuff and don’t mean it. You know, like “Shut apl’'m going to beat the shit out
of you.” But, you know, | will never lay my harats my kid. . . .(Well, in those
moments when your baby’s really fussy, do you thjiale'll feel angry?) No.

You know, it's like the act of saying, “Shut upl’an going to kill you,” it's like a
steam release device for me, but | never worryngtGod, I'm gonna lose
control. (What kind of effect do you think those feelingdl\wave on the baby?)

| don’t think it will make much difference at allget more verbally angry at
myself. I'm supposed to realize this, you knowd, lzeve more patience.”
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1 Absent but not repudiated RF
A response that receives a score of ‘1’ must hagddllowing features:

1. It must be passively rather than actively evasive.

2. It must be accompanied by little or no hostility.

3. It must contain no evidence of an awareness of ahetdtes; an explicit effort
to tease out mental states underlying behaviagcagnition of the
developmental aspects of mental states; or an aessef the interviewer’s
mental states.

4. The interviewer must be no better off in termsh&f knowledge of the mental
state of the subject after having read the respahar he or she was before
reading it.

A score of ‘1’ may also include concrete explanagiof behavior which serve to avoid
references to mental states (i.e., explanationsheaspciological, excessively general, or
framed in terms of external, physical circumstahd@ssponses may contain self-serving
distortions (recollections which are highly egocentelf-aggrandizing, or
extraordinarily arrogant claims to insight).

Examples:
(What will be the best times for you during thesti6 months?)it will be nice being
around him and watching him do thingbehavioral description)

| never feel guilty(successful disavowal)

| will be a great parent. I'll always know exactishat he’s thinking(exaggerated and
self-serving)

2 Vague or Inexplicit References to Mental States

The following example is not considered “negativ€ Rince it does contain a
vague reference to mental state, but these refeseare too limited and inexplicit
to be considered “questionable or low RF.” Thalezacan “fill in the blanks” to
infer mental state, but mental state is not exghliciescribed. A score of ‘2’ is
therefore assigned.

(Do you ever worry about the baby®h yes, every day, making sure he’s
growing okay. Especially his size, that’'s my concthat he’s growing. And
now | know that he’s getting bigger, so I'm goodhvthat.

3 Questionable or low RF

For a response to receive a score a ‘3’ it must:

1. Contain some suggestion of mentalizing effortshgyrmother.
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2. Be devoid of any element that makes reflective fioning explicit (e.g., it never
reflects mixed emotions, conflict, or uncertainbpat others’ beliefs and
feelings).

The response may frequently make use of menta statjuage such as “happy,” “sad,”
“loved,” or “secure” without making clear or exptithat the mother genuinely
understands the implication of her statement (¢hg.mother fails to elaborate upon
these statements). The response may appear soh@iehéd, banal, superficial, or
“canned,” or may be excessively deep and detaigtdiyconvincing and/or irrelevant.

Examples:

Right now I'm good, I'm happy. I’'m gaining weigintd I'm totally happy. I'm not
concerned about nothing no more. I'm changingfowyg disorder has changed a lot, so
I’'m happy now.

My mom was really happy for me. She said, “I heperything works out. That you
don’t end up breaking up.” She even wanted to atlop baby.

He’'ll go outside and slam the door behind himl IEt him cool off, then he’ll come back
in the house and say he’s sorry.

Being a mom makes me excited, it really does. khasting that this child is my own and
we’re all going to be there for him. Just seeifm lgrow . . . I'm really excited. To
imagine his father and him interacting, that makesvery excited because | know
[FOB] loves kids so much. He has so much to téad$

4 Rudimentary or Inexplicit Link Between Mental States and Behavior

In the following examples, the links between mestates or between mental
states and behavior are rudimentary or inexpligiental state language is used in
a slightly more sophisticated manner than in agese that would be considered
“questionable or low RF” but they are not elabadate convincing enough to be
“definite or ordinary RF.” A score of ‘4’ is theme assigned.

Examples:
When | first found out | was pregnant, | was happythen | was scared because
| didn’t know what | was going to do.

| can’t think of anything I'm afraid of doing asparent. | mean, if it was a girl, |
could say that | would be more afraid of being @avering, overprotective.
But, | mean, | can say that about my son too. llIlvei overprotective, but
hopefully not too much, you know.

5 Definite or ordinary RF
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For a response to receive a score of ‘5,” it mugt gonvincing evidence that the mother
has a model of the mind of self and other. Shevshbe capacity to make sense of her
experience in terms of thoughts and feelings asdah@onsistent model for this. The
model is limited in that it does not permit theukgion of more complex experiences
(i.e., conflict, ambivalence).

1. Contains some element that makes reflection exgéaiy., explicit reference
to the nature or properties of mental states—howtalstates relate to
behavior, or mental states in relation to the ineaver.)

2. Not cliché (this does not imply that the responsedhbe sophisticated).

This score can also be used when the mother masnaatigh level of understanding in
some parts of the response, but cannot maintasrdbel for more problematic areas,
such as conflict.

Examples:

Worried about my feelings? The thought of beimgoen makes me afraid sometimes.
I’'m very experienced with children, but there’s sbinmng different about this one being
mine. | can’t give him up for the rest of my lif@hen | start to think of that, because it
wasn’t planned and because [FOB] and | aren’t mad;i that makes me feel afraid and
overwhelmed sometimes.

(How has your relationship with [FOB] changed®)lot of the time | think we feel little
pressures and we won’t speak to each other or Wwa#l off each other’s heads about a
situation. Things like that. I'm a little touchithan | used to be. Little ups and downs
can overwhelm me sometimes, then | feel bada litle rough sometimes, but overall
things have been pretty good between us.

6 Rating

The following responses contain reflective stateimémat are more explicit and
elaborated than responses considered “definitedanary RF,” but they do not
meet criteria for “marked RF.” A score of ‘6’ isdrefore assigned.

Examples:

Occasionally, when he kicks, if I'm in one of myians moods, the kicking will
really aggravate my worries. It'll kind of remimde of the anxieties | have and
they sometimes just spiral out of control.

Going back to school will be hard for me becausefor me, applying myself is
very, very hard. | don’t know why it's so hard foe to apply myself to things
that are so important. For some reason | can’tdoh’t know, somehow | feel like
| failed or feel down and out about myself and tarst pick myself back up. So,
| think it's going to be hard but my motivationtie baby. | hate to put so much
on him, but at the same time that's my motivatitrmakes me think, “Where do
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you want to be? What do you want to be for youdeh It's going to be rough,
though. It's not going to be easy.

7 Marked RF

In order to receive a score of ‘7’ a response rnastain some feature which makes
reflection explicit (i.e., explicit reference toetimature or properties of mental states, how
mental states relate to behavior, or mental statedation to the interviewer.) In
addition, a response must meet at least one dbllosving five criteria

1. The passage sophisticated(i.e., it must contain at least two indices of
mentalization as listed in Section I1).

2. lItis unusual or surprising, casting amnginal perspective (which is
nonetheless readily understandable).

3. Itis complexor elaborate, described in unusual detail withdation that
multiple mental states attributed to a person arsiclered in relation to one
another.

4. The response places mental states witldausal sequence The respondent
considers how the mental states arose, how thieyemted behavior, and
what impact they have on subsequent perceptiotisfdeand desires.

5. The response contains axteractional perspectiveon mental states. The
respondent sees mental states as impacting omotigea in a causal way.
The respondent either explicitly states how the talestate of one person may
impact on the mental state of another or consitéesactions of mental states
within a single mind. Less frequently subjects magsider the interactions
of mental states within a single mind. Here themecmn examples involve
conflicting perceptions or desires and mixed enmgtiand the subject conveys
some reconciliation of these. If the process tdgmation is described with
appropriate elaboration or illustration, the ratleould consider awarding a
higher rating to the passage (‘9).

6. When the response contains an acknowledgment afteydarly painful
situation, appropriate thoughts and feelings aserileed. The discussion of
extremely painful situations, such as abuse, walfrant an even higher score,
suchas a ‘9.’

Examples:

| think about being a mother and | wonder, but itard for me to imagine what it's
really going to be like with this baby because Iever had one before. You know, |
know | will have strong feelings of loving and wagtthis child but | just don’t know
what it's going to be like on a day-to-day basiking care of a baby. Especially if it's a
baby that cries and screams a lot. I'd like tanththat I'll be patient and calm, but |
really don’t know how I'll feel about it.

With regard to father of the babt first | felt a little angry and upset becadse
expected him to be more, you know, talkative armbtomore open about how he was
feeling. So it made me feel like I'd done sometirong; | felt like it was my fault, you
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know. | was afraid he didn’t want the baby. Idtdknow what was going on in him. It
took a few days to be able to talk about it. hkhihe situation came as a real surprise to
him.

Note: Often subjects will describe having diffaréeelings, positive and/or negative; for
instance;| was happy and scared at the same tin{8). This would not be an

indication of mixed feelings because these twarigslare not considered in relation to

each other. Likewise, various forms of splittiftngpsld not be confused with conflict. If,

however, the subject truly describes experiencingrdlict between two feelings, then a
“7’ (or higher) would be scored.

8 Rating

These responses meet all the criteria for “markEtdaRd just one of the two
criteria for “full or exceptional RF”; a score @'‘is therefore assigned.

| feel an enormous responsibility. It's overwhelgysometimes to think about
how much responsibility I'll have and how dependaig baby will be on me. It's
really scary sometimes and | wonder if | reallylw it right, you know. To
combat all these fears | think | end up readingtaof books and going to
prenatal classes so | really feel like I'm as pregghas possible. Knowing what
to expect—to some extent—helps me feel more carhp&teowledge has always
been a comfort to me; I've never been someone edie comfortable with not
knowing or being ignorant. But it still scares swmmetimes, knowing that | can’t
really truly know what to expect.

9 Full or Exceptional RF
In order to be given a score a ‘9’ a response must:

1. Show the above features of a ‘7’ to an unusualij ldegree (this response
would be in the top 10% or less) the response must be given for a
particularly charged and emotionally difficult sabj in which maintaining
even ordinary levels of reflective functioning cddle considered exceptional.

2. Have a strikingly personal character, enablingréiter to feel confident that
it is experienced as personally significant andmregful. Responses that are
given a ‘9’ frequently demonstrate full awareneksrgportant aspects of all
protagonists within an interaction. The protagtm&e placed in relation to
one another in terms of their feelings and bekfd these are sufficiently
complex and elaborate to convince the rater of ti@uracy. Passages are
judged on the intricacy of the interaction betwdsnmental states described
and the completeness of the causal account.

Examples:
Oh, I will feel guilty all the time, and | know msays of handling it will not always be so
productive. | will feel really guilty for leaviniger and going to work and | will think
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about it a lot during the day when I'm gone. Bunhbw | won't be able to stay at home
for long. It's just the kind of person | am. lliwieed the outside stimulation as well as
the money to be a good mother. If | stayed at halirtee time, | think | would grow
resentful towards the baby. | just hope my isslogst affect her too much. I'm afraid
that sometimes | will need her more than she needsl know | will want her to be
attentive when we’re together, to make our timetiogr really quality time. But | don’t
want to force her to do things or put too much puge on the time we do have together,
you know, to make her feel that she’s getting @bplushed. It's going to be hard for me,
| know.

VI. Assigning overall scores

A. Rules for aggregating reflective-functioning raings into a single score for each
Pregnancy Interview.

The “global” or “overall” score should reflect attempt to capture, through an
assessment of the range of scores and their relatieach other, what is “typical” of the
mother. Like the designation of a diagnostic éfasgion or attachment category, the
global score should be that which best fits thamed among a range of scores, as judged
by the rater. It is impossible to design a matherabformula for assessing typicality,
because the presence of high or low scores muslyaliae considered in context.

A number of questions are included in the oveR&llscoring. While this number creates
a fair amount of “noise,” as even highly reflectindividuals are not necessarily
reflective all the time, it also casts a wide erfougt to assess the regular, ongoing
features of an individual’s reflective capacities.

For instance, even highly reflective mothers mawgstipularly at the start or finish
of an interview—give a few relatively unsophistedior unreflective responses. Similarly,
mothers who are average in their reflectiveness maag a highly elaborated reflective
response in their protocol. The balance of thegiations” or “exceptions” must be
considered seriously in the assignment of a glsebaite. For instance, if unreflective
statements seem to indicate true failures of refle@wareness, they must be given weight
in assessing typicality. Another example is predithy the mother who is able to
adequately reflect upon her own mental statesattinely resists contemplating others’
states of mind or any interactions between two sinthis indication of the mother’s
inability to put herself in the other's mind shodie weighted negatively. By contrast, low
RF responses that seem relatively inconsequentialdibe given little weight. Likewise,
the valence of rich and reflective responses mestomsidered accordingly.

It cannot be overemphasized that this kind of mgads truly qualitative, in the sense
that specific parameters for arriving at a glolaing cannot be described. This requires
careful reading of the whole transcript and caretuisideration of a range of alternatives.

It is recommended that the rater be able to datieuhe reasoning that is used to
assign the global rating. This can be achievedutjitavriting a brief report, roughly one or
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two paragraphs, which delineates the underlyingiciamations leading to the final rating.
The report should highlight central themes and melpde excerpts from the interview as
well as the particular rating rule being used.

B. Scale points for overall rating

Note: For purposes of clarity, all scores in the @nual that refer to individual
passages will be in plain type, while overall scosewill be underlined. As in the
ratings of individual passages, even numbered scaenay be used when assigning
an overall score to an interview.

-1 Negative RF

This overall rating should only be given to intews, very rare in normal
samples, where the mother systematically resikisga reflective stance throughout the
interview. The mother may be hostile to the notdneflection, which would be
expressed in derogation or dismissal of any atteraptthe part of the interviewer to
initiate such reflection. Alternately, the mottmeay be so confused in her attempts at
reflection that the rater may be said to be alrfelsbcked” by her utterances. In either
case, for a rating below_atd be given, the rater should be certain thatndovidual
passages have been rated ‘5’ or above. In intesviehere either a rejecting or a bizarre
stance is observed alongside some ratable RF massatjings betweendnd_3should
be considered depending on the balance of itemslfou

Common types

—1(A) Rejection of RF

Interviews of this type ratedl include hostile refusal to answer a number of
demand RF questions. In addition, some generahctaistics of the interview may
include a lack of participation in the interviewopess, overt hostility to the interviewer,
evasiveness, and marked incongruencies.

—1(B) Unintegrated, Bizarre, or Inappropriate

This is a rare category and a literally puzzling éor the rater. Its hallmark is that
mental state attributions are hard to understaralqualify for this category an interview
must contain at least several examples, found aessin the interview, of statements
where an inexplicable, bizarre, or inappropriatglattion was made by the mother. Itis
insufficient for the answer to be unusual or simpdlgl. The rater's reaction is likely to
be one of shock that anybody could make such abuwton in such a context. As an
extreme example, frankly paranoid or thought disoed responses create this kind of
subjective reaction. In addition to these speailfyjcshocking answers, these interviews
will have general features which may include a latkeaning, a lack of explanation, or
a comprehensive avoidance. If several of the resg®include bizarre explanations of
behavior, either paranoid or thought disorderetéstants, or are highly incoherent and

Please do not distribute or reproduce without exptit permission of the authors.
© Arietta Slade, Ph.D.



154

therefore impossible to understand but not neciéggsflaought disordered, then the
interview should be given-l. If the interview is generally poorly integrated
somewhat bizarre in terms of mental state attrimstibut only a few of the passages are
of this type and no passages are rated ‘5’ or glibea the interview should be assigned
agl

1 Lacking in RF

This rating should be given to interviews whereriftective-functioning is
totally or almost totally absent. The mother mdgg@ a range of strategies to prevent
the task of reflection. In these interviews thex@y be a number of instances of mental
states being mentioned with regard to the selfcthlel, or another individual, but these
never lead to a coherent picture of the motherthermther’s underlying beliefs and
feelings. To the extent that mentalizing statemen¢ present, these are simplistic and
banal and cannot be differentiated from statemiatsanother subject might make on
the basis of completely different experiences.emlatively, reflective statements are so
clearly inaccurate and full of misunderstanding eodtradiction that the rater can
confidently conclude that the statement is not hasegenuine reflection. In all cases,
mentalization and awareness of the nature of metdatds are absent in the narrative. If
mentalization is present it is only discernableardgrence.

Common types

1(A) Disavowal

At least half of the instances in the transcript assertions of ignorance
concerning mental states. Alternatively, therecamaparable examples of evasion of
guestions, physicalistic, behavioral, or sociolaggccounts, and global and generalized
statements concerning psychological states oftter @r the self. In general terms, such
accounts tend to be barren, lacking in mentalidieigil, and mentalizing phrases are
restricted to those of a clichéd or canned natéreertain concreteness tends to
characterize such interviews. In order to asdigmadverall rating, there should be no
instance of reflective function rated above ‘3'.

1(B) Distorting / self serving

These interviews do contain reflection but thisaen by the rater as flawed.
Responses to demand questions may exaggeratepgbeamce of the speaker, or they
may be egocentric, overly favorable to the subcself-serving to the point where the
accuracy of the representation of the other’'s nietide may seem inaccurate. A key
bias in the depiction of mental states is socialrdéility, meaning that the mother wants
to present herself in a favorable light. Theséodi®ns can lead to marked
inconsistencies in the presentation of the mentalds of both the self and the other.
Subjectively, the rater may feel a strong senggitdtion with such interviews. To
assign this category, a fair number of the respptsdemand RF questions should
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contain such purposeful distortions. Further,ersrould be no instance of reflective
function rated above ‘3’.

3 Questionable or low RF

This rating is given to transcripts that contaimscevidence of consideration of
mental states throughout the interview, albeit fatirdy rudimentary level. For example,
the mother may consider developmental or interggitgral elements that are not seen by
the rater as banal (i.e., deserving a lower ratug)are nevertheless not specific enough
to the individual's personal experience to metigher rating. An interview rated a 3
may contain more than one example of reflectivestimming at a level ‘5’ or above.
Further, a number of the responses must receivesod ‘3'. Initially, the rater may
intuitively wish to attribute a relatively good lettive capacity to the mother; however,
upon closer reading there is not enough concreteree to warrant a rating higher than
a 3 For the most part, in a transcript rated eeBerences to mental states and their
impact on behavior are not made explicit. Alsa Btranscript, a number of relatively
reflective passages may be counterbalanced byimegatings elsewhere, although not
of sufficient frequency to warrant that rating.

Common types

3(A) Naive-simplistic

These transcripts show a partial appreciation tefitions of others. This
understanding may be very superficial, or banath wkcessive use of clichés in referring
to mental states. There may also be minimizatfaregative experiences. The mother’s
understanding is not grounded in personal expegiemar is it sensitive to the
complexities of mental states, such as confli@mbivalence. The interview is likely to
contain many ‘canned’ statements and to have doshguality to it. To assign this
category the rater is expected to have identifeggle) simplistic passages as the majority
of the low ratings and few, if any, of ‘marked’ RF.

3(B) Over-analytical or hyperactive RF

This is an important but somewhat difficult catggoi o the inexperienced rater
such transcripts may seem quite reflective. In, fawe of the hallmarks of this category
is that the interview appears to have greater diyaih it actually does. The interview is
diffuse and the insights offered are unintegratati@o not link in a compelling way to
the mother’s experience. The interview is givan thting if approximately half of the
responses contain instances in which the speakeerty-analytical. If one or more of
these overly-analytical passages includes textghalifies as bizarre reasoning or
distorting/self-serving, the rater should consibether the passage as a whole merits a
1 or 2rating.

3(C) Miscellaneous low RF
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These are transcripts, relatively few in numberergha Jating applies even
though the transcript is neither particularly name overly analytic. Most commonly
the rating is arrived at as a compromise betweaglzer and a lower rating. For
example, some transcripts show clear evidencesaivdiwval, yet contain definite or even
marked evidence of reflective-functioning. Thelewdd be assigned to this category.
Other transcripts which may receive this misceltarse3rating may have numerous RF
passages, but none of them goes beyond this goakteoor low range. Still other
miscellaneous &anscripts may meet the requirements for a higatggory, but the rater
feels unconvinced that, taken as a whole, the ¢rgoigs definitely reflective. In these
transcripts the mother’'s model of mental statestd&® partly inferred by the rater (e.g.,
emotional events may be outlined, but without thplications being spelled out, there is
little awareness of a link between cognition arfécfor of the impact of one relationship
upon another).

5 Ordinary RF

This is the most common rating in a high functigntnormal” sample.
Transcripts at this level should have a numbensiiainces of reflective-functioning, even
if all of these are prompted by the intervieweheatthan emerging spontaneously from
the interviewee. In contrast to interviews ratetirdugh 4 interviews rated give
convincing indications to the rater that the moth&s some kind of model of her own
mind as well as the mind of the other. This madel expressed reflectiveness is
relatively coherent even if it is simple. In orderbring an overall score ofup to a 5,
the mother’s model of the mind must be clear anlll wegrated.

There may be transcripts where the mother's memalistance is attenuated by
difficulties in expression. In these cases, therrshould exercise discretion and
generosity in rating an interview affone or two clear instances of level ‘5’ mertaig

are present. Overall ratings_ohfe commonly given to interviews which combine
statements that are genuinely reflective (‘7’) witkdimentary or more superficial ones
(*3"). An overall score of 3nay be given to interviews which contain only ¢yyge of

RF. For example, the mother may demonstrate astensuse of a developmental
perspective without demonstrating other types fdécéveness, such as awareness of the
opacity of mental states, or specifically acknowied the separateness of minds.

Common types:

5(A) Ordinary understanding

The mother shows a capacity to make sense of Iperiexce in terms of thoughts
and feelings, and has a consistent model for thismneeds little or no inference from
the rater. The model is limited, however, and wlaubt provide a way to understand the
more complex aspects of interpersonal relationsisiypsh as conflict or ambivalence.
Approximately half of the passages should warrdbt eating, with no breakthroughs of
rejection or bizarre explanations or pervasivevhsal, etc.
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5(B) Inconsistent level of understanding

The mother appears to be achieving a higher ldua@hderstanding in some parts
of the interview, so that certain passages mayeaelscores of ‘6’ or ‘7.” However, the
understanding cannot be maintained in relationdcenproblematic areas of the mother’'s
interview, such as an area of true conflict regegdheir changing relationship with the
father of the baby. These parts of the interviewlamevertheless not be expected to fall
below a rating of ‘1’ or ‘2.

7 Marked RF

These interviews have numerous statements indgcatlhreflective function
which evidence awareness of the nature of meratdsand explicit attempts to tease out
mental states underlying behavior. Normally, awass of mental states is clear
throughout the interview with frequent passagesrevkiee mother has arrived at an
original integration of her own and others’ statésiind. The rater may find these
formulations surprising in the sense of not havthmught of them him or herself. There
is also much detail about the thoughts and feelaigbe parent and others and the
implications of these mental states are regulgrélied out. The mother is usually also
able to maintain a developmental perspective. whale, the interview gives the rater
the feeling that the speaker has a stable psycitalagodel of the mind which is
regularly and naturally applied to themselves ahers, and which is also used to
understand their own reactions to mental states.

Any single passage may illustrate only one of #aures of full reflective
functioning listed above on page 17, but the ineamas a whole gives the impression of
someone who is applying a reflective stance faidgsistently to their relationship with
their child. In contrast to an overall rating_gfé overall rating of % given to
interviews where a number of different types of&€& evidenced across the interview.
However, some minor limitations remain in termghadf overall breadth and quality of
reflectiveness. In order to assign an overalhgatf 7, a number of the passages, found
anywhere in the interview, should be rated a “7higther. In general, there should be no
passages rated ‘1’ or lower, and few of the respets demand questions should receive
ratings lower than ‘5’. However, on rare occasjaonsthers showing marked RF may
respond to one or two demand questions withoutefin. In these instances the rater
must determine that the low response does not taurtypromise the overall
reflectiveness of the interview.

9 Exceptional RF

These transcripts are rare. They show exceptsmyiistication, are commonly
surprising, are quite complex or elaborate, angistently manifest reasoning in a causal
way using mental states. A ‘9’ rating for a singlessage is given where several aspects
of reflective function are integrated into a urdfjéresh perspective. Where
approximately a third or more of such passagesated in any single interview, the
rater should assign_ariting to the interview as a whole. Across themview, many
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aspects of full spontaneous reflective function lddae shown in the mother’s discussion
of her imagined relationship with her child ovendi and in different contexts. It is
unlikely that such an interview would have manysag@es rated ‘3’ and most would be
rated ‘5’ or ‘7." If the transcript does not mékeé above criteria, yet the rater “feels” the
transcript to be exceptional, a rating a$t&uld be considered. If only a single ‘9’ rating
is present and/or there are more than a couplgarvhples of questionable RF, a rating of
8is likely to be too high and_ashould be considered.
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THE PREGNANCY INTERVIEW —FHCHC Version
Arietta Slade, Ph.D.

DO NOT DUPLICATE WITHOUT PERMISSION OF THE AUTHOR
asladephd@earthlink.net

. This is your first pregnancy. How did you feel whgu found out you were
pregnant?

. What was the FOB’s reaction when you became preg@mamd how did you feel
about his reaction?
e What was your family’s reaction? And how did yoelfabout their reaction?

. What changes have you made in how active you a@.example in what you
eat, and how much you exercise?

* Have there been any changes in how you are slegping

* How do you feel about doing these things differghtl

. Have you had any hard or difficult feelings duryaur pregnancy? (Probe for
the following: Do they know how they’re going to nage financially, where
they'll live, how they would receive help? Are thehanning for it? Have they
even thought it through?)

* Have there been times that you've felt scared ariea by your feelings
during your pregnancy? Have you had any worriesiathe baby? Have you
thought about what you will need to do to providethe baby, for example,
where you'll live, how you’ll make ends meet fingaidty, how you’d get help
when the baby came home?

. What do you do when you have these feelings?
* |s there anyone you can talk to about the feelihgsbother you during
pregnancy?

. What are some of the good feelings you’'ve had?

. When would you say you first really believed theses a baby growing inside of
you?
* How did this make you feel?

. Would you say you had a relationship with the baby?

* How would you describe it?

* What kind of person do you imagine your baby’s gdimbe? When you
imagine him/her, what do you imagine? (Note: Dospecify age of child,
just let the mother choose.)
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9. Do you know the sex of the baby? Yes: How do feel about it? No: Do you
have a preference or feelings either way?

10. What do you think the baby needs from yow? Are there things the baby needs
from you now? What do you try to give the baby?
* How do you feel about taking care of those needs?

11. What will your baby need from you after it's born?
* How will this make you feel? (Or more concretelyowdwill you feel to take
care of these needs?)

12. What do you think will be the happiest times foug
13. What do you think will be the hardest times fougo

14. Who's going to help you take care of the babyrafte born?
e Do you plan to go back to work/school? (And howyeashard would that be
for you to do?) If you are, who will be caring fitve baby?

15. Since you've been pregnant, what has your relshignwith your mother been
like?

16. In what ways do you imagine you will be like yauother as a parent?
e In what ways do you imagine you'll be different?

17. Are there things that afraid you’ll do as a paPdnke maybe things your parents
did to you that you're afraid you’ll do too?

18. How has your relationship with the FOB/husbandneféected by the
pregnancy?

19. How do expect him to be involved with the baby?

20. How do you think being a parent will change yafa?
e How do you feel about these changes? (What kindbafiges do you think
you will have to make?)

21. OK, we'’re almost done. If you had to think of Say®from now, your child is 5
years old, and you had to think of 3 wishes forrychild, what would they be?

22. Is there anything else about your pregnancy oitawgamotherhood that we
haven't talked about that you'd like to add?

THANK YOU VERY MUCH!
This version of the Pregnancy Interview is an aaliqn of the Pregnancy Interview,
Slade, Grunebaum, Huganir, & Reeves, 1987.
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PARENT DEVELOPMENT INTERVIEW — REVISED

The Parent Development Interview - Revised is copighted, and is not to be
adapted, shortened, renamed, or incorporated intotber interviews. If this

interview is to be used in contexts where changesust be made to accommodate a
given population, permission for such modificationgnust be obtained in writing
from the authors of the instrument. In whatever catext it is used, it must always be
identified by its full name, and full credit be given to its authors. This interview
should not be given without training. While the setions below provide guidelines
for interview administration, interviews may well be uncodable if not properly
administered.

Introduction to the PDI-R

This is a revised version of the Parent Developrrearview (Aber, Slade,
Berger, Bresgi, & Kaplan, 1985). There were twesians of the original interview, one
for use with parents of infants, the other for wsth parents of toddlers. The original
interview versions, as well as this revision, dreeal at assessing parental representations
of the child and of the parent-child relationshipey are not meant to be used to assess
attachment classification of the adult or of thedchWe have used this interview to code
parental reflective function; it can also be useddsess the quality of parental
representations along a range of relevant develotatielinical dimensions.

This revised version has been developed for skreasons. First, the original
version was tied specifically to the infant anddied stages of development; the current
interview is less age-specific, and can be used parents whose children range in age
from infancy through early adolescence. It is img@ot to note that if parental responses
to specific age-related developmental tasks angined} then questions relevant to these
domains will have to be added by individual reskears. Second, we have found in our
15-year experience with this interview that soméhefquestions are less useful than
others in pulling for a range of responses andrgesms. Some were poorly worded,
some were redundant, some rarely pulled for mae furface descriptions, etc.
Therefore, this new version incorporates our exgmee of coding more than 500
interviews, and represents a more streamlined &mtassessment of the relevant
dimensions of parental representations. Findlig, tevision reflects the need within our
research group to create an interview that allawshfe assessment of reflective
functioning across a range of domains: in relatothe child, one’s own parents, and the
self. Up until now, these dimensions were necdgsassessed using different interviews
(the PDI, the Adult Attachment Interview, and thisjéxt Relations Inventory, for
instance), which — from a research standpoint ateseredundancy and an overabundance
of data.

Thus, in order to redress these difficulties anddllect the data that we felt was
critical to our research examination of reflectiuactioning, we have revised the
interview in such a way that it allows us to assedsonly parental representations of the
child, but a parent’s capacity to reflect upon aspef his childhood experience and his
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self development as well. To do this, we have sstbfour of the questions from the
Adult Attachment Interview (George, Kaplan, & Mall§96); these questions are those
designated by Fonagy, Target, Steele, and Std€188) as demand questions, and are
directly tied to the assessment of reflective fiomehg. One question from the Working
Model of the Child Interview is also included (ZeanBenoit, Barton, Regan, &
Hirschberg, 1994), because it too pulls specifyctdt reflective functioning. Finally,
elements of the Object Relations Inventory (Blatlyy & Auerbach, 1997) are
incorporated as well. This interview cannot bedu assess the quality of adult
attachment representations. The classificaticadoft attachment requires administration
and scoring of the complete AAI according to thél\established guidelines and
principles developed by Mary Main, Erik Hesse, &uth Goldwyn.

Instructions to Interviewers

These instructions refer to the use of the PDitR research setting. Obviously,
if the interview is to be given in a clinical setii the procedures will be modified
somewhat, although the basic instructions shoutthne unchanged.

A. Before Parent Arrives:

It is very important that the parent knows that ititerview will be conducted
without the child present, so that other arrangesare made for the child. When the
parent arrives, make sure all the materials adyraad that the equipment works (seems
obvious, but it is surprising how often data a ko equipment failures!).

B. Introducing the Interview

Begin by endeavoring to put the parent at easetaihe, from the outset, should
be friendly and relaxed. Describe the basic fegtof the interview: Itis 11/2 - 2 hours
in length, it has 40 questions, covering a numibéne@mes: parent’s view of child and of
their relationship with child their view of themsget as parents, their view of the
emotional upheavals and joys inherent in parentimgjr notion of the ways they have
changed as a parent over the course of their sHifd. You should also let them know
that you will be asking them about some of theinahildhood experiences as well.

Describe the interview in a conversational tombe aim here is to give them an
idea of the kinds of questions they will be asldamng so in a relaxed manner. Assure
them there are no “right” or “wrong” answers — tlgati are interested in their thoughts
and feelings about what parenting is like for th@&u.not go overboard here. If they
seem comfortable with the kind of introduction yame providing, do not feel you have to
provide more information. Remind them they are tierefuse to answer any question
(although we do not expect they will want to).

After you have introduced and described the ingsvyask parents if they have
any questions or concerns about the interview befou get started. Be sure to
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encourage parents to ask any questions they weshahduring the interview if
something should occur to them.

Truly pause and genuinely ask for and wait for tjoas from interviewee and listen for
any concerns.

C. The Interview - General Comments

Begin by letting the parent know you will be agkmseries of already prepared
guestions which have to be asked in a particulderorLet them know that you know that
the nature of this format may mean that they getdsibout something you will have
already discussed, but that there are methodologiaaons for following the same order
with each parent, and you hope they will bear \&itly redundancies. By the same token,
let them know the questions may sometimes seetavaet or foreign to them.

Let them know that because the interview is a lomg, there may be times when
you the interviewer will feel it necessary to spéeein up. This kind of warning lets
them know both that if you speed up it is not Bl of interest and lets them know in a
subtle way that there are limits on how long tlagiswers can be (i.e., not to go on and on
for the first few questions when there will be 36rg).

Introduce new sections. When you tell the paadoiut the interview at the
outset, you will be indicating that the intervieasha number of sections. During the
interview, introduce each section with comments,litNow we’re going to shift gears,”
or “Now we’re going to turn to the next sectiorif’'you wish, you may describe in a
word or two what the section is exploring, busiprobably best to stay with the general
kinds of comments indicated above.

D. Administering the Interview

Ask questions exactly as they are written. Rdliglfi.e., the comparability of
interviews across interviewers) depends upon irder@rs’ adopting similar styles of
interviewing, and to their adherence to the quastend probes as written. It is fine to
contextualize, or to use preambles appropriateagarent (i.e., “I know we talked about
this before, but...”). These kinds of remarks hbgparent get to the question while
leaving the questions themselves standardized.

Standard probes must be asked. In other wordssaf/s “Probe if necessary” you
need only probe if the question has not been amslyer which case you say something
like, “Tell me more about it” or “How did your clilfeel”, etc. The areas to be probed
are indicated on the interview itself. Any prohstructions that are not followed by the
proviso “if necessary” mugie asked.

Obviously, learn the child’s name right away. Timerview should be conducted
in a conversational tone; you should have thewaer nearly memorized, so that you are
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not glued to the materials and can maintain eyéacomvith the parent and insert
comments, probes, etc., in an entirely natural reanifihis is really important, because
we are asking about difficult and complex issuat the parent should feel you are
available and interested. This is essentially ai-stmctured interview, and should be
conducted in such a way as to make the parent nadlyicomfortable and responsive.
These are difficult questions and touch upon paweniotional issues; the more relaxed
and unthreatened the parent feels, the more ltkely are to be open and forthcoming.

It is very important to conduct the interview bnch a way as not to interfere with
the parent's particular style of responding. Yeadto let them know you hear them
without saying too much or leading them on. Fstance, some parents are very guarded
and limited in their responses. It is critical t@push such individuals too much; this
will make them angry and even less forthcomingsaAif you try too hard to get them to
open up, you are intervening in a way that wilkatftheir natural patterns of
responsiveness. Similarly, if a parent is vagukdisorganized, it is very important to
avoid the temptation to try to organize them.slhot your job to get them to make sense
(which you won't be able to do anyway); it is ygaly to create a receptive atmosphere, so
that they will communicate to you as fully as tlaeg able. Just keep in mind that your
job is to hear them as they are

The most common interviewer errors are to probentach, or too little, either of
which can make coding very difficult. Probing towich can arise for a variety of
reasons, but the two most common are 1) gettingeshed with a parent and trying to
sort out a chaotic story, and 2) conducting a fclli interview, probing for unconscious
material and the like. The first problem, enmestimis relatively easy to recognize
because the interview goes on too long, and tleeviigwer finds him or herself drowning
in details and continually trying to get thingsagght. At this point, less probing is more.
The tendency of clinicians to turn the PDI intawetclinical interview also leads to too
much probing. In clinical interviewing, we are Wing with the individual to get them to
articulate diffuse, complex, and sometimes hiddeamngs. We are not after “meaning”
in that sense, on the PDI. Do not supply wordgifem, do not say things like “What |
think you really mean to say is...”, do not summafizben | think about all this
together, | wonder whether...”. Keep your clinicalae silent; this does not mean you
shouldn’t listen clinically, but it does mean yoeelp that line of thinking to yourself.

You are really just trying to hear the story theylzey tell it. Probes are meant to clarify
the story, not reveal its other layers.

Probing too little usually occurs when a subjsdterself defended and resistant in
some way, and subtly puts the interviewer offthi@se circumstances, the interviewer
often feels like she is being intrusive, bothetting subject, and that the kindest thing she
can do is finish the interview fast. You certaidyn’t want to bug the subject any more
than you have to, but if you find yourself rushamgd uncomfortable, try to slow down
and stick to the interview. If it is really diffitt, probe selectively. In these cases, itis
better to probe generally (“can you tell me moréf2an to probe feelings (“and how did
that make you feel?”). Probing too little also mscwhen the interviewer does not follow
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up simple, unelaborated answers. For instaneembther gives a sparse answer (which
often happens when subjects are not especiallyartabie with language and verbal
communication), you can feel very free to ask thertell you more, to invite them to
flesh out the story. One sentence answers aredviéigult, if not impossible, to code. But
some subijects really need permission and encousagdmexpress themselves in this
context, in which case you want to do the things go with any person who is hesitant —
encourage them and convey your interest in questod full non-verbal engagement.
Do not hesitate, ever, to ask questions that angu&stions you have about an actual life
event; any unclarity you feel is going to be justvaxing to the person coding the
interview. Remember to always try to read younject and adjust yourself to their
comfort level, to the extent that you get scorairld developed answers. Remember too
that most parents start off slow, and that youoermgement at a slow beginning will
reinforce their warming up to the task.

D. Debriefing the Parent After the Interview

After the interview is completed, again inquir¢hé parent has any questions
about the interview or any other concerns that h@ase arisen during the course of the
interview. Be sure to encourage the parent t@raven the slightest concern, and give
them a way to reach you if they have any questioriselings that they would like to
discuss with you in the weeks after their meetinitp wou. This rarely happens, but
sometimes parents do have very strong feelingsgtine course of the interview, and
they should be given a way to process these feelinip you if need be.
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PARENT DEVELOPMENT INTERVIEW -REVISED

A. View of the Child.

Today we’re going to be talking about you and youchild. We’'ll begin by
talking about your child and your relationship, and then a little about your own
experience as a child. Let’s just start off by youtelling me a little bit about
your family — who lives in your family? How many chidren do you have? What
are their ages? (Here you want to know how many cliiren, ages, including
those living outside the home, parents, other adudtliving in home. If atypical
rearing situation (foster care) history of foster pacements, who have been
primary caregivers, etc.; likewise, if there appeas to be a history of divorce, or
multiple moves, get some of the detail of that judb create a context for
understanding the interview.)

1. I'd like to begin by getting a sense of the kindoefson your child is... so, could
you get us started by choosing 3 adjectives thatrd®e your child. (Pause while
they list adjectives.) Now let’'s go back over eadfective. Does an incident or
memory come to mind with respect to ? (Gouhincand get a specific
memory for each adjective.)

2. OK, now let’s return to your child...In an averageekewhat would you describe
as his/her favorite things to do, his/her favotitees?

3. And the times or things he has most trouble with?
4. What do you like most about your child?

5. What do you like least about your child?

A. View of the Relationship

1. I'd like you to choose 3 adjectives that you fedlact the relationship between
you and (your child). (Pause while they list atljgxs.) Now let’'s go back over
each adjective. Does an incident or memory comnmaital with respect to ?
(Go through and get a specific memory for eachcidge.)

2. Describe atime in the last week when you and (gbild) really “clicked”.
(Probe if necessary: Can you tell me more abouinitident? How did you feel?
How do you think (your child) felt?)

3. Now, describe a time in the last week when you(godr child) really weren’t
“clicking”. (Probe if necessary: Can you tell menmabout the incident? How
did you feel? How do you think (your child) felt?)
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4. How do you think your relationship with your chiklaffecting his/her
development or personality?

C. Affective Experience of Parenting

1. Now, we're going to talk about your feelings abbeing a parent. Can you start
out by choosing 3 adjectives that describe yoa jparent. (Pause while they list
adjectives.) Now let’s go back over each adjectidees an incident or memory
come to mind with respect to ? (Go throughgetd specific memory for each
adjective.)

2. What gives you the most joy in being a parent?

3. What gives you the most pain or difficulty in beiagarent?

4. When you worry about (your child), what do you fiywlrself worrying most
about?

5. How has having your child changed you?

6. Do you ever really feel you need somebody to take of you? (Probe, if
necessary: What kinds of situations make you faelway? How do you handle
your needy feelings?)

6a. What kind of effect do these feelings havéyomr child?)

7. Do you ever feel really angry as a parent? (Pribloecessary: What kinds of
situations make you feel this way? How do you hagdur angry feelings?)

7a. What kind of effect do these feelings have aur ghild?

8. Do you ever feel really guilty as a parent? (Prabeecessary: What kinds of
situations make you feel this way? How do you hagdur guilty feelings?)

8a. What kind of effect do these feelings haveyoui( child)?

9. When your child is upset, what does he/she do? #wee that make you feel?
What do you do?

10.Does (your child) ever feel rejected?

11.Does your child ever moods and feelings that yautdsnderstand?
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D. Parent’s Family History

Now I'd like to ask you a few questions about youm parents, and about how

your childhood experiences might have affected yeelings about parenting....

1.

your

I'd like you to choose 3 adjectives that ddsxyour childhood relationship with

mother, from as early as you can remember. (Pabge they list adjectives.)
Now let’'s go back over each adjective. Does ararnt or memory come to
mind with respect to ?

. Now can you choose 3 adjectives that describe gloilothood relationship with

your
father? (Pause while they list adjectives.) Netislgo back over each adjective.
Does an incident or memory come to mind with resfec ?

Did you ever feel rejected or hurt (physically anaionally) by your parents as a
young child?

How do you think your experiences being parentéecafour experience of
being a parent now?

Why do you think your parents behaved as they dithd your childhood?

How do you want to be like and unlike your motheagparent?

. How about your father?

How are you like and unlike your mother as a parent

How about your father?

D. Dependence/Independence

1.

When does your child need attention from you? BEyd not spontaneously
volunteered: How do you feel when this happens?)

Why do you think those are the things he/she nkeffswith?

When does he feel comfortable doing things on hisd (Probe if not
spontaneously volunteered: How do you feel whes hhppens?)

What happens when he/she can’t do things on histhe? (Probe if not
spontaneouslsy volunteered: How do you feel whanhtippens?)
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1. Now, I'd like you to think of a time you and younitd weren't together, when
you were separated. Can you describe it to me@b€éWhat kind of effect did it
have on the child? What kind of effect did it hareyou?) Note: If the parent
describes something other than a recent (i.e. niahe year) separation, repeat

the question asking for a more recent.

2. Has there ever been a time in your child’s life wiyeu felt as if you were losing

him/her just a little bit? What did that feel likar you?

3. Is there anyone very important to you who (youtd)doesn’t know but who you

wish he/she was close to?

4. Do you think there are experiences in your childésthat you feel have been a

setback for him?
F. Looking Behind, Looking Ahead

1. Your childis already, and you're an expeargehparent (modify as

appropriate). If you had the experience to doadr again, what would you

change? What wouldn’t you change?

2. How do you think about the relationship you andrychild will have when your

child is an adult?

3. Can you imagine yourself as a grandparent? Whgbdomagine? What would

you hope for?
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Maia Miller
July 2007

Interview Questions for MTB Home Visitors
1. Tell me this mom’s story:

8.

9.

Age

Trauma history

Life circumstances

Circumstances under which she got pregnant

apop

How did you feel your work with her went?
a. Successful outcome?
b. Evaluate how the treatment went, generally/globally

What changes in this mom stand out for you?
What “sticking points”—places of no progress ormypa—stand out for you?

Tell me about/Try to think of a pivotal moment witiis mom—a moment when
something changed, clicked, when you suddenlyhfebeful.
a. What kinds of things really helped this mom? Whatydu think worked
best with her?
b. What worked least well? What really got you nowRere

(Change over time)
a. Give an example of what it was like to be with ttmem in the beginning
of the intervention; vs.
b. Give an example of what it was like to be with hethe end of the
intervention.

Do you remember how optimistic or pessimistic yelt &bout this mom (in terms of
how she might respond to the intervention) whenfystmet her? Were you
surprised at the outcome?

What was a typical “meeting” like with this mom?

Can you give me 3 adjectives to describe this masiaionship with her child?

10.What was your relationship with this mom like?

a. What was your relationship with the child like?

11.1think | already know the answer to this, but waesre another strong attachment

figure for the child (father, grandmother, aunt, ¥t
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