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I dedicate this book to my children, 
Verena, Nicola, and Jonathan, 

and to my wife, Lizzy. 
 

Through them I learned much about attachment.



Attachment theory regards the propensity to make intimate 
emotional bonds to particular individuals as a basic 
component of human nature, already present in germinal 
form in the neonate and continuing through adult life 
in to old age. During infancy and childhood bonds are 
with parents (or parent substitutes) who are looked to 
for protection, comfort, and support. During healthy 
adolescence and adult life these bonds persist, but are 
complemented by new bonds, commonly of a heterosexual 
nature. Although food and sex sometimes play important 
roles in attachment relationships, the relationship exists 
in its own right and has a key survival function of its own, 
namely protection.

—John BowlBy (1988, pp. 120–121)
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Foreword
Lotte Köhler

In the 1950s the English psychoanalyst John Bowlby was asked to fulfill 
two missions: to produce a report for the World Health Organization 
(WHO) on the psychological state of parents and children left homeless 
by the war, and to set up a child psychotherapy department at London’s 
Tavistock Clinic. The knowledge he gained in the doing led him to a 
new theory—attachment theory—that diverged from the metatheory of 
psychoanalysis.

Attachment theory holds that human beings, in common with a 
number of other life forms, possess a biologically based attachment sys-
tem that is activated as soon as an external or internal danger appears. If 
one’s own resources are not sufficient to eliminate the danger, the phe-
nomenon called attachment behavior is triggered: a small child turns to 
a familiar person—his mother or father, for example—toward whom he 
has built a very specific “attachment.” His feelings, expectations, and 
behavioral strategies are directed toward this attachment relationship, 
which develops out of his experiences with these most important care-
givers. Although the attachment pattern that takes shape as a result of 
his adaptation to these experiences during the first years of life may 
change over the course of time, in most cases its basic structure remains 
relatively constant.

This person who furnishes protection and care is of life-preserving 
importance to the dependent human newborn and infant, and so, there-
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fore, is the infant’s attachment to this person. But the need for a “safe 
haven”—a reliable attachment figure who furnishes protection and help 
in dangerous situations—remains throughout life. In adults, too, danger 
activates the attachment system that was formed during early childhood 
and triggers protection-seeking attachment behavior.

When Bowlby presented these ideas to his colleagues in London dur-
ing the 1960s, he met with bitter resistance from psychoanalysts because 
his theory was based not on current Freudian metapsychology and drive 
theory, but on cybernetic and systems models. Bowlby was also accused 
of simply explaining behavior and not addressing the “inner reality” that 
psychoanalysts address. In consequence of this dispute, psychoanalysis 
and attachment theory went their separate ways.

Bowlby’s attachment theory was accepted by and integrated into 
academic developmental psychology, however, as other developmental-
ists devised methods that produced objective and reproducible informa-
tion about attachment patterns and behavior. In particular, the “Strange 
Situation” procedure, developed by Bowlby’s colleague Mary Ainsworth 
for 12-month-olds, has become a standard instrument for assessing the 
quality of attachment in infancy.

An important qualitative leap occurred when Mary Main and her 
colleagues developed methods for examining and evaluating attachment 
in adults with the Adult Attachment Interview (AAI). These methods 
make it possible to conclude with some certainty that the mother’s “state 
of mind” with respect to attachment defines how she relates to the child. 
The AAI conducted with a still-pregnant mother enabled accurate pre-
diction of the attachment pattern that the as yet unborn child would 
exhibit toward the mother at 1 year. This suggested that the mother’s 
internal representations of attachment relationships influenced her sub-
sequent interactions with her child and hence the child’s attachment 
patterns to her. These findings provided a potential basis for a reconcili-
ation between attachment theory and psychoanalysis.

This is where we stand now.
Before looking at the application of attachment theory to clinical 

practice, we need to take a closer look at the fundamental methodologi-
cal presuppositions of psychoanalysis and of attachment theory. These 
explain in part why psychoanalysis and attachment theory pursued dif-
ferent paths for so long.
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Psychoanalytic understanding is based on material gained in treat-
ment from free association and from transference and countertransfer-
ence phenomena. Analyst and patient together create a reconstruction of 
the patient’s developmental history, establishing in this way what condi-
tions led to the development of his or her psychological disorder. This 
process involves not just attachment behavior but the entire personal-
ity as it manifests itself in the course of intensive collaborative work 
between patient and therapist over a long period of time. Furthermore, 
psychoanalytic understanding derives primarily from the presentations 
of individual patients.

By contrast, attachment research relies on studies of more targeted 
and therefore more limited questions. Data are obtained from children of 
specific age groups, by both quantitative and qualitative methods, which 
are then analyzed statistically. Groups of parent–child dyads can be stud-
ied, in some cases from before birth all the way to adulthood, using 
reliable observational instruments. Such systematic longitudinal studies, 
which are very rare in psychoanalysis, confirm the correctness of Bowl-
by’s position, as does modern infant research in general: namely, that the 
influence of external reality on the formation of internal reality must 
not be neglected. Although attachment studies have the advantage of 
reproducibility, they, unlike the psychoanalytic method, apprehend only 
certain details of development or personality. Brisch repeatedly stresses 
that attachment theory is characterized by a “partial view”; it does not 
claim to shed light on all aspects of human personality.

The study and spread of attachment theory has led to a vast pub-
lished literature and a great deal of important information about the 
various attachment patterns and behavioral styles, the conditions under 
which they arise, and their further development over the life cycle. This 
enables us to make statements about which attachment patterns are 
adaptive or maladaptive in the conditions of any contemporary society, 
and which ones should in fact be seen as pathogenic; there are attach-
ment patterns that may be life-preserving in times of war and pestilence 
but that prove harmful in times of peace and prosperity.

Now, a situation in which a patient is seeking help from a physi-
cian or therapist represents precisely the sort of trigger that activates the 
attachment system. Therefore it seems clear that knowledge of attach-
ment patterns, and the conditions under which they arise, is important 
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to all health professionals. It facilitates both the good doctor–patient 
relationships that are essential to successful treatment and comprehen-
sion and management of the therapeutic process as a whole.

Psychoanalysis has only recently accepted the importance of attach-
ment theory, and there is little literature examining the application of 
attachment theory to clinical practice from the psychoanalytic perspec-
tive.1

This book by Karl Heinz Brisch fills that gap. Brisch gives us a short 
overview of John Bowlby’s personal development and a history of the 
development of attachment theory, presents the methods and findings of 
attachment research, and familiarizes the reader with the various forms 
of “attachment disorders.”

Finally, Brisch turns his attention to the psychoanalytic method 
of presenting individual cases, and illustrates the value of applying an 
attachment theory perspective by interpreting numerous case histories 
through the lens of attachment theory. The clinician and/or practitio-
ner will find these helpful. Brisch focuses on aspects relevant to attach-
ment. This can create the impression of a certain one-sideness, but it is 
a didactic expedient to introduce the reader to an attachment perspec-
tive. Nonetheless, it should be noted that Brisch repeatedly stresses that 
attachment theory is capable of explaining only part of the whole per-
sonality, although that is a part of crucial importance to interpersonal 
relationships. Moreover, he discusses the therapeutic consequences a 
different perspective might have had in some cases. These comparisons 
allow the reader to consider the attachment perspective in context.

The case presentations are relevant for another much-discussed rea-
son. Attachment patterns acquired in early childhood are believed to be 
stored as what is called “procedural memory”: as unconscious patterns 
of behavior and experience. In the course of development, however, 
they may become partially explicit and therefore accessible to reflection. 
For this reason, attachment problems may offer a particularly produc-
tive entry point, allowing the therapist to broach attachment issues that 
are accessible to consciousness, along with the new experiences result-
ing from transference. This approach offers the potential for changing 
unconscious procedural working models. How this may happen and 
how this might be conceptualized is right now being considered and 
discussed by “The Process of Change Study Group.”2
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At university hospitals—formerly in Ulm and more recently in 
Munich—Brisch conducts attachment research and practices clinic-
based psychoanalysis. He is at home in both fields. With his broad medi-
cal training in psychiatry, neurology, child and adolescent psychiatry, 
and psychopharmacology, he has been able to build collaborative proj-
ects with representatives of the allied medical disciplines as well as with 
social workers, and among school personnel. He has shown them the 
possibilities of attachment-oriented intervention, thus sharpening their 
ability to spot problem cases, who are in turn referred to him.

This book makes clear just how fruitful a collaboration between 
therapists trained in attachment theory and the above-mentioned disci-
plines can be. This is true especially for gynecologists and pediatricians, 
but it applies to all members of the health and caring professions, even 
for those employed by health insurance companies. The case descrip-
tions underscore, among other things, how expensive medical tests, 
diagnostic procedures, interventions, and treatments may be avoided 
in cases in which unresolved attachment problems have led to physi-
cal illnesses and behaviors that endanger health—accident-proneness is 
one example. The book explains to the reader how to understand such 
connections and what clues should awaken suspicion of an underlying 
attachment disorder.

In the final section of the book, Brisch presents his ideas about how 
attachment theory might be fruitfully applied in the areas of prevention, 
pedagogy, and family and group therapy. Even if only a few of the propos-
als in this book become reality, that in itself will be welcome progress.
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Preface to the First edition

I clearly remember reading Bowlby’s trilogy on attachment, separation, 
and loss during my psychoanalytic training, and wrestling with his theo-
ries about the development of attachment. But I did not know then how 
I could translate these stimulating theories into my psychotherapeutic 
practice, and attachment theory was absent from the case seminars I 
attended. Bowlby’s work slid into the background, and I only rediscov-
ered it during my medical training in psychiatry and in child and adoles-
cent psychiatry. Many case histories showed me how important experi-
ences of separation and loss apparently played a role in the development 
of my patients’ illnesses. One way or another, attachment, separation, 
and autonomy found their way into each treatment, especially in child 
and adolescent psychiatry.

When I became director of outpatient care in child and adolescent 
psychiatry and psychotherapy at the University Hospital in Ulm, I was 
consulted about the psychotherapeutic treatment of parents whose pre-
mature newborns had been cared for in the neonatology department at 
the University Children’s Clinic in Ulm. I had studied neonatology dur-
ing my pediatric training, but that had been many years back, and I 
found it hard to believe how such extremely tiny premature newborns 
could even survive.

In the course of many discussions with the parents of premature 
babies, it became clear that they were confronted with an emotional 
crisis that I designate the “trauma of prematurity.” These parents were 
grieving the loss of a pregnancy that had terminated too soon, and some-



xx Preface to the First edition 

times “out of the blue.” They were not at all psychologically prepared 
for this. Despite unlimited visiting hours, I realized that it was very hard 
for these parents to form emotional bonds to such tiny newborns, when 
the beginning of life had occurred so unexpectedly and when the baby 
would have to be cared for in an incubator for weeks.

In collaboration with Frank Pohlandt, director of neonatology and 
pediatric intensive care at the University Hospital in Ulm, and his team, 
some very fruitful research developed out of this clinical situation. We 
studied the development of attachment in these tiny preemies, and later 
a further study of preventive psychotherapy for the parents was added.

I had the very good fortune to get to know Anna Buchheim during 
the design phase of these studies. She had been a student of Klaus Gross-
mann in Regensburg, and brought her knowledge of attachment theory 
with her to Ulm, beginning an intensive collaboration between clinical 
researchers on attachment in Ulm and the basic researchers Klaus and 
Karin Grossmann and their team.

Since then, we have expanded our clinical attachment research to 
include several aspects of the pre- and perinatal stages, thanks to our 
good working relationship with the University Women’s Clinic in Ulm. 
We are now investigating such questions as how prenatal diagnosis and 
the problem of high-risk pregnancy with impending prematurity affect 
child development, the mother–child interaction, and the attachment of 
these children to their parents over time.

We key these basic research questions to the psychotherapeutic 
approach that we use with affected parents because, in our opinion, basic 
research and psychotherapeutic intervention must be closely linked if 
the situation of these parents is to improve.

Such linkage between psychotherapy research and clinical practice 
in a field that has been so neglected can only be accomplished through 
the cooperation of various disciplines—in this case, pediatrics, obstet-
rics, prenatal medicine, psychotherapy, psychosomatic medicine, and 
child and adolescent psychiatry. This exchange is only possible with the 
engagement of our colleagues in the working group and the openness 
and curiosity of colleagues in other clinics to the questions we pose. 
Without my team’s ability to create and maintain “attachments” across 
disciplinary lines, our activities would be doomed to failure.

Lack of space would have made it impossible for us to conduct 
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our longitudinal studies of these at-risk children had it not been for 
Horst Kächele’s far-sighted involvement and the financial support of the 
Köhler Foundation, Darmstadt, which gave us the research facilities that 
we needed.1

My research activities and my expanded understanding of attach-
ment theory increasingly influenced my therapeutic procedures. I now 
understood the therapeutic process from a fresh perspective. I decided on 
a case approach because I am convinced that the practitioner can learn 
most from clinical examples. It should be noted, however, that we cannot 
generalize from case examples, and it was never my intent to do so.

In every description of a patient’s history there is an ethical tension 
between the patient’s right to privacy and confidentiality and the scien-
tific interest in the particular case study. In some of our cases, patient 
consent could not be obtained—for example, because the person had 
moved and there was no forwarding address. In these cases, distinguish-
ing characteristics were altered so that the individuals in question could 
not be recognized. However, the essential psychodynamic features were 
retained so that the development of the disorder and the course of treat-
ment could be reconstructed.

Because attachment theory proposes that attachment is a lifelong 
developmental issue, I selected case studies from all age groups. I have 
structured the case histories consistently across the clinical spectrum 
so that readers can orient themselves more easily. Each case begins with 
my initial contact with the patient and the development of a particular 
therapeutic approach. This is followed by a description of the symptom-
atology and a biographical history. Specific reflections about attachment 
dynamics are derived from this base, which, for didactic reasons, focus 
specifically on the issue of attachment. However, other psychodynamic 
hypotheses and the techniques that derive from them may also at times 
be proposed. Sometimes I based my considerations on other theoreti-
cal backgrounds in order to encourage “contrarian thinking.” Descrip-
tion of the course of treatment is followed by reflections on the therapy 
and additional information from the follow-up history, insofar as this is 
known.

This book deals with developments in a new area and represents a 
selective snapshot of the state of the research in this area, my own think-
ing, and my current perspective on the topic.
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It is not my intention to found a new school of therapy with this 
book. It is much more to the point to imagine “attachment” as a fun-
damental variable in the psychotherapeutic process that might find a 
significant place in a general psychotherapeutic model that is not tied to 
a particular school.
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Preface to the Second edition

Since the publication of the first edition of this book, our understanding 
of attachment and of the application of attachment theory has grown 
enormously, necessitating a revised and expanded edition. In this edi-
tion, new research findings in neurobiology, genetics, psychotraumatol-
ogy, and prevention are presented and expanded on in separate sections, 
and their significance for the development of psychopathology dis-
cussed. References to the literature have been updated. Special attention 
is paid to the effects of disorganized attachment on later psychological 
disorders, and the transgenerational effects of parental trauma are eluci-
dated in the context of psychotraumatology and genetics. It has become 
increasingly clear that the development of healthy secure attachment is 
the positive end of a continuum that comprises insecure or disorganized 
attachment at one end and full-blown attachment disorders at the other, 
all of which are influenced by the child’s experiences with important 
attachment figures. The connection between disorganized attachment 
and attention-deficit/hyperactivity disorder (ADHD) is coming under 
increasing scrutiny, as are new tools for diagnosing attachment disorders 
in various age groups. A child’s experience of sensitivity and empathy, 
of protection, security, and exploration, promote secure attachment. On 
the other hand, traumatic experiences, including all forms of violence 
against which the child is powerless to protest, may result in pathology, 
including the most severe forms of attachment disorders.

Section VI, “Prospects for Further Application,” has been expanded 
to include a description of the attachment-based SAFE© (Secure Attach-
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ment Family Education) prevention program and the B.A.S.E.® Baby-
watching program.1 Expectant parents begin with the SAFE program 
during pregnancy and continue with it through their child’s first year of 
life with the goal of encouraging secure attachment, which will help pro-
tect their child and promote the development of a healthy personality. 
SAFE mentor training, which currently is available throughout Europe, 
and in New Zealand, Australia, and Singapore, has led to widespread 
adoption of the SAFE program. It is hoped that parents will eventually 
view participation in this program as basic preparation for parenthood, 
much like prenatal classes.

The B.A.S.E. Babywatching program is a special form of empa-
thy training for preschool and school children. The idea is that guided 
observation of the interaction between mother and infant will encourage 
the children to empathize and identify with the thoughts, feelings, and 
aims of the mother and child, so that the children will learn to be more 
empathic in their interactions with other children. The results of studies 
are encouraging, and Babywatching is gaining acceptance throughout 
Europe, and in New Zealand and Australia.

Whereas research and clinical applications have up to now focused 
primarily on dyadic relationships, a new section, “Treatment of Early 
Childhood Developmental Disorders in an Inpatient Intensive Psycho-
therapy Unit,” looks at how the various attachment patterns manifest in 
groups, and in the behavior of the individual children within groups.

Given the growing number of infants and toddlers cared for in 
arrangements outside the home, in which daycare is provided in larger 
groups, attachment theory is gaining in social importance. Here, attach-
ment theory can make a considerable contribution to discussions about 
the qualities that are critically important in daycare centers and pre-
schools, specifically with regard to secondary caregivers within these 
facilities, and the requirements and qualifications they must demon-
strate.

In summary, this new edition will acquaint the reader with the latest 
state of the research and describe new clinical applications and preven-
tion approaches.

It is my hope that readers in all the professions that focus on parents 
and children will come to appreciate the contribution that attachment 
theory can make to their various areas of involvement, and that they will 
be inspired to discover new ways of applying this approach.
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Introduction

In all psychotherapeutic work, whether it be with infants and their par-
ents, with toddlers, children, or adolescents, or with adults, we confront 
the question of how to make sense of particular psychological symptoms. 
Today all psychotherapeutic schools, whatever their orientation, attri-
bute to childhood a crucial role in the development of psychopathology 
(Kächele, Buchheim, Schmücker, & Brisch, 2001; Resch, 1996).

Psychoanalytic theories have derived from material gathered in the 
treatment of adult patients. The psychodynamic relationships that were 
discovered in the course of therapy pointed to stages of development 
in early childhood that were important for psychological development. 
The resulting theory has been called “adultopathomorphic,” in that 
pathological symptoms in the adult were understood and interpreted as 
regressions to early childhood phases that were part of normal develop-
ment. The concepts of “infantile regression” and “fixation to early devel-
opmental phases” played a very important role. In his early years, Freud 
still placed the importance of actual seductions in the foreground of his 
theory: actual early sexual abuses of children by those closest to them, 
including parents, were viewed by him as experiences traumatic to the 
child’s psyche. He later distanced himself from this view and postulated 
that the sexual abuse recalled in adult analyses represented childhood 
fantasies. Freud never expressly explained why he changed his position, 
but he subsequently gave fantasy priority in psychic development.

Freud came to believe that the elaboration of fantasies was more 
important in the development of psychopathology than the actual expe-
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riences that his patients reported. He generally ascribed these reports to 
fantasy rather than to actual experience, and this is why psychoanalysis 
came to focus largely on the processing of unconscious fantasies in its 
therapeutic techniques, correspondingly neglecting the real experiences 
of its patients. It may be that Freud’s theory of actual early childhood 
trauma resulting from sexual abuse was so explosive that he feared for 
his reputation as a scientist. His reputation was ambiguous at the time 
because his discovery of childhood sexuality, which challenged the bour-
geois morality prevailing in Vienna at the end of the 19th century, had 
encountered skepticism and even outright rejection.

The Swiss psychiatrist Adolf Meyer (1957) developed a theory of 
actual trauma similar to Freud’s early theory: a psychobiological con-
cept based on Darwin, to which Bowlby later referred. Meyer felt that 
psychological development was importantly influenced by actual trau-
matic factors in the early childhood environment, not limited to sexual 
abuse. According to Meyer’s theory, psychological illnesses result from 
the individual’s failed attempt to react to actual psychosocial stresses. If 
the individual’s attempt to adapt places too great a strain on him, symp-
toms of illness may occur. 

London psychiatrist and psychoanalyst John Bowlby was consis-
tently confronted by extreme actual early childhood trauma in the deeply 
disturbed children and adolescents whose life histories he studied. He 
realized that the effect of these traumatic events on the development of 
their personalities was significant, and he did not view the experiences 
reported by the children as products of fantasy. In looking for potential 
causes for the development of psychopathology in these children, he 
recognized that the experience of multiple early losses and separations 
from attachment figures took precedence over the other traumatic expe-
riences that were reported. The moment of this clinical discovery, which 
was based on detailed case reports, may be seen as the birth hour of 
attachment theory. Nevertheless, the road from initial idea to full formu-
lation was a long and arduous one for Bowlby. It must have been hard for 
him to imagine at first that his theory, initially so attacked, would find 
resonance in developmental psychology and be the impetus for much 
additional research.

This research has not been limited to London. It was conveyed by 
Bowlby’s research team, in particular his Canadian colleague Mary Ains-
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worth, to many other countries, and attachment research is now taking 
place in the United States, Canada, Israel, Japan, Italy, the Netherlands, 
and Germany.

In Germany, research into attachment is closely associated with 
Klaus and Karin Grossmann, who worked previously in Bielefeld and are 
now professors of psychology at Regensburg University. This couple and 
their scientific team have gained worldwide respect for their prospective 
longitudinal studies of healthy full-term infants. One consistent focus of 
this research group has been the continuity of early interactional experi-
ences and resulting attachment qualities from infancy to adolescence, 
and the transmission of attachment models from the adult generation to 
its children. Significant results of the most important international lon-
gitudinal studies on the development of attachment are presented and 
discussed by K. Grossmann, K. E. Grossmann, and Waters (2005).

The basic research has become enormously diverse and has yielded 
such an abundance of data that an overview would burst the confines of 
this book.1 For this reason, I will simply give an overview of the basic 
concepts of attachment research. Important findings for the clinical 
application of attachment research and for treatment based on attach-
ment theory will also be discussed.

Bowlby himself was an engaged clinician who felt forced by his 
experiences in therapeutic practice to develop new formulations of 
accepted theoretical concepts. It is my intention to pick up on his clini-
cal interests and make his theoretical knowledge available to practicing 
psychotherapists.

In Section I, I give a short history of the development of attachment 
theory. After a brief summary of attachment theory itself, I introduce 
important concepts that relate to it, especially regarding the significance 
of parental sensitivity, the quality of childhood attachment, and the rep-
resentation of attachment in adults.

In connection with this, I also discuss aspects of the transgenera-
tional transmission of attachment models and the significance of risk and 
protective factors. In conclusion, I will explain the concepts of attach-
ment and separation as put forward in other psychological theories and 
in various psychotherapeutic schools.

In Section II, I present some theoretical aspects of a psychopathol-
ogy of attachment—that is, of the concept of attachment disorder. In a 
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historical overview I show how today’s diagnostic manuals, as well as 
some newer diagnostic systems specializing in infancy and early child-
hood, have begun to make use of attachment theory. Because previous 
classification systems have not afforded adequate ways of diagnosing 
attachment disorders, I describe a more far-reaching and comprehensive 
classification of such disorders.

In Section III, I formulate a theory for an attachment-oriented psy-
chotherapeutic technique. In so doing I refer to psychotherapy research 
that sees the attachment relationship between therapist and patient2 as 
an important factor in successful treatment.

Basic techniques and procedures of attachment-oriented treatment 
are described. The focus is on the initial contact between patient and 
therapist, the arrangement of the therapeutic setting, matters such as 
frequency and termination, and questions relating to attachment and 
autonomy in the therapeutic process.

In Section IV, I describe case studies from clinical practice. For didac-
tic reasons, the focus of my observations is disorder of the attachment 
dynamic. I pass over other possible interpretations in order to bring the 
issue of attachment disorder into relief. Of course, a patient’s symptoms 
may be understood differently from other theoretical perspectives and 
then treated using a different technique.

In the case examples, I describe the development of attachment 
over the course of the patient’s life from the time his parents decide on a 
pregnancy all the way to adulthood. This structure is based on the obser-
vation that attachment develops through a lifelong process that demands 
constant adaptation to new relationships and life situations.

In Section V, I suggest guidelines for prevention in the school set-
ting that are consonant with current research on the link between attach-
ment and aggression. In addition, I introduce the attachment-based pre-
vention programs SAFE—Secure Attachment Family Education© and 
SAFE—Safe Attachment Formation for Educators®, as well as B.A.S.E.® 
Babywatching in preschool and school.

In Section VI, the last section, I discuss the issue of prevention. 
I present an approach to early attachment-oriented training, aimed at 
preventing later psychological problems, that may be offered to pregnant 
women and their partners as well as to parents of small children.

In view of the increasing problem of aggression and violence in pre-
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schools and schools, a program of early attachment-oriented prevention 
and counseling would seem an important undertaking. I put forward 
guidelines for prevention in the school setting; these are consonant with 
current research on the connection between attachment and aggression.

I make some observations regarding the extent to which an attach-
ment-oriented approach might be transferable to and applicable in other 
settings, such as group or family psychotherapy.

I conclude by discussing some questions that are still open and some 
perspectives on the continuing development of an attachment-oriented 
psychotherapy and the importance of attachment theory in psychothera-
peutic training.
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Section i

Attachment Theory 
and Its Basic Concepts

HISTORICAL OVERVIEW

Like his father, a well-known surgeon, John Bowlby (1907–1990) ini-
tially studied medicine, completing his first course of studies at Cam-
bridge with several distinctions. It is still not clear why, instead of con-
tinuing his training in London, he spent the next year teaching, first at a 
progressive boarding school, then at a school for maladjusted children. 
In her biography of Bowlby, Suzan van Dijken (1998) reports that during 
that time Bowlby read a book on developmental psychology that greatly 
impressed him. From a psychodynamic perspective, however, this is 
not an adequate explanation of Bowlby’s interrupted studies. Bowlby 
came from a wealthy upper-middle-class English family. His father was 
very absorbed in his profession, and the children’s contact with their 
mother was limited to a few set hours per day; they were cared for by 
a governess and several nursemaids. This rather distanced relationship 
with his mother, and the fact that he lost his most important attachment 
figure, his favorite nursemaid, at the age of 3, were important aspects 
of Bowlby’s biography (Holmes, 1993). Given this childhood history, it 
is understandable that he might concern himself with issues of attach-
ment, separation, and loss, both theoretically and in practice. From a 
psychodynamic perspective, one might hypothesize that Bowlby was 
stimulated by the above-mentioned book to reflect about his own child-
hood. His involvement with a progressive school for children displaying 
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unacceptable social behavior could also be understood as an attempt to 
learn about the dark side of society and his own psyche, neither of which 
he had yet examined. His temporarily dropping out of medical school 
might be viewed as a postadolescent phase, a period during which he 
disassociated himself in his ideas and interests from his family and from 
the path that had been prescribed for him. His involvement with ado-
lescents and children was a crucial experience, both emotionally and 
substantively, and was to have a lasting effect on the later development 
of his theory.

His mentor at the school for maladjusted children advised Bowlby 
to go into child psychiatry, so when he went to the teaching hospital in 
London he had already decided to become a child psychiatrist. At that 
time he also began psychoanalytic training with a follower of Klein.

After finishing his medical studies, Bowlby sought training in the 
newly founded discipline of child psychiatry, and served at the London 
Child Guidance Clinic from 1936 until the beginning of World War 
II. He was also engaged in an examination of Melanie Klein’s theories, 
concluding that she paid insufficient attention to environmental influ-
ences.

After the arrival of the Freuds in London in 1939, a long-standing 
dispute between Anna Freud and Melanie Klein, both pioneers in child 
analysis, was threatening to split the British Psycho-Analytic Society, and 
came to a head during World War II. There were several psychoanalytic 
factions in London; one was made up of Anna Freud’s supporters and 
one of Melanie Klein’s, and there was an “independent group,” in which 
Bowlby became very active. Indeed, he played a leading role in prevent-
ing the society from splitting. Throughout his life he took a very criti-
cal view of ideological or dogmatic schools of thought and considered 
involvement in democratic processes to be important.

During World War II, Bowlby worked with a group of army psycho-
analysts and psychiatrists whose primary responsibility was the psycho-
logical testing of young officers. He was also able to write an influential 
paper that dealt with environmental influences on early childhood devel-
opment and was based on his prewar experience with young thieves at 
the Child Guidance Clinic. He studied 44 cases in all, evaluated notes 
and records, and published his findings in the article “Forty-Four Juve-
nile Thieves: Their Characters and Home Life” (1944; reprint, 1946). 



 Attachment Theory and Its Basic Concepts 9

In this work he sought to clarify how early emotional trauma resulting 
from the experience of loss and separation could affect the development 
of disturbed behavior. Even then, Bowlby was convinced that children’s 
actual early experiences in the relationship to their mother could play 
a fundamental role in development, and that neither the Oedipus com-
plex and its resolution nor sexuality was solely responsible for a child’s 
emotional development.

Shortly after the war ended, Bowlby was asked to set up a depart-
ment for child psychotherapy at the Tavistock Clinic. His enormous 
organizational talents came to the fore both at the Tavistock and within 
the British Psycho-Analytic Society, as did his ability to find financial 
means for a variety of purposes, including research.

James Robertson and Mary Ainsworth, among others, joined Bowl-
by’s new research team. Both would prove to be of lasting importance 
as colleagues and in the subsequent development of attachment theory. 
Robertson had worked under Anna Freud as a “boilerman” at her resi-
dential nursery, and had been introduced there to techniques for observ-
ing children. Later he studied psychiatric social work, and eventually 
received psychoanalytic training under Anna Freud herself. He quickly 
became conversant with Bowlby’s idea that actual early environmental 
influences were of crucial importance in the development of children.

During his collaboration with Bowlby, Robertson became distressed 
at having to observe hospitalized children without being able to inter-
vene. He therefore decided to produce a technically very simple but 
very moving and impressive documentary film, titled A Two Year Old 
Goes to Hospital (Bowlby, Robertson, & Rosenbluth, 1952; Robertson, 
1952). Bowlby made sure the film was scientifically impeccable. This 
film follows the behavioral changes (protest, despair, and detachment) 
in a 2-year-old girl admitted to the hospital without her mother. At that 
time, the phases of children’s reactions to separation from their mothers, 
already identified by Robertson and Bowlby, were not generally known, 
but were demonstrated for all to see in the film. The film’s reception was 
very mixed. Melanie Klein’s proponents, for example, ascribed the reac-
tions of the 2-year-old in the film to her unconscious fantasies about her 
mother and not to the separation itself. However, Bowlby and Robertson 
used this film to change visiting practices in children’s hospitals, first 
in London and then in many other countries around the world. Today, 
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while it is not yet a universal standard to admit mothers to pediatric 
hospitals where their small children are inpatients, this is now seen as an 
important goal and is no longer questioned on theoretical grounds.1

Another major collaborator was the Canadian Mary Ainsworth. She 
had received her degree in Toronto and was already an assistant profes-
sor when she came to London with her husband. In her doctoral dis-
sertation she had examined Blatz’s (1940) “security theory,” according 
to which full emotional development requires that each human being 
be able to develop a fundamental trust in an important reference figure. 
Ainsworth joined Bowlby’s research group in London with these insights 
and was inspired both by his thinking and by Robertson’s observational 
techniques.

In 1949, during the period of turbulent dispute over his new theses, 
Bowlby was asked by the World Health Organization (WHO) to write a 
report on the condition of the many children left homeless and orphaned 
after the war (Bowlby, 1951, 1953, 1973). He used this opportunity not 
only to review field research on the emotional condition of war orphans 
but also to make contact with American developmental psychologists, 
since he was not trained in that field. The knowledge he gained from his 
involvement in the WHO report encouraged him in his theory building. 
It was this report that gave him the idea to look for alternative explana-
tions of attachment and led to his interest in ethology.

After becoming familiar with the work of Lorenz (1943) and Tin-
bergen (1952), Bowlby in his reflections on attachment was increasingly 
influenced by ethological research. He found his own observations con-
firmed in Lorenz’s (1965) field studies of imprinting and later in Har-
low and Harlow’s (1969) work on the effects of maternal separation and 
deprivation on the social behavior of infant rhesus macaques.

Bowlby eventually presented his thoughts about attachment for 
public discussion in a series of three lectures before the British Psycho-
Analytic Society (published in Bowlby, 1958, 1960a, 1960b). In his 
groundbreaking article “The Nature of the Child’s Tie to His Mother,” 
Bowlby (1958) laid out for the first time his conviction that there is a bio-
logically based system of attachment that is responsible for the powerful 
emotional relationship between mother and child. Reactions to his ideas 
ranged from extraordinarily skeptical to openly dismissive. The sharpest 
criticism of his theory was that his concepts abandoned the metatheory 
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of psychoanalysis, namely, drive theory. Bowlby had counterposed a new 
set of ideas to traditional drive theory, which held that the oral satisfac-
tions of nursing are primarily responsible for the development of a child’s 
attachment to the mother. At that time it was completely unthinkable, 
according to psychoanalytic theory, that there might be an independent 
biologically anchored motivational basis for the development of attach-
ment that did not derive either from conflict or from sexuality (A. Freud, 
1958; Schur, 1960; Spitz, 1960). Distressed by the direction Bowlby’s 
ideas were taking, Anna Freud wrote to a colleague: “Dr. Bowlby is too 
valuable a person to get lost to psychoanalysis.” Klein’s proponents also 
greeted Bowlby’s concepts with suspicion.

Following the publication of Bowlby’s seminal attachment papers, 
his relationship with Ainsworth and their joint scientific activities 
became fundamentally important in the further development of attach-
ment theory. Although initially skeptical of the ethological foundations 
of attachment theory, Ainsworth had realized their appropriateness 
while undertaking a short-term longitudinal study of infants and moth-
ers in Uganda, where she had accompanied her husband in 1954. In 
Uganda she was able to conduct the kind of field study that she had 
already decided to do while collaborating with Robertson in London. 
Ainsworth’s observational techniques, though compatible with ethology, 
thus actually stemmed from Robertson and indirectly from Anna Freud 
(Bretherton, 1992). Ainsworth observed the relationship between small 
children and their mothers during 2-hour visits in their homes every 2 
weeks accompanied by an interpreter (Ainsworth, 1967), making very 
detailed records both of the mother’s caregiving behavior and the child’s 
attachment and separation behavior.

After her return from Uganda, and as professor of developmental 
psychology at Johns Hopkins University, Ainsworth conducted a lon-
gitudinal study of infants in Baltimore. Again, during monthly home 
visits, she and her collaborators observed the mother’s caregiving and 
infants’ interactive behavior in minute detail and in highly varied every-
day situations. Ainsworth eventually developed a test-like standard 
procedure, which she called the “Strange Situation,” to study children’s 
attachment and separation behavior in a laboratory setting (Ainsworth 
& Wittig, 1969). At the same time, Bowlby published the first volume of 
his trilogy, Attachment and Loss, titled Attachment (1969), incorporat-
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ing Ainsworth’s as yet unpublished results. Over the next several years, 
Bowlby wrote a second theoretical volume, titled Separation, Anxiety 
and Anger (1973), in which he described the effects of the experience 
of separation, and then a third volume on the importance of loss, titled 
Loss, Sadness and Depression (1980). This trilogy comprises the theo-
retical foundation of attachment theory.

Further empirical support for the theory came from numerous lon-
gitudinal studies by developmental psychologists. By then, Ainsworth 
had a host of doctoral students, a whole new generation of attachment 
researchers, including among others Silvia Bell, Mary Main, Robert Mar-
vin, Mary Blehar, Inge Bretherton, and Everett Waters (an undergradu-
ate, who helped as research assistant). When Everett Waters went to the 
University of Minnesota as a graduate student he acquainted Alan Sroufe 
with the Strange Situation (Bretherton, 1992). This led to an influential 
and still ongoing longitudinal study. Klaus and Karin Grossmann from 
Germany visited after having heard about Ainsworth, both to study the 
Strange Situation and to learn more about attachment research. The two 
still ongoing longitudinal attachment studies that they subsequently 
undertook in Germany laid a significant foundation for subsequent 
European research into attachment.

Later, a special semistructured interview was designed to study 
adults. This “Adult Attachment Interview” (AAI) was developed by 
Carol George (see George, Kaplan, & Main, 1985) in conjunction with 
her doctoral dissertation. She did not find anything of interest by analyz-
ing specific answers given to the separate interview questions, but Main 
and Goldwyn (1985) discovered that how mothers processed and dis-
cussed their childhood experiences was related to their infants’ behavior 
in the Strange Situation. This made it possible to ask adults about their 
early attachment experiences and, through a close analysis of the tran-
scribed interview text, to draw conclusions about their attitudes toward 
attachment. In addition to examining the development of early child-
hood attachment by observing behavior, researchers were now able to 
move to the representational level, by examining how attachment expe-
riences were recalled by adults (Main, Kaplan, & Cassidy, 1985).

Various attempts were also made to examine 3- to 6-year-old chil-
dren’s attachment-related representational world. Kaplan (1987) and 
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Slough and Greenberg (1991) used a revision of Klagsbrun and Bowlby’s 
(1976) Separation Anxiety Test (SAT), adapted from Hansburg’s version 
for adolescents (1972). During this test, young children are presented 
with a set of pictures that portray situations of separation and loss, and 
the coherence and emotional openness of children’s verbal responses are 
analyzed. Other researchers developed short incomplete stories focus-
ing on attachment issues that were acted out with small family figures 
(Bretherton, Ridgeway, & Cassidy, 1990; Cassidy, 1988). Children’s nar-
rative and play responses were analyzed using a procedure similar to 
that adopted for the SAT by Kaplan (1987; see Main, Kaplan, & Cassidy, 
1985). The story completion method was further elaborated by Brether-
ton, in collaboration with Oppenheim, Buchsbaum, and Emde, as the 
MacArthur Story Stem Battery (MSSB; Bretherton, Oppenheim, Buchs-
baum, & Emde, 1990). Although the assessment of attachment at the 
representational level was not the sole purpose of the MSSB, Oppenheim 
and colleagues correlated it with other behavioral measures (Emde, 
Oppenheim, Nir, & Warren, 1997; Oppenheim, Emde, & Warren, 
1997).

A complete overview of the current state of empirical attachment 
research is hardly possible. However, significant work on the various 
constructs of attachment research, which will be described in the next 
chapter, has been summarized by a Dutch research group under van 
IJzendoorn (e.g., 1995). Extensive reviews can be found in the Hand-
book of Attachment, edited by Cassidy and Shaver (2008).

In Bowlby’s conception, the quality of attachment as it develops 
during the first months of life between an infant and the primary attach-
ment figure is not something fixed but can change dramatically over 
the life cycle as a result of emotional experiences in new relationships. 
Seen in this light, attachment is an emotional bond that develops during 
childhood but whose influence is not limited to this early developmental 
phase, but rather embraces all further stages of life. As such, attach-
ment represents an emotional base that extends into old age (Parkes, 
Stevenson-Hinde, & Marris, 1991). Attachment theory has also affected 
our understanding of the importance of death and dying. In her work, 
Kübler-Ross (1974) occasionally made use of its theoretical and thera-
peutic approaches. In other words, it has already been accepted by several 
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theoretical and therapeutic approaches, without always being expressly 
credited, for example in our understanding of patients and their families 
in palliative medicine (Petersen & Köhler, 2005).

During the last years of his life, Bowlby once again turned his atten-
tion to the therapeutic application of his theory (Bowlby, 1988). He felt 
it particularly important to prevent the development of psychopatho-
logical patterns of attachment in the early adult–child relationship, as 
well as in psychotherapeutic work generally.

As a result of empirical (especially prospective longitudinal) stud-
ies, attachment theory is today one of the most solidly founded theo-
ries of human development. Even though it does not examine all areas 
equally (and may, at least in the early years, have neglected some aspects 
of sexuality, aggression, and the importance of the father), it has none-
theless served as a considerable building block and has contributed to 
the understanding of human development throughout the life cycle.

THE DEVELOPMENT OF THE  
CONCEPTS OF ATTACHMENT THEORY2

Basic Assumptions of Attachment Theory

The Definition of Attachment and Attachment Theory

Bowlby viewed mother and infant as participants in a self-regulating 
and mutually interacting system. As conceived by him, the attachment 
system was a regulatory system within the child interacting with the 
complementary caregiving system within the parent. The attachment 
relationship between mother and child differs from the parent–child 
relationship as a whole in that “attachment” is understood to be one part 
of the complex system of the relationship that includes other aspects 
such as teaching and play.3

Attachment theory combines contributions from ethology, devel-
opmental psychology, systems theory, and psychoanalysis. It focuses on 
the fundamental early influences on the emotional development of the 
child and attempts to explain the development of and changes in strong 
emotional attachments between individuals throughout the life cycle.
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The Attachment System

According to Bowlby, the attachment system represents a very basic 
and genetically anchored motivational and behavioral system that is in 
some way biologically preformed, that serves a survival function for the 
child, and that is activated after birth in relation to specific attachment 
figures. The hormone oxytocin plays an important role here. Oxytocin 
is responsible for initiating labor, helping the uterus return to normal 
size after birth, and for the flow of milk from the mammary glands to 
the nipples. It is generated during pregnancy and presumably helps the 
mother bond with the fetus and then with the child. It also helps the 
child attach to his mother. After the birth, oxytocin promotes a sense of 
and desire for closeness and of trust and relaxation both in the mother 
and in the child. Upon slight stimulation, which may involve nothing 
more than carrying or massaging the infant, nerve endings in the breast 
area send signals to the brain and cause oxytocin to be released, with the 
appropriate psychological effects (Uvnäs-Moberg, 2007; Uvnäs-Moberg 
& Petersson, 2005).

The infant and young child seeks closeness, especially to his mother, 
when he experiences anxiety. This may occur when, for example, he is 
separated from his mother, encounters threatening unfamiliar situations 
or strange persons, experiences physical pain, or feels overwhelmed by 
his fantasies, as in nightmares. The infant or young child hopes to find 
safety, protection, and security in proximity to his mother. This search 
for closeness may be accomplished by visual contact with the mother or, 
especially, by seeking close bodily contact with her. The child is always 
an active partner in the interaction, signaling when the needs for close-
ness and protection are present and must be satisfied.

Sensitivity and Attachment Quality

“Sensitive behavior” by an attachment figure requires the ability to 
attune to the child’s signals (e.g., crying), interpret them correctly (e.g., 
as proximity- and contact-seeking), and satisfy them promptly and 
appropriately. Ideally this “sensitive behavior” occurs countless times in 
the interactions of daily life (see also the discussion of “The Concept of 
Sensitivity” later in this section).4 An infant is likely to develop a secure 
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attachment to an attachment figure whose sensitive caregiving behavior 
satisfies his needs in the manner described above. On the other hand, 
if these needs are not met in his interaction with the attachment figure, 
or if they are met only partially or inconsistently—for example, in an 
unpredictable manner that fluctuates between interference in the form 
of overreaction, overalertness, or overstimulation and extremely frus-
trating denial by rejection and ignoring—insecure attachment is more 
apt to develop.

The Hierarchy of Attachment Figures

If the principal attachment figure is absent during a threatening situ-
ation, or if the child is separated from her, he will react with sadness, 
crying, and anger, and actively attempt to seek her out. During his first 
year of life, the infant forms an attachment to a hierarchy of figures who 
will be sought in a particular order according to their availability and 
the level of separation anxiety that is experienced. For example, if the 
mother, as principal attachment figure, is not available in times of dan-
ger, the child may then fall back on a secondary attachment figure (such 
as the father) for emotional security. The greater the pain or anxiety—in 
case of serious accident or illness, for example—the more insistently and 
uncompromisingly the child will insist on the presence of the primary 
attachment figure and not allow himself to be comforted by secondary 
ones.

Internal Working Models

During the first year of life, out of the many interactional experiences and 
transactions between mother and infant that involve experiences of sep-
aration and reestablishment of closeness, the infant develops representa-
tional models of his interactions with his mother and of corresponding 
affects that Bowlby termed “internal working models”5 (Bowlby, 1969; 
Bretherton & Munholland, 1999; Main, Kaplan, & Cassidy, 1985). These 
models make the interaction of attachment figure and child in attach-
ment situations predictable. During the first year the child learns that, 
when he is in danger, if he cries and seeks out his attachment figure as 
his “safe haven,” she will be there (or not there) for him and answer his 
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need for attachment with a certain characteristic closeness or distance 
and a comprehensive repertoire of behaviors. Separate working models 
are developed for each individual attachment figure—father and mother, 
for example.

In the beginning such working models are flexible, but over the 
further course of development they become increasingly stable. It is 
believed that on the basis of these relationship models, which have both 
conscious and unconscious aspects, individuals develop one preferred 
attachment strategy of relating (Main, 1995). It is still an unsolved prob-
lem in attachment theory how different working models of mother and 
father contribute to the development of one preferred strategy. It is easy 
to understand, however, how a secure and stable attachment representa-
tion would become part of an individual’s psychic structure and thereby 
contribute to psychic stability.

The Stability of Attachment Representations

Attachment representation may be modified over the lifespan in the 
direction of more insecure or secure attachment by important attach-
ment experiences with others or by experiences such as of loss or of 
other trauma. This becomes increasingly difficult as a person ages. And 
so, on the one hand, we find continuities between the attachment qual-
ity of the infant at 12 months and the attachment representation in ado-
lescence; on the other hand, we may find discontinuities, with changes 
in attachment quality over the lifespan (Grossmann et al., 2005; see also 
Zimmermann, Spangler, Schicche, & Becker-Stoll, 1995).

The Exploratory System

The need for attachment stands in seeming opposition to the infant’s 
need to explore, which Bowlby (1969) viewed as another important 
behavioral system.6 Although the attachment system and the explor-
atory system originate in opposing motivations, they exist in a state of 
interdependence.

According to Bowlby, an infant can explore his environment ade-
quately and move away from his mother without distress if she permits 
him to do so in her role as his secure emotional base. In Bowlby’s view, 
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the child therefore does not need to become distressed if the mother 
is available and responsive. Secure attachment is a precondition of an 
infant’s ability to explore his environment and experience himself as an 
agent and self-effective individual.7

From the very beginning, and increasingly as the child’s motor devel-
opment progresses (from the crawling stage at 7–8 months onward), the 
mother must make room for the infant’s wish to explore while, in my 
view, simultaneously setting limits on it.8 At the same time, the mother 
must be consistently accessible as a secure base so that the infant may 
gain reassurance from her while exploring; this has been described by 
Emde and Sorce (1983) as “social referencing.” When the infant returns 
to his mother from his explorations, he must feel emotionally accepted 
by her. Mahler metaphorically called this behavior “emotional refueling” 
(Mahler, Pine, & Bergman, 1975).

The Interplay between the Attachment System  
and the Exploratory System

Once the child’s attachment needs are satisfied and he is able to experi-
ence emotional security with an attachment figure, the attachment sys-
tem is assuaged, and the infant can indulge his curiosity in the form 
of exploratory behavior. In so doing, he is able to tolerate greater or 
lesser degrees of distance from his attachment figure without experi-
encing emotional distress.9 If the attachment system is activated either 
because the distance becomes too great or because of fear-provoking 
discoveries, exploration will become increasingly limited, and the child 
will seek spatial or even physical closeness to the attachment figure, 
who represents his most secure emotional base. A sensitive attachment 
figure accepts the infant’s regulation of distance and closeness and can 
feel confident that her child will seek proximity to her in situations of 
stress. If this expected behavior does not occur, it has presumably been 
actively suppressed as a result of experienced rejection. Once the child 
feels adequately reassured, exploratory activity is activated and does not 
have to be forced. Initiation and control of attachment and exploration 
behavior emanate from the child himself.

If a mother clings to her infant, she may indeed create a close rela-
tionship—but not a secure attachment. By not giving her infant suffi-
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cient scope to exercise his need to explore, she may thereby frustrate 
him. This can occur out of fear that the child might injure himself in his 
exploration or out of her own fear of being abandoned.

Goal-Corrected Partnership

By preschool age, a so-called goal-corrected partnership develops 
between a child and an attachment figure. Through bargaining and 
negotiating about his attachment-related goals the child can now 
maintain a balance between the need for attachment and the desire 
to explore. Ideally, the balance between attachment and exploration 
exists in infancy, but because of increasing social-cognitive and ver-
bal sophistication, preschool children can better negotiate their needs 
for closeness and security than infants, because they can now take the 
mother’s goals into account to some extent. The sensitive mother is 
goal-corrected from the beginning, but the relationship becomes a goal-
corrected partnership only when the child is also able to pay attention 
to maternal goals and not only to his own (Bowlby, 1969). In such 
a relationship both partners communicate the goals that are emotion-
ally important to them, attend to their partner’s interests (which may 
conflict with their own), reflect, and then finally negotiate and adjust 
common goals in partnership.10

Attachment and Exploration throughout the Life Cycle

The reciprocal relationship between attachment and exploration is, 
according to attachment theory, a phenomenon that endures well beyond 
infancy. Bowlby saw it as a lifelong process. The tension between the two 
poles of attachment and exploration must constantly be balanced like a 
seesaw, because attachment and exploration relate to each other as thesis 
to antithesis.

Transgenerational Transmission of Attachment Patterns

The infant’s attachment quality depends upon the “state of mind” or 
attachment strategy of the attachment figures who care for and play with 
him. There is evidence that the quality of attachment is passed on from 
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the parents to their children (Brisch, 1999; Zimmermann & Grossmann, 
1996; Fonagy, 1999; Adshead & Bluglass, 2001).

Secure Attachment as a Protective Factor

Secure attachment developed during infancy is thought to have a protec-
tive function. Longitudinal studies have shown that when a child experi-
ences secure attachment during early childhood over a longer period of 
time with at least one adult—not necessarily the mother or the father—
this experience may protect the person from developing a psychopa-
thology later in life despite subsequent traumatic experiences (Werner, 
2007a, 2007b; K. E. Grossmann, 2003).

Attachment, Genetics, Neurobiology, and Trauma

Studies done with a nonclinical sample have shown a link between dis-
organized attachment and a structural abnormality in the dopamine 
receptor D4 (Lakatos et al., 2000, 2002, 2003). An interaction has been 
observed between the polymorphism in the dopamine receptor D4 gene 
DRD4 and the regulatory unit of the receptor, which carries with it a 
tenfold increased risk for developing disorganized attachment (Lakatos 
et al., 2002).

Studies have also found a direct correlation between disorganized 
attachment and ADHD and between dopaminergic abnormalities and 
ADHD.

In animal studies with rats, differences in maternal care had an 
effect on the behavior of their pups and in their endocrine response to 
stress. Caring rat mothers had less fearful pups, which in stress situa-
tions demonstrated more appropriate reactions in the hormonal regu-
lation between the hypothalamus, pituitary gland, and adrenal cortex 
(HPA axis). In addition, young female rats that had been well cared for 
proved to be caring mothers for their own young. The study showed that 
the quality of rearing offspring, not the line of descent, determined later 
caring behavior and stress regulation in the female rat. These effects were 
observed over three generations (Francis, Diorio, Liu, & Meaney, 1999). 
In addition, “treatment” (briefly petting the animals) had a positive effect 
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on the caring behavior of less caring mother rats (Meaney et al., 1990). 
In fact, molecular genetic structures in the offspring changed so signifi-
cantly during treatment that they were hardly distinguishable from those 
in nontreated offspring of very caring rat mothers (Francis et al., 1999). 
The authors interpreted these results as evidence that caring behavior 
and stress regulation are inherited by the next generation by means of an 
interaction effect between genetic vulnerability and variations in quality 
of care (environmental factor) (Braun, Helmeke, & Bock, 2009; Weaver 
et al., 2004; Weaver, Meaney, & Szyf,2006; Caldji et al., 1998).

Studies to date with humans make it clear that the experiences that 
female infants have early on with their own mothers have a great effect 
on their later caring behavior toward their own offspring. A psychobio-
logical mechanism appears to be at work that is responsible for the inter-
generational transfer of caring behavior and sensitivity from mothers to 
daughters (Silverman & Lieberman, 1999; Fleming, O’Day, & Kramer, 
1999).

The interaction between nature and nurture occurs at the level of 
attachment (Lehtonen, 1994), with the primary attachment figure serv-
ing in the child as a psychobiological regulator or dysregulator of hor-
mones that directly control gene transcription. The cortisol level in the 
infant brain—cortisol is responsible for the reaction to stress—is sig-
nificantly influenced by the mother–child interaction (Schore, 1997; 
Meaney, Aitken, Berkel, Bhatnagar, & Sapolsky, 1988). All this indicates 
that neurotransmitter disorders are not necessarily inherited but can 
be influenced by the effects of various psychological variables on early 
development (Braun, 1996; Braun, Lange, Metzger, & Poeggel, 2000).

The Influence of Traumatic Experiences on the Functioning  
and Structure of the Brain

Research over the past years has opened the door to a conception that 
links the experience of emotional trauma with the development of the 
structure and function of the human brain. In his studies at Harvard 
Medical School, Teicher (2000; Teicher, Polcari, Anderson, Anderson, 
& Navalta, 2003) showed that victims of childhood abuse and neglect 
exhibit structural changes in adulthood with decreased volumes of the 
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hippocampus, the corpus callosum, and the amygdala in comparison to 
non-abused control subjects.

Perry et al. (Perry, Pollard, Blakley, Baker, & Wigilante, 1995; 
Perry, 2001) described how the brain develops differently depending 
on how the brain is called upon to respond in use. According to this 
research, the developing brain organizes and internalizes new infor-
mation according to the environmental conditions the brain is used 
to. For example, the brain of an infant who is raised under normal 
conditions with secure attachment figures for support and stress man-
agement develops completely differently than does a brain of an infant 
who is confronted with conditions of extreme stress—such as violence 
and neglect. The more the child finds herself in a state of hyperarousal 
or dissociation, the more traumatic experiences will result in neurop-
sychiatric symptoms along the lines of posttraumatic stress disorder 
(PTSD). Moments of neuronal activity and stress reaction with a release 
of hormones like cortisol may persist as an adaptation to overwhelming 
traumatic situations and become maladaptive. As a result, the individual 
may be unable to respond appropriately to the demands of the social 
environment. In the developing brain, still undifferentiated neuronal 
systems are dependent on stimuli from the environment and microen-
vironment (such as neurotransmitters and neurohormones, including 
cortisol and neuronal growth hormone) to develop from their undiffer-
entiated, immature forms into their intended networks and functions. 
A lack or a disorder during these sensitive phases or in these critical 
stimuli can lead to abnormal neuronal splitting and synapse develop-
ment. According to Perry et al. (1995), the effect of early childhood 
interactions is best conceptualized in a developmental model involv-
ing the use- and context-dependent formation of neuronal and organic 
brain structures (cf. also Hüther, 1996, 1998; Hüther, Doering, Rüger, 
Rüther, & Schüssler, 1999; Liu et al., 1997; Meaney, Aitken, van Berkel, 
Bhatnagar, & Sapolsky, 1988; Meaney et al., 1990; Spitzer, 2000). Trau-
matic experiences in infancy, during the maturation process of the 
brain, may also have an effect on maturation of the orbitofrontal brain 
region, which is responsible for the control, integration, and modula-
tion of affect (Schore, 1996, 1997, 2001a, 2001b). Abuse or trauma in 
early childhood may also negatively affect the development of the right 
“nonverbal” hemisphere of the brain, which is responsible for vari-
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ous aspects of attachment and affect regulation (Schore, 2001a, 2003; 
Schore & Schore, 2008).

The Concept of Sensitivity

In this section I will explain the concept of sensitivity and other impor-
tant concepts of attachment theory in greater detail.

According to attachment theory, the sensitivity of the caregiver is 
an important foundation for the quality of attachment developed by an 
infant in the first year of life. In its broadest sense, sensitivity, that is, the 
capacity for empathy—the capacity to identify with the intentions and 
motivations and the thoughts and feelings of another person, and to see 
that person’s inner world mirrored in one’s own—results from the activ-
ity of mirror neurons in the brain (Preston & de Waal, 2002; Decety & 
Jackson, 2004), which were first discovered in monkeys but have since 
been found in similar form in humans (Rizzolatti, Craighero, & Fadiga, 
2004).

Any dyadic interaction activates these mirror neurons in the brain. 
Let us say we observe a person who is fearful, or in pain, or fleeing 
from danger, or defending himself, or carrying out certain actions such 
as grabbing an object or feeding, hugging, or caressing another person. 
It all these situations, neurons are activated in both the motor and the 
limbic system (a part of the brain that developed very early) and  in 
associated areas of the brain, which correspond to the behavior or expe-
rience of the other person. In other words, they activate in us the muscle 
activity needed for “fight or flight” or the brain areas for pain and fear. 
And all this occurs without our actually being subjected to the threat or 
the pain that the other person is experiencing. The pain that we observe 
feels very real, even though we were not ourselves in actual physical 
pain. Our response even includes autonomic reactions throughout the 
entire body such as a queasy feeling in the stomach or heart palpitations. 
These mirror neurons enable an observer to identify with the emotional 
and experiential world of another person, and to act empathically in 
response to this identification, which may take the form of consoling, 
caregiving, or, or even saving the person’s life. Without mirror neurons, 
we would lack the basic neuroanatomical structures needed for empathy 
and compassion, or for acts of sensitivity (Bauer, 2005, 2008; Kohler, 
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Keysers, Umiltà, Forgassi, & Rizzolatti, 2002; Gallese, 2003; Rizzolatti 
et al., 2004).

The concept of sensitivity was primarily developed by Mary Ains-
worth (see Ainsworth, Bell, & Stayton, 1974). She had first formu-
lated the concept of maternal sensitivity while interviewing mothers in 
Uganda, and further elaborated it during her subsequent study in Balti-
more with a small group of 26 infants. These infants were observed with 
their mothers and other family members at home across the first year of 
life. At the end of the first year, that is, after 1 year of home visits lasting 
several hours each, Ainsworth carried out a standardized protocol that 
she had developed for assessing separation behavior in the laboratory, 
the so-called Strange Situation. She found that children of mothers who 
had exhibited sensitive caregiving behavior at home demonstrated par-
ticular behavior patterns in the Strange Situation. These were later called 
“secure” because of their correlations with interaction patterns shown 
during home observations. The opposite finding—more frequent inse-
cure attachment—occurred in children of less sensitive mothers (Ains-
worth, Blehar, Waters, & Wall, 1978).

Ainsworth and colleagues (1974) characterized sensitive caregiving 
behavior as follows:

1. The mother must be able to attune to her infant’s signals with 
attentiveness. Hesitation in her ability to attune may result from 
external or internal preoccupation with her own needs and well-
being.

2. She must appropriately interpret the signals from the perspective 
of the infant. For example, she must decipher the meaning of the 
child’s crying (from hunger, illness, pain, boredom). There is a 
danger that the infant’s signals may be distorted or incorrectly 
interpreted as a result of her own needs, or by projection of these 
needs onto the child.

3. She must respond appropriately to the signals. For example, she 
must ascertain the correct amount of nourishment, soothe the 
child, if possible, or offer play stimuli without burdening the 
mother–child interaction either by overstimulation or under-
stimulation.

4. Her reaction must be prompt, taking place within a time period 
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that does not cause intolerable frustration for the child. The time 
period during which an infant can wait to be nursed is very short 
during the first weeks of life but becomes longer over the course 
of the first year.

In my clinical experience, it is relatively easy for many attachment 
figures and caregivers to perceive an infant’s signals more or less sensi-
tively, although Ainsworth had mothers in her sample who found this 
difficult. Crying may be easier to detect than some other signals. Nev-
ertheless, during home visits as well as in clinical observations of the 
mother–child interaction, the amount of time that passes before the 
mother registers the child’s signals (crying, wailing, complaining) can be 
observed to vary in length.11 Particularly brief or muted signals from the 
child will only be perceptible to very sensitive mothers.12 Interpreting 
these signals correctly is much more difficult than it is to realize that an 
infant is crying. I know from the seminars we conducted for parents in 
Ulm (Germany) that many parents initially have a difficult time inter-
preting crying, particularly with their first child. Most mothers learned 
fairly quickly to differentiate among the kinds of crying that stemmed 
from hunger, boredom, protest, pain, a dirty diaper, or overstimulation, 
but needed a trial-and-error period before being able to correctly con-
nect the signal of crying to the desires and motivations underlying it 
(Papoušek, 1994).

Most attachment figures must also learn the appropriate response to 
the correctly interpreted signal. With each of their children, they must 
ascertain at what point a particular child’s need for food, physical con-
tact, stimulation, or sleep is adequately satisfied. Experiences with the 
first child cannot simply be generalized to later siblings, because every 
child is temperamentally different, copes with irritation differently, and 
makes wishes and needs known in different ways (Crockenberg, 1986).

In our German experience, most parents, even today, fear that they 
may spoil their children during the first year. In their worst-case fanta-
sies, they see their child as a “spoiled monster” or a “little tyrant,” to 
whose every wish they will have to cater. For this reason, many parents 
do not necessarily see a timely response to their child’s wishes and sig-
nals as desirable, although their capacity for sensitive behavior can be 
seen in the mother–child and father–child interaction during the clinical 
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examination. They are convinced that the child must learn as early as 
possible to endure frustration.

In Germany, this attitude may, in part, be a legacy of the Nazi era, 
when the 1934 mothering book by Johanna Haarer, Die deutsche Mut-
ter und ihr erstes Kind (The German mother and her first child) set the 
tone. This book was given to each new German mother, and even after 
the defeat of Nazism it continued to be given to new mothers as a gift—
largely cleansed of its more blatant National Socialist ideology. The last 
revised edition appeared as late as 1987. It was a blueprint for raising 
infants to endure maximum frustration as early in life as possible by not 
attending to their signals, but simply allowing them to cry at night if 
they woke up. The theory was that this increased their lung capacity and 
toughened them. The recommendation that infants be made to get used 
to frustration in order to avoid spoiling them has been handed down 
over the generations and continues to haunt the minds of young moth-
ers, wreaking havoc in new generations.

Parents’ and experts’ opinions differ widely about what levels of 
frustration promote optimal growth and what constitutes an excessive 
demand on the child’s ability to regulate his own affect. Over the course 
of the first year of life, infants become increasingly able to defer gratifica-
tion of their needs. Here, too, parental sensitivity is required with increas-
ing demands placed on the infant’s ability to wait, thereby frustrating the 
child to the point where his ability to regulate himself is exhausted. For 
this reason, the basic requirements for the prompt satisfaction of needs 
must be continually redefined at each age level. That is what Ainsworth’s 
sensitive mothers were able to do; hence, their relationships with their 
infants were more harmonious in the final quarter of the first year of life. 
But in any case, the infant should not be permitted to become so frus-
trated and flooded with emotion that she cries persistently out of panic, 
only to be left alone with these feelings. Such experiences do not foster 
healthy development but rather flood the infant with global feelings of 
helplessness and powerlessness, and even a sense of existential threat. 
These emotions impede the infant’s growing capacity for self-regulation, 
and may even extinguish it completely.

Sensitivity differs from spoiling or overprotectiveness in that sensi-
tive parents support their child in his increasing autonomy and growing 
ability to communicate. Infants of sensitive mothers, examined during 
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their first year of life, were able to play and explore their surroundings 
more on their own, but they also more readily sought comfort and secu-
rity from their mothers when afraid or stressed. Their interactions with 
their mothers were characterized by less anxiety and irritation. They 
were consistently able to separate from their mothers after allowing her 
to comfort them for a short period of time, and they were more prepared 
to cooperate with the limits their mothers set (Ainsworth et al., 1978; K. 
Grossmann, Grossmann, Spangler, Suess, & Unzner, 1985; van IJzen-
doorn & Hubbard, 2000).

Infants of less sensitive mothers either did not ask for their mother’s 
support, or showed such marked signs of anxiety, irritation, or aggres-
sion that they were hardly able to play at a distance from their mothers, 
nor could they be soothed by her or engage in play in her presence. They 
were also less likely to accept the limitations placed on them by their 
mother (K. Grossmann et al., 1985).

Sensitivity Training for Parents-to-Be

With Ainsworth’s call for sensitive caregiving behavior in mind, my col-
league Anna Buchheim and I set up a sensitivity training workshop for 
expectant parents in Ulm. Couples expecting their first child were told 
about the results of infant research during five evening sessions at our 
Institute for Early Childhood Development and Parent–Child Research 
(a building we called the “Yellow House”).13 One of our focal points was 
Ainsworth’s concept of sensitivity. The idea was that the parents should 
learn to evaluate parental caregiving behavior by watching videotaped 
examples and thereby become more sensitized to what constitutes sensi-
tive parental care. Three, 6, and 12 weeks after the infant’s birth, we made 
separate videotapes of the mother and father engaged in diapering and 
play. Afterward, we watched the “diapering videos” during the sensitiv-
ity training session, and analyzed them sequence by sequence with each 
parent individually. The goal was to enable the parents to attune accu-
rately to their child’s signals and to see and interpret their own behavior, 
thereby helping them to learn how to interact more sensitively with their 
child. Reinforcement and respect for the parents, as well as tact and a 
validating attitude, were fundamental to the training whenever insensi-
tive sequences of interaction were found and analyzed. When viewing 
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scenes in which parents showed less sensitivity, we all considered how 
they might interpret their own behavior as well as their child’s actions 
and reactions. Particularly when the projection of their own wishes and 
feelings had a negative effect on interaction with the child, we supported 
them in finding alternative explanations for their child’s behavior.

Evaluation of the results allowed us to conclude that the parents in 
the study group perceived their children’s signals more sensitively and, 
above all, viewed their own behavior more critically than did parents in a 
control group that did not receive sensitivity training. The parents in the 
control group, whom we had invited only to make a diapering-playing 
video when their child was 3 months old, more often idealized their own 
behavior and overestimated their sensitivity to the child’s signals.

Intervention studies similarly designed to improve parental sensi-
tivity have been carried out in the United States and The Netherlands. 
These indicate that maternal sensitivity can be positively influenced by 
focused interventions both in the home and in sensitivity training ses-
sions with the videotapes (Bakermans-Kranenburg, Juffer, & van IJzen-
doorn, 1998; Egeland & Erickson, 1993; Erickson, 2000; van den Boom, 
1990, 1994).

The Concept of Attachment Quality in Children

The quality of child attachment is often studied by carrying out the 
Strange Situation protocol. This standardized protocol has been used 
around the world in highly varied social settings and has been shown 
to be a valid and reliable instrument. The mother, her child, and a 
strange person participate in the Strange Situation, a defined sequence 
of episodes during the course of which mother and child are twice sepa-
rated and then reunited after several minutes. In the process, the child’s 
attachment system is activated, and the quality of attachment can be 
reliably evaluated through observation of the behavior between mother 
and child (Ainsworth et al., 1978).

Although the Strange Situation can be criticized on the grounds that 
it captures only one specific aspect of mother–child interaction—that it 
constitutes a “snapshot”—and that its evaluation is specifically geared to 
the behavior of the child while ignoring maternal reactions, it has been 
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shown to be valid and to predict theoretically important outcomes (for 
a review, see Weinfeld, Sroufe, Egeland, & Carlson, 1999; for a critique, 
see Fox, Kimmerly, & Schafer, 1991).

The Strange Situation is conducted when the child is between 12 
and 18 months of age, in a playroom specially outfitted for the pur-
pose. Neither the mother nor the child is familiar with the setting, so it 
represents a “strange situation” for both. The entire procedure consists 
of eight episodes, each of which lasts for 3 minutes and is videotaped 
for subsequent evaluation (Ainsworth & Wittig, 1969; Ainsworth et al., 
1978).

First and second episode:•	  Mother and child enter the unfamiliar 
playroom. After a short period of acclimation, the curious child begins to 
explore the unfamiliar and attractive toys. The mother assists her child 
in playing only to the extent that it’s absolutely necessary. In general, the 
mother sits in a chair and can observe her child playing. Some mothers 
read while their child is playing at their feet.

Third episode:•	  A stranger enters the room, and does not speak at 
first. After 1 minute the person begins to talk to the mother, and a brief 
dialogue ensues. The children generally react to the stranger with curi-
osity or slight anxiety and decrease their distance from their mother; 
or they may become somewhat more inhibited in their play. During the 
third minute of this episode, the stranger tries to make contact with the 
child by offering to play with him or her (the stranger is lively and ani-
mated during this last minute of the episode, though not coercive).

Fourth episode:•	  When she hears a tapping signal, the mother 
leaves the room without saying goodbye to the child, as instructed. We 
generally observe that the child follows his mother with his eyes, calls 
after her, or even begins to cry. Sometimes the child follows the mother 
to the door, behind which she disappears for a short time. The stranger 
tries to console the child or to divert him with play. This effort succeeds 
to varying degrees, and sometimes not at all. The episode is curtailed if 
the child cannot be comforted.

Fifth episode:•	  After a 3-minute separation, the mother calls the 
child’s name and then comes back into the room. She picks him up and 
tries to console him as needed. As soon as the child has quieted down, 
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she allows him to begin playing again. In general children themselves 
want to return to playing. The stranger leaves the room shortly after the 
mother returns.

Sixth episode:•	  A second separation occurs after 3 minutes. After 
saying “Bye-bye, I’ll be back,” the mother again leaves the room when 
she hears the tapping signal, and the child is left completely alone. Fre-
quently, we now observe a stronger separation reaction in the child, 
whose attachment system has already been activated by the first separa-
tion. The child often follows the mother, calls out for her, begins to cry, 
and shows other signs of emotional distress.

Seventh episode:•	  After the 3 minutes of separation (or earlier if the 
child is very distressed) the stranger again enters the room, instead of the 
mother, whom the child expects. The stranger makes another attempt to 
console or divert the child.

Eighth episode:•	  The mother returns after a further 3 minutes, or 
earlier if the child is inconsolable. If he cries or approaches her, she 
soothes the child by taking him into her arms. Many, but not all, chil-
dren return to play after a relatively short period of consolation, usually 
about 3 minutes.

When 1-year-old children were first observed in the Strange Situa-
tion, Ainsworth and her colleagues noted various reactions and behav-
iors that could reliably be classified into three types of attachment qual-
ity (1978; Ainsworth, 1985). In subsequent studies by other researchers 
using the Strange Situation a fourth classification was described.

The Classification of Infant Attachment Quality

“Secure” Attachment

These children display clear attachment behavior after both the first 
and the second separation from the mother. They call after her, follow 
her, look for her—sometimes persistently—and many finally start to 
cry, showing clear signs of distress. They react with happiness when the 
mother returns, reach out with their arms, want to be consoled, and 
seek physical contact. Shortly thereafter they become calm and are able 
to return to play.
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“Avoidant” Attachment

These children react to separation with little protest and display no clear 
attachment behavior, such as following the mother to the door or crying. 
In general, they continue to play, although perhaps with less curiosity or 
persistence. Occasionally they follow the mother with their eyes when 
she leaves the room, so it is clear that they do register her disappearance. 
After her return, they are apt to react to her with avoidance, and they do 
not ask to be taken into her arms. Usually there is no intense physical 
contact.

“Ambivalent” Attachment

These children demonstrate the greatest distress after separation and cry 
intensely. Their mothers upon return are not able to calm them quickly. 
It generally takes these children longer to achieve emotional equilibrium. 
Sometimes they are not able to return to play, even after several minutes. 
When their mothers pick them up, the children express a desire for phys-
ical contact and closeness while at the same time behaving aggressively 
toward their mothers (kicking, hitting, pushing, or turning away).

Insecure–Disorganized Attachment Pattern

A number of children could not be placed into any of the above cat-
egories. Typical peculiarities of behavior were later identified in these 
children, who were described as “insecure–disorganized/disoriented” 
(Main & Solomon, 1986). This disorganization pattern may be consid-
ered an additional code to the three attachment patterns termed secure, 
insecure–avoidant, and insecure–ambivalent. Even infants classified as 
securely attached may demonstrate short periods of disorganized behav-
ior such as running toward their mother, stopping short halfway, and 
then turning around and running away from her, increasing their dis-
tance. The movement of such children may appear to “freeze.” In addi-
tion, repetitive stereotyped behavior and movement patterns may be 
observed. These may be interpreted as a sign that the child’s attachment 
system had been activated but could not express itself in clear behavioral 
strategies. As physiological measurements indicate, children demon-
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strating a disorganized pattern in the Strange Situation experience high 
degrees of stress similar to those found in insecurely attached children 
when these specific behaviors are present to a high degree (Spangler & 
Grossmann, 1993).

The disorganized pattern has been found more often than statisti-
cally expected in children from clinical high-risk groups, and also in 
children whose parents had experienced such traumas as loss, separa-
tion, maltreatment, and abuse and had carried these experiences into 
their relationship with the child (Main & Hesse, 1990).

The behaviors described as “disorganized” are also reminiscent of 
reactions seen in infants and small children in at-risk samples, such as 
premature children (Minde, 1993b). In our longitudinal study of the 
development of low-birth-weight premature infants, we found a sta-
tistically significant association between disorganized attachment and 
periventricular leukomalacia, which may occur as a consequence of brain 
bleeds. A similar association was found between disorganized attach-
ment and postnatal hypoglycemia. Independent of each other, both risk 
factors correlate with the development of disorganized attachment in 
premature infants at the age of 14 months (corrected for prematurity) 
(Brisch, 2006c). Disorganized behavior patterns may also be observed 
during infancy and even in early childhood after early abuse (Carlson, 
Cicchetti, Barnett, & Braunwald, 1989) and deprivation (Lyons-Ruth, 
Repacholi, McLeod, & Silva, 1991; Lyons-Ruth, Alpern, & Repacholi, 
1993). There is assumed to be a fluid transition from disorganized behav-
ior to psychopathological behavior patterns.

It has been shown using psychophysiological testing methods that 
all children in the Strange Situation are more or less stressed, even at 
the physiological level, showing, among other things, elevated heart 
rates upon being separated from their mother. Under the circumstances, 
insecure–avoidant children, who often impress by their calmness, and 
who have in the past been viewed as especially adaptable with a strongly 
developed sense of independence and an even temperament, show 
even higher levels of cortisol, a marker of stress, in their saliva than 
do securely attached or even insecurely–ambivalently attached chil-
dren. For this reason, the insecure–avoidant behavior pattern should be 
understood as a defensive or adaptive response on the part of the infants. 
The consequence of such a response is an elevated stress reaction at 
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the psychophysiological hormonal, and immunological levels (Reite & 
Field, 1985; Schieche & Spangler, 1994; Spangler, 1998; Spangler & 
Grossmann, 1993; Spangler & Schieche, 1995).

The overall distribution of infant attachment patterns is as follows: 
approximately 50–60% of children in the various longitudinal studies 
had secure attachments; approximately 30–40% had insecure–avoidant 
attachments; and approximately 10–20% were classified as insecure–
ambivalent (Grossmann et al., 1997). The percentage of children dem-
onstrating disorganized behavior varies depending on the clinical sam-
ple. The greater the infant’s risk level (including biological risk) or the 
greater the parents’ risk levels (e.g., psychological risk) that manifests in 
their interaction with their children, the more pronounced or frequent 
will disorganized behavior be across all attachment categories (Gross-
mann, 1988).

A moderately strong correlation was found in several studies between 
sensitive caregiving behavior by the attachment figure and attachment 
security found in the children at 1 year of age. Sensitive mothers more 
frequently have infants that show the secure pattern in the Strange Situ-
ation, and less sensitive mothers more frequently have infants show-
ing the insecure patterns (van IJzendoorn, Juffer, & Duyvesteyn, 1995). 
Whereas Ainsworth and colleagues (1978) reported highly significant 
correlations between the sensitivity of a mother’s care and the attach-
ment quality of children in the pioneering Baltimore study, this finding 
has been weaker in subsequent studies. The current state of research 
assumes that only 12% of the variance in children’s attachment patterns 
is explained by maternal sensitivity (see meta-analysis by De Wolff & 
van IJzendoorn, 1997), but this result must be viewed with caution. In 
the studies included in this meta-analysis, the instruments and situa-
tions used to measure sensitivity varied widely and were not necessar-
ily based on Ainsworth’s definition. That is, an important condition for 
meta-analysis—the comparability of studies—might not have been ful-
filled.

Moreover, in considering these correlations, the genetic disposition 
of the infant’s regulatory systems may be a contributory factor in the for-
mation of attachment quality, and should be viewed as the infant’s con-
tribution to the interaction. Children characterized by higher irritability 
in early infancy and weaker orientation reactions in the first few weeks 
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after birth were more frequently evaluated as insecurely attached in the 
Strange Situation, even though their mothers’ behavior was of average 
sensitivity (K. Grossmann et al., 1985).

As soon as the influence of infantile characteristics on attachment 
pattern had been understood, a critical discussion ensued about whether 
or not differences in the attachment behavior of particular children could 
be adequately explained by differences in temperament (Fox, 1992; Fox 
et al., 1991; Sroufe, 1985; Vaughn & Bost, 1999). Today it is assumed 
that temperament, or the child’s genetically based predispositions and 
behavioral characteristics, contribute to the mother–child interaction 
both during the first year and in the Strange Situation (van IJzendoorn 
& Bakermans-Kranenburg, 1997), but may be counteracted by mater-
nal sensitivity. An agitated or uncontrollably crying infant, or one with 
marked eating or sleep problems, for instance, may put a strain on even 
the average sensitive mother’s behavior, and possibly overtax her. As a 
clinician, I have observed how quickly the mother–child interaction can 
go awry with such infants, and how major secondary behavioral difficul-
ties can result (Papoušek, 1996). Research on the effect of the mother’s 
prenatal experiences—especially of fearfulness—on fetal development 
and on infant behavior regulation show that stressors during pregnancy 
affect the irritability of the infant and decrease his capacity to control 
behavior. Infants of fearful mothers have more frequent problems with 
self-regulation than do other infants (Wurmser, 2007). Other studies 
have observed associations between maternal fear during pregnancy and 
behavioral problems in children of preschool age (O’Connor, Heron, 
Golding, Beveridge, & Glover, 2002; Glover & O’Connor, 2002).

The effect of genetic factors on the development of attachment have 
also been discussed. Studies conducted by Gervai (2008) have shown 
that specific polymorphisms of the dopamine receptor D4 gene tend to be 
associated with disorganized attachment patterns, and studies by Span-
gler, Johann, Ronai, and Zimmermann (2009) and Reiner and Spangler 
(2010) have found that children with a polymorphism in the promoter 
region of the serotonin transporter gene more frequently exhibit disorga-
nized attachment patterns only if their mothers respond insensitively to 
them. These results point to a gene–environment interaction. However, 
a Dutch twins study was unable to replicate these results (Bakermans-
Kranenburg & van IJzendoorn, 2004; Gervai & Lakatos, 2004).
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The findings to date lead us to presume that unresolved trauma 
in the mother and/or the father and/or the child lead to disorders in 
very early interactions between the parents and the infant (Schuengel, 
Bakermans-Kranenburg, & van IJzendoorn, 1999a; Schuengel, Baker-
mans-Kranenburg, van IJzendoorn, & Blom, 1997b; van IJzendoorn, 
Schuengel, & Bakermans-Kranenburg, 1999; Bokhorst et al., 2003). 
Such interactional disorders may result in a disorganized attachment 
pattern, or in a disorganized “internal” working model of attachment in 
the infant. In cases of repeated trauma, a full-blown attachment disorder 
may result as a more or less psychopathological intensification of disor-
ganized attachment.

Infants with a genetic change in the dopamine regulation system 
may be particularly susceptible to this. The incoherent neural patterns 
that are formed against a backdrop of this regulatory vulnerability may 
become strengthened or solidified by the frightened, frightening, and 
helpless interactions of traumatized parents with their children. These 
incoherent neural patterns may be mirrored in the disorganized behav-
iors of the infant or child in situations that impinge on attachment and 
that stress the regulatory capacities in the HPA axis of the child. These 
behavioral patterns in children with disorganized attachment resemble 
the symptoms of ADHD and are frequently associated with aggressive 
behavior in preschool and elementary school. Hence, a disorganized 
attachment pattern in infants and toddlers may be a precursor of ADHD 
in preschool and school children.

Attachment Disorganization and ADHD

The disorganized attachment behaviors that may be observed in infants 
as early as 12 months of age during moderately stress-inducing separa-
tions from their mothers ( i.e., the “Strange Situation laboratory pro-
cedure” according to Ainsworth & Wittig, 1969), tend to manifest in 
sequential displays of contradictory behavior patterns and stereotypies 
(Main & Solomon, 1990; Solomon & George, 1999a). Alternately, the 
children may suddenly still or freeze for several seconds. Others may run 
toward their mother when she reappears, only to freeze halfway, turn 
around suddenly, and run in the opposite direction, vacillating between 
“approach” and “retreat.” At the level of motor activity such stereotypic 
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behaviors and ambivalence about closeness recall the familiar hyperac-
tivity pattern of running toward, running away, and running around the 
room. Both the repeated and frequent incidence of behavioral symptoms 
such as stilling with a dazed or trance-like expression, contradictory 
motor behaviors, and impulsive changes in direction are reminiscent 
of the symptoms of hyperactivity found in children of preschool age. 
In children with disorganized attachment, affective lapses may occur in 
addition to motor agitation during or after situations that emotionally 
stress their attachment system. When this happens, we may see children 
throwing themselves onto the floor in a rage. However, this does not 
constitute oppositional behavior as is the case with tantrums in the con-
text of limit setting unrelated to attachment.

One of the questions currently under discussion is whether emo-
tionally contradictory attachment experiences with the mother, for 
example, which cannot be integrated into a consistent pattern, mani-
fest in the child’s disoriented attachment behavior, or may be an expres-
sion of a disorganized internal working model of attachment to a specific 
attachment figure (Main & Solomon, 1990). This may occur, among 
other things, when the mother is simultaneously a safe emotional haven 
for the child and a source of fear and threat because she behaves in an 
aggressive and frightening manner in attachment situations, or because 
she herself is frightened (Hesse & Main, 1999).

As previously mentioned, research has yielded much evidence of 
associations between the disorganized attachment pattern and the psy-
chopathological problems that manifest in ADHD. There is an increased 
incidence of disorganized attachment in children with ADHD. Further-
more, it is noteworthy that children with this disorganized attachment 
pattern and children with ADHD have very similar polymorphisms in 
the genes for certain dopamine receptors.

In a very comprehensive study of our own, we are looking at associa-
tions between traumatic experiences, particular attachment patterns, the 
ability to regulate stress, and genetic polymorphisms and ADHD in both 
the child and his parents. We find much evidence of overlap between the 
psychopathological pattern of disorganized attachment and ADHD, at 
least for a subset of affected children (Kern, Brisch, & Vuksanovic, 2011b; 
Vuksanovic & Brisch, 2010; Vuksanovic, Kern, Borns, Zeber, & Brisch, 
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2010). Such an overlap would have consequences for the therapeutic 
approach that is taken because a diagnosis of disorganized attachment 
is an unambiguous indication for trauma-centered psychotherapy—
including concurrent therapeutic treatment of the parents. The goal here 
is to interrupt the intergenerational transmission of the parents’ trau-
matic experiences. It is quite conceivable that genetic polymorphisms in 
the dopamine system represent a vulnerability that may become manifest 
only under certain environmental conditions such as disordered interac-
tions between parent and child. Trauma may play a key role here as both 
somatic and psychic trauma have the potential for revealing or bringing 
out this genetic vulnerability in the dopamine system.

Associations between the Child’s Attachment Quality  
and the Parents’ Behaviors and Representations

Recent research has given us greater insight into the importance of lan-
guage for sensitive parental interactions with the infant as well as into 
the effects of rhythm and of timing in the interaction. Meins (1997a, 
1997b, 1997c) contributed important research on the role of language in 
early mother–child interactions in “jump-starting” the development of 
attachment. Children’s capacity to process language has not yet matured 
during the first year of life. When mothers empathically “translated” 
their children’s nonverbal signals into words and affective states so that 
they felt acknowledged, they tended more frequently than average to 
be securely attached at the age of 1 year. The opposite also held true: 
mothers who were less empathic or, to an outside observer, did not use 
language comprehensibly or at all with their infant had children who 
tended more frequently than average to be insecurely attached. These 
results are notable because they indicate that infants not only respond to 
their primary attachment figure at the level of behavior during caregiving 
and attach securely to them, they also feel that their affective states are 
understood in the context of this empathic verbalization, even though 
they are as yet unable to understand what their mother’s words mean. 
This indicates that they must be processing prosodic elements such as 
tone, melody, rhythm, and pitch. In other words, the mother responds 
to the internal and external states of the infant in such a way that the 
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infant feels understood. Such interactions are especially common when 
the mother relates to her child in motherese.

Timing and reciprocity in the interaction between mother and 
infant are also very important. If interactions are overly synchronized or 
asynchronous with little reciprocity, that is, if the mother fails to respond 
when her infant solicits interaction, such children tend to be insecurely 
attached at 1 year. On the other hand, if the interaction is character-
ized by phases of synchronous and reciprocal exchange, even if it is 
interrupted by “misunderstandings” that are noted and corrected by the 
mother, the children tend on average to be more securely attached (Jaffe, 
Beebe, Feldstein, Crown, & Jasnow, 2001). These results indicate that a 
moderate degree of rhythmic coordination in the sequencing of interac-
tions between mother and infant has a positive effect on the develop-
ment of secure attachment. What is especially reassuring is that perfectly 
synchronized communication is not necessary to promote emotional 
development. In fact, the opposite seems to be true, namely, that misun-
derstandings that are picked up on and corrected may actually foster the 
development of healthy attachment if they are not so extreme that inter-
action breaks down completely or the participants simply drift apart.

Trauma and Disorganization

There is a strong propensity (up to 80%!) in children who have been 
neglected, mistreated, or abused to exhibit disorganized behavior such 
as brief trance-like states, frightened behavior vis-à-vis the mother, 
stereotypic motor behavior, or contradictory behavioral patterns not 
attributable to neurobiological disorders such as epileptic seizures. Dis-
organized attachment patterns have been found in only about 15% in 
samples of healthy children born to term to parents under low levels of 
social stress (Cicchetti & Barnett, 1991; Lyons-Ruth, Connell, Zoll, & 
Stahl, 1987; Lyons-Ruth, Connell, & Zoll, 1989; Rogosch Cicchetti, & 
Aber, 1995; Lamb, Gaensbauer, Malkin, & Schultz, 1985; Crittenden & 
Ainsworth, 1989; Carlson et al., 1989; Cicchetti & Toth, 1995; Egeland 
& Sroufe, 1981).

Children of mothers who themselves experienced severe trauma such 
as sexual abuse that they have not yet resolved tend to exhibit sequences 
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of frightened behavior in attachment situations more frequently than do 
children of mothers who experienced no trauma or had already worked 
through the experience (Lyons-Ruth et al., 1991; Lyons-Ruth, Alpern, 
& Repacholi, 1993, 1999; Main & Solomon, 1986; Solomon & George, 
1999). Main and Hesse found associations between the mother’s fright-
ened and frightening behavior and later disorganized attachment pat-
terns in the child (Hesse & Main, 1999; see also Schuengel et al., 1999a). 
Studies conducted by George and Solomon on parental caregiving also 
demonstrated that helpless and chaotic or inconsistent behavior on the 
part of the mother during caregiving was associated with disorganized 
behavior in the child—even when the mother gave no evidence during 
the AAI (Main, Hesse, & Goldwyn, 2003, 2008) of unresolved trauma or 
of experiences of separation and loss that had not been worked through. 
In an interview focusing on caregiving, it was shown that these moth-
ers had a very contradictory, ambivalent, and disorganized representa-
tion of themselves and of their own caregiving behavior with their child 
(George & Solomon, 1996, 1999a, 1999b).

Studies conducted by Lyons-Ruth have emphasized the effects of 
such psychosocial risk factors as poverty, violence, and poor living con-
ditions. Parents who lived with such risk factors were more likely to 
exhibit hostile or helpless behavior toward their children, and their chil-
dren more frequently had insecure–disorganized attachment patterns 
(Lyons-Ruth & Jacobvitz, 1999).

Disorganization and Attachment Disorders

In addition, a variety of attachment disorders attributable to more deep-
seated changes and distortions in attachment development have been 
found in clinical studies of patients (Zeanah, Mammen, & Lieberman, 
1993). Underlying all these attachment disorders is a pervasive pattern 
of extremely inadequate, insufficient, or contradictory responses when 
the infant need for closeness and protection is activated in threatening 
situations. Such problems may develop especially when the child experi-
ences a series of abrupt separations as a result of changes in caregiving 
arrangements—as may occur, for example, in children who grow up in 
institutions or orphanages, have mentally ill parents, or parents who are 
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overwhelmed by chronic psychosocial stress factors such as poverty and 
job loss.

Longitudinal studies of the emotional development of infants and 
preschool children who grew up under conditions of severe early depri-
vation in Romanian orphanages and were then adopted by English and 
Canadian families show that even many years later some of these chil-
dren still suffer symptoms of reactive attachment disorders in addition 
to attention, hyperactivity, and behavioral disorders. These symptoms 
were similar to those seen on the autistic spectrum (Rutter et al., 1999). 
Although 20% of these children showed evidence of emotional normal-
ization over time, ADHD symptoms persisted overall—even when the 
children were adopted into emotionally stable homes (O’Connor, Rutter, 
& the English and Romanian Adoptees Study Team, 2000). The lon-
ger the duration of early deprivation under institutional conditions, the 
more pronounced were the symptoms of ADHD. There was also a pro-
nounced association between the degree of ADHD and symptoms of an 
attachment disorder. These effects were not explicable merely by poor 
nutrition, low birth weight, or cognitive deficits in the children (Krep-
pner, O’Connor, Rutter, & the English and Romanian Adoptees Study 
Team, 2001). These findings are in line with the clinical experience that 
children with attachment disorders are more likely to have experienced 
trauma and more frequently exhibit disorganized behavior in relation-
ships, and they are comparable overall to the symptoms of pronounced 
ADHD.

When the pathogenic factors mentioned above occur only tran-
siently or from time to time, they may nonetheless be associated with a 
greater tendency toward behavior indicative of disorganized attachment. 
However, full-blown attachment disorders may result if they are the pre-
dominant pattern of early interaction, and if the pathogenic attachment 
experiences are of many years duration. Frequently, these attachment 
disorders may render the child’s hidden need for attachment unrecog-
nizable because of extreme distortions in behavior, and may in the worst 
case become consolidated into persistent psychopathological patterns. 
From this perspective, disorganized attachment behavior and ADHD 
may be viewed as signs of an incipient attachment disorder. This, in 
turn, may lead to considerable disorders in social and personal interac-
tions, resulting in a vicious cycle. Much like children with ADHD, those 
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with disorganized attachment patterns are often rejected and excluded 
by their peers, leading to aggressive behavior which is met with attempts 
to structure and control such behavior. When this occurs, the child’s 
hidden desire for attachment may no longer be readily obvious to those 
with whom he has relationships (parents, caregivers, teachers)—much 
as is seen in children who exhibit disorganized attachment behavior 
(Lyons-Ruth, 1996). This, in turn, explains why therapeutic approaches 
at the behavioral level may curb the child’s behavior over the short term 
but fail to treat what we now presume are the causes of such behav-
ior that are rooted in the development of attachment. In such cases, 
a connection between the primary interactional and attachment disor-
der and the behavior in question is rarely even considered. Diagnostic 
approaches that simply label the child as pathological rarely if ever focus 
on parental contributions (and those of caregivers and teachers) in the 
development and consolidation of the symptoms (Lyons-Ruth, Alpern, 
& Repacholi, 1993; for more detail, see also Brisch, 2002b, 2004a; Als 
& Butler, 2008).

In this sense, the transitions in the development of early psychopa-
thology are fluid. Genetic polymorphisms of the neurotransmitters and 
receptors may be the underlying cause and may, under certain stress 
conditions in the parent–child interaction, predispose to problem behav-
iors such as those seen with disorganized attachment. And these, in turn, 
may consolidate into increasingly psychopathological attachment disor-
ders when infants are subjected to persistent stress, as may occur under 
conditions of extreme neglect, as is observed in some orphanages and 
institutions. The congruences with ADHD at the behavioral and genetic 
levels are striking and should stimulate us to rethink the potential causes 
of ADHD and the consequences for treatment.

Psychophysiological tests have shown that all infants react to some 
degree with physiological stress—such as elevation of the heart rate—
to separation from their mothers in the Strange Situation. The children 
classified as insecure–avoidant, who appeared so calm from the outside, 
and to whom extraordinary adaptability, greater independence, and a 
more placid temperament were initially ascribed, were shown to exhibit 
even higher saliva cortisol levels, a measurement of the experience of 
stress, than either the securely attached children or those thought to be 
insecurely-ambivalently attached. For this reason, the insecure–avoidant 
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behavior pattern must be understood as a defensive or adaptive achieve-
ment, the consequence of which is an elevated psychophysiological, 
hormonal, and immunological stress test reaction (Reite & Field, 1985; 
Schieche & Spangler, 1994; Spangler, 1998; Spangler & Grossmann, 
1993; Spangler & Schieche, 1995).

The Concept of Attachment Representation

After the Strange Situation, as a method for assessing the attachment 
quality of infants and small children had become well established and 
validated, George and colleagues developed a semistructured interview, 
now called the “Adult Attachment Interview” (AAI), to capture the child-
hood attachment experiences of adults (George et al., 1985; see Hesse, 
1999). The purpose was to explore whether the parents’ childhood expe-
riences of attachment contributed to their children’s attachment quality. 
In this interview, adults are asked about their childhood, their relation-
ships with parents, and particularly their memories of concrete situa-
tions in which their parents responded to their distress and comforted 
them. Parents are also asked about the significance of separations and 
losses, and to evaluate the influence their parents had on their personal-
ity development. Further questions focus on changes in the relationship 
to their parents over time as well as the ways in which they currently 
deal with separations from their own actual or imagined children (the 
Appendix, reprinted from Hesse, 1999, provides a brief précis of the AAI 
protocol).

On the basis of an evaluation method developed by Main and Gold-
wyn, adult attachment interviews can be classified into four categories: 
secure or free–autonomous, dismissing, preoccupied, and unresolved 
(Main, Hesse, & Goldwyn, 2003). In generating the evaluation, Main 
and Goldwyn recognized that responses to the AAI questions are often 
influenced by defensive processes, leading to moments of incoherence 
in the narrative that are not registered or corrected by the interviewee 
(as evident in the examples from Buchheim, Brisch, & Kächele, 1998, 
that are cited verbatim below). Main, Kaplan, and Cassidy (1985; Main, 
1995) discovered that classifications of the parental narratives about 
attachment in childhood could be predicted from their infants’ Strange 
Situation classifications 5 years earlier.
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The AAI evaluations, which require extensive training, are per-
formed by means of an in-depth textual analysis of verbatim transcripts. 
Their purpose is to assess the organization of an individual’s attachment 
memories and thoughts. Coherence of narrative and of discourse are 
the primary criteria on which this analysis is based. According to Grice 
(1975), coherent discourse must meet the criteria of quality (be honest 
and provide evidence for your statements), of quantity (be brief but com-
plete), of relevance (stay on topic and don’t stray from it), and structural 
comprehensibility (order your ideas and make them understandable).

Secure (Coherent and Collaborative) Attachment Representation 
with a Valuing Attitude toward Attachment (“Free Autonomous”)

Securely organized adults generally report positive experiences of attach-
ment with their parents and describe situations in which they experi-
enced loving care and comfort. Even when their childhood experiences 
were characterized by pain, separation, and losses, they are still able to 
talk about them in a detailed and thoughtful way, and therefore fulfill 
Grice’s coherence criteria as described above. Additionally, a special eval-
uative method subsequently developed by Fonagy, Steele, Steele, Target, 
and Schachter (1996b) shows that secure AAIs are characterized by a 
high level of self-reflectiveness.

Main (1995) has suggested that adults who can report negative 
experiences coherently have gained this ability either from later experi-
ences with an important attachment figure or through psychotherapy. 
Such people can relive and describe their own painful life events self-
reflectively, and in context. It is also possible to document this type of 
change when comparing a patient’s descriptions of childhood experi-
ences given at the beginning of treatment with his or her narratives 
given at the end of therapy. Main called this kind of secure attachment 
organization, achieved later in life, “earned secure” (cf. also Pearson, 
Cohen, Cowan, & Cowan, 1994). It is one of her major insights that 
a parent’s report of adverse childhood experiences per se does not pre-
dict his or her infant’s Strange Situation classification. What matters is 
how that adverse childhood is processed and talked about. The verba-
tim examples below are from Buchheim, Brisch, and Kächele (1998) 
(I, interviewer; P,  participant).
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Example 1 (Based on Positive Childhood Experiences)

I: When you were a child, what did you do when you hurt yourself?

P: Although my mother didn’t have much time, something I often had 
a hard time dealing with, she was always there when I wasn’t feeling 
good.

I: Can you remember a specific example?

P: I remember, for example, when I hurt my knee; that was during sum-
mer vacation. I was about 6 years old, and I went around a curve too 
fast on my bicycle and was in complete shock. I went right to my 
mother, who dropped everything she was doing and picked me up 
and said, “Oh, that must hurt, but it will get better again.” You know, 
when I think about it, I have to say that she did a good job.

Example of an Avoidant Interview with a Dismissive Attitude toward 
Attachment (“Dismissing”)

These adults characteristically have few memories of their own child-
hood and ascribe little importance to attachment in their lives. We often 
find idealizations of relationships to parents, but these idealizations are 
not confirmed (and sometimes are disconfirmed) by detailed and spe-
cific examples.

Example 2

I: How would you describe your relationship to your parents when you 
were a child?

P: It was, I was, I had a happy childhood; it was really super.

I: Can you give me an example?

P: It was just a harmonious family, the way you imagine one; just basi-
cally so, I mean, just completely normal.

I: What does “normal” mean to you?

P: No idea, I mean, oh dear, well, very warm.

I: Do you have any memories of that?
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P: No, I can’t remember any; none, no.

I: You can’t remember a single concrete example that would describe 
the warmth?

P: I just remember that it always upset me that I had to wear my sister’s 
hand-me-downs. I remember things like that, but, really, everything 
was actually super.

Insecure–Ambivalently Organized Internal Representation 
(“Entangled or Preoccupied”)

The interviewer frequently finds interviews with these adults to be 
“interminable.” The interview is characterized by a plethora of details, 
entanglements, and contradictory statements. The degree to which the 
interviewee does not recognize the contradictions in his own statements 
is remarkable.

Example 314

I: How did you perceive your relationship to your mother?

P: Oh, all the stubbornness and self-centeredness, self-will, and also with 
the narrowness and therefore, I had a very late and very strong con-
flict. I had to, in order to separate, but she was the one who decided 
everything for us. Everything in practical matters and at home and 
so, everything was very clean and “You can’t go there,” and “I’ll do 
this,” and “You will wear that”—she determined that. And “You will 
play this instrument.” Fine, I can understand that, one couldn’t do 
that then, and the school, but, it was very, very advanced, I was so 
undecided.

I: Can you remember anything else that would describe your relation-
ship back then?

P: And I always want to protect her, and I don’t know why. To this day, 
and, oh well, and actually one has, and I have dreams to this day in 
which I become absolutely aggressive toward her. This torments me 
to this day, and . . . and one would still like to, her childhood is so 
close to me and close enough for me to feel empathetic.
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Insecurely Organized Internal Representation of Attachment with 
Unresolved Trauma or Loss (“Unresolved”)

In the interviews of adults referred for therapy, we have found many 
statements that are characterized by disorganization and disorientation. 
Clinicians will recognize such dialogues from their initial conversations 
with borderline patients, in whom the content of speech, thought pro-
cesses, and the description of affective experiences tend to break down, 
and may include manifestly psychotic sequences that can be described 
as psychic disorganization (Gergely, Fonagy, & Target, 2003).

There is evidence in the biographical case histories of such intervie-
wees that they were more likely than others to have experienced trauma 
such as extreme loss, maltreatment, or abuse, which had not yet been 
worked through.

Example 4

I: How did you feel about the death of your grandmother at the time?

P: Oh well, it was pretty bad, I can hardly believe she is dead, I haven’t 
really grasped that she died 2 years ago, and it is as if it was yesterday 
. . . (an approximately 30-second pause) . . . 

I: Did you go to the funeral?

P: Yes, last year, that was horrible, I don’t remember exactly what time 
of day it was; oh yes, they let the coffin down at exactly 12 o’clock, 
and Granny had her favorite blouse on, the one with the little red 
flowers. Her glasses were a little crooked.

I: You said that the funeral was last year. When did your grandmother 
die?

P: Two years ago.

We have other instruments at our disposal for measuring adult 
attachment representations, and a good overview may be found in 
Gloger-Tippelt (2001). The Adult Attachment Projective Picture System 
(AAP) was developed by Carol George (George, West, & Pettem, 1997; 
1999; George & West, 2001, 2011; Buchheim, George, & West, 2003; 
West & George, 2002). In the AAP, test participants are shown pictures 
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that exemplify attachment-specific conflict situations. The pictures lack 
detail, however, which leaves room for interpretation and projection. 
This procedure elicits the participants’ attachment representation, which 
can then be analyzed using a system specifically designed to capture 
attachment representation. There is a great deal of overlap between the 
coding of the AAP and the AAI, including the ability of both to classify 
“unresolved trauma.” It should be added, however, that the narratives 
that go along with the images in the AAP do not permit conclusions 
about the life history of the participant. By contrast, the AAI does give 
us important clues about that history, and is therefore an especially valu-
able instrument in clinical practice. The AAP, however, is clinically much 
simpler and easier to perform and evaluate, which means that an adult 
attachment classification may be more quickly obtained. Both methods 
require extensive training to be used competently.

Although both the AAI and the AAP can be given to adolescents, a 
semistructured interview, the Child Attachment Interview (CAI; Target, 
Fonagy, & Shmueli-Goetz, 2003) is available for use with children. It 
is largely based on the AAI in its structure and questions, and tests the 
child’s capacity for self-reflection.

The Attachment Story Completion Task (ASCT) developed by 
Bretherton, Oppenheim, Buchsbaum, and Emde (1990) is available for 
testing the attachment representation of schoolchildren, and it has been 
used reliably with preschool children as well. Various research groups 
have presented reliable methods for using the ASCT, with some differ-
ences in the particular stories that the children are given to complete with 
their own narratives (Gloger-Tippelt & König, 2000, 2009; Gloger-Tip-
pelt, Gomille, König, & Vetter, 2002; George & Solomon, 1994; Brether-
ton et al., 1990; Bretherton, Page, & Golby, 1997; Steele et al., 2002). 
The assessment systems also differ, but they are all aimed at classifying 
children according to secure and insecure attachment representations.

For children of preschool age, there is a test situation that is based 
on the Strange Situation, which also observes the child’s response to 
separation from and reunion with a primary caregiver. A special coding 
system is available for this age group (Cassidy & Marvin, 1992; Green-
berg & Marvin, 1982; Britner, Marvin, & Pianta, 2005).

Several research groups have also looked at the parental caregiving 
system, which complements the child’s attachment-seeking system. This 



48 TREATING ATTACHMENT DISORDERS 

system generally motivates the primary caregivers to respond sensitively 
to the child’s attachment signals. In the best case, the attachment-seek-
ing system of the child and the caregiving system of the primary caregiv-
ers fit like lock and key because the sensitive caregiving responds to the 
attachment signals. This leads to a mutual strengthening of both sys-
tems, consolidating attachment between the child and caregiver (Marvin 
& Britner, 1995; George & Solomon, 1989, 1999a, 1999b; Solomon & 
George, 1999).

Attachment across Generations  
and throughout the Life Cycle

Since Main and colleagues’ (1985) discoveries demonstrating correla-
tions between infant attachment classifications and parental AAIs, other 
attachment researchers have been interested in the question of whether 
and how attachment quality is transmitted from parents to their children 
(the transgenerational perspective). They have also been interested in 
how a particular infant attachment pattern continues to develop over the 
lifespan (the longitudinal perspective).

Miriam and Howard Steele in London carried out a groundbreaking 
study that provided important information about the transgenerational 
transmission of attachment organization (Fonagy, Steele, & Steele, 1991; 
Steele & Steele, 1994). They administered the AAI to women and their 
partners during the final 3 months of pregnancy. On the basis of the 
interview classifications, they were able to reliably predict the quality 
of the infants’ attachment to each parent at 1 year of age. These results 
have since been replicated in other studies over as many as three genera-
tions (Benoit & Parker, 1994; Radojevic, 1992). Overall, in about 70% 
of cases there is a correspondence between the parents’ attachment rep-
resentation (secure–autonomous, dismissing, preoccupied, unresolved) 
and the child’s attachment classification (secure, insecure–avoidant, 
insecure–ambivalent, and disorganized). The correspondence is even 
higher (75%) if we differentiate only between the “secure” and “inse-
cure” attachment categories (van IJzendoorn, 1995a).

In these studies the quality of the children’s attachment was evalu-
ated separately with regard to their mothers and their fathers. The results 
varied; in some cases a secure attachment quality existed in relation to 
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the mother and an insecure one in relation to the father, or vice versa. 
This means that children construct separate and independent attach-
ment relationships with each parent and that these can be differentiated. 
However, across studies, the correspondence between the fathers’ AAI 
classification and their children’s attachment quality was found to be 
lower than with the mothers (van IJzendoorn & De Wolff, 1997).

Interestingly, parental AAI classifications proved to be a more reli-
able predictor of a child’s attachment quality than was parental sensitivity 
measured behaviorally (K. Grossmann, Fremmer-Bombik, Rudolph, & 
Grossmann, 1988). This means that a mental structure in the parents—
their state of mind vis-à-vis attachment—appears to affect the attach-
ment quality of their children. The influence of the child’s temperament 
on the formation of his attachment pattern would therefore not be given 
the prominent role that Fox (1992, 1995) accorded it (cf. Morell & 
Steele, 2003; Stams, Juffer, & van IJzendoorn, 2002; Stevenson-Hinde, 
2005; Vaughn & Bost, 1999).

Many longitudinal studies have been conducted in an effort to 
answer questions about the development of attachment over the lifespan 
(e.g., Egeland and Sroufe in Minnesota; Grossmann and Grossmann in 
Germany; Sagi and colleagues in Israel). In Germany, longitudinal stud-
ies were conducted on the development of normal full-term infants both 
in Bielefeld and in Regensburg (K. E. Grossmann et al., 1993). My  own 
research team in Ulm also conducted a longitudinal study of very small 
premature infants (Brisch et al., 1996).

The birth of a very low-weight premature infant can be a trau-
matic experience for many parents. The development of a secure 
attachment quality is a protective factor that makes the child “more 
resilient,” allowing her to better deal with other stress factors, and 
not to succumb emotionally (Grossmann, 2003; Laucht, 2003). This 
may prove especially important when the child’s early beginnings are 
complicated and stressed by the risks associated with prematurity and 
neonatal intensive care. At the age of 14 months (corrected for prema-
turity), 60.3% of the very low-birthweight premature infants (N = 79) 
exhibited secure attachment, 23.5% insecure–avoidant, 2.9% insecure–
ambivalent, and 10.3% disorganized attachment to their mother; 2.9% 
of the premature infants could not be classified by attachment pat-
tern. At the age of 6 years, however, only 39.1% of the then-premature 
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infants were securely attached, but 47.8% had an avoidant and 13.0% a 
disorganized attachment to their mother. The neonatal risk factors cor-
related significantly with the development of attachment and proved to 
be strong predictors of neurological development. The results found in 
this study confirmed the hypothesis that the attachment development 
of very low-birthweight premature infants corresponds to their neuro-
logical development. In other words, children with a functional neuro-
logical disorder are more apt to exhibit insecure or disorganized attach-
ment, and children with a healthier neurological development are more 
frequently securely attached, independent of the attachment status of 
their mothers. This phenomenon was first examined and demonstrated 
in the present study.

The results show that prematurity as such—even in the case of 
very small premature infants—is not per se an ineluctable risk factor 
for insecure attachment. It should be added, however, that the neuro-
logical development of the premature infant was a risk factor because 
neurological impediments or handicaps are more frequently associ-
ated with insecure attachment. The association between perinatal and 
prenatal hypoglycemia and periventricular leukomalacia, in particular, 
and the development of disorganized attachment were first identified in 
these studies. Overall, premature infants are therefore at greater cumula-
tive risk for motor, cognitive, and emotional developmental disorders, 
although this risk cannot be linked to the fact of prematurity across the 
board (Brisch et al., 2000; Schmücker et al., 2000; Brisch, 2005, 2006c, 
2008).

In contrast to the development of attachment in premature infants 
(Brisch, 2005; Brisch & Borns, 2010; Brisch, Kern, Luber, & Speer, 2008; 
Brisch et al., 2010; Kern et al., 2011b), studies of healthy children born 
to term indicate that attachment quality is relatively stable from month 
12 to year 5. Children with different attachment qualities differ in terms 
of their behavior.

Numerous studies have shown that securely attached children 
are better able to find prosocial solutions in conflict situations (Suess, 
Grossman, Sroufe, et al., 1992). At the age of 6, they respond to images 
depicting scenes of separation with solutions that involve attachment. 
By contrast, children with an avoidant attachment pattern do not talk 
about emotions involving attachment, or they are so overwhelmed that 
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they have a hard time coming up with solutions to the separation situa-
tions shown in the images (Geiger, 1991).

In approximately 80% of cases, there was a congruence between 
the attachment classification at 12 months and attachment behavior at 6 
years (Main & Cassidy, 1988; Wartner, Grossmann, Fremmer-Bombik, 
& Suess, 1994), which is consistent with high degree of stability of the 
attachment construct.

Correspondences were also found in follow-up assessments at 
age 10 with children from the Grossmann longitudinal studies. Chil-
dren who were classified as securely attached at 12 months and whose 
mothers were classified as secure–autonomous on the basis of the AAI, 
reported that they sought out their parents in emotionally laden sit-
uations and in solving everyday problems more often than did inse-
curely attached children. These secure children were also more likely 
to say that they could count on parental support and draw on it in 
overwhelming situations. Additionally, they had a more realistic view 
of friendships and fewer conflicts with peers. One especially strik-
ing finding was that children whose attachment was characterized as 
insecure–avoidant at age 1 year mentioned negative feelings less often 
and were very reserved during the interview when emotionally laden 
subjects touching on their own feelings were brought up at 10 years 
(Scheuerer-Englisch, 1989). At this age too there were significant cor-
relations between the mother’s level of support for her children and her 
sensitivity in the first year.

Further longitudinal analyses from the German longitudinal stud-
ies have shown stability of attachment classifications from childhood 
to adolescence (Zimmermann, Spangler, Schiecheecker-Stoll 1995). 
Although these studies found no stability when comparing attachment 
quality assessed at 12 months and attachment representation (AAI) at 16 
years of age, there were correlations between adolescent and maternal 
attachment representations: 16-year-old adolescents with secure–auton-
omous AAIs tended to have mothers whose attachment representation 
had been classified as secure–autonomous when the adolescents were 
children. Analogous correlations were found for adolescents with inse-
cure attachment representations.

Regarding fathers, Karin Grossmann (1997; K. Grossmann & 
Fremmer-Bombik, 1997) found that constructive and sensitive paternal 
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play behavior (giving the child space and time to initiate, picking up on 
the child’s suggestions, and, if necessary, giving emotional and manual 
support) was associated with secure–autonomous responses to the AAI 
when the children were 16 years old. However, there was no correlation 
between the adolescents’ attachment representation (AAI) and the qual-
ity of their attachment to their fathers assessed in the Strange Situation 
in infancy. Grossmann therefore asked whether the father’s sensitivity in 
the play interaction—that is, furthering the exploratory system—might 
be of greater importance to the development of a secure quality of attach-
ment with him than his sensitivity when providing care. Evidence is pro-
vided in an ongoing longitudinal study in the context of the SAFE—Safe 
Attachment Family Education© program (Brisch, 2007b).

Because more fathers are involved in caring for their infant chil-
dren now than were a number of years ago, there is a need for a new set 
of studies to ascertain whether this correlation would obtain today, or 
whether fathers contribute to the development of attachment in their 
children in a different way.

All in all, these studies show that there are correlations between 
the attachment representation (AAIs) of the parents, their observable 
behavior in caregiving and interaction with their infants, and the later 
development of attachment quality in their children (e.g., K. E. Gross-
mann, Grossmann, & Zimmermann, 1999). However, despite signifi-
cant continuities, changes in attachment patterns may be observed from 
the first year of life through adolescence, at both the behavioral and 
representational levels. Attachment during the first year of life, then, is 
not the sole determinant of future development, nor do infancy attach-
ment classifications allow one to make absolute predictions. Other fac-
tors apparently exert a large influence, as shown by the following results 
from research into protective and risk factors (van IJzendoorn & Baker-
mans-Kranenburg, 1997).

The Significance of Protective and Risk Factors

Because transgenerational research has shown that we cannot predict 
attachment patterns in the next generation with complete certainty, it 
may be assumed that various other external and internal factors influ-
ence the development of attachment quality positively or negatively. 
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In other words, we must assume not a linear, but rather a multicausal, 
cyclical, or transactional model.

Current discussions revolve around the effect that interactional fac-
tors other than sensitivity as assessed by Ainsworth have on the child’s 
development. These include synchronicity, reciprocity, rhythmicity, and 
the fine-tuning of the affective exchange in the early mother–infant 
interaction, as well as somatic and social factors (Esser et al., 1996; 
Esser, Laucht, & Schmidt, 1995; Laucht, Esser, & Schmidt, 1998). The 
socioemotional development of attachment quality as assessed in the 
Strange Situation is only one aspect, albeit an important one, of the 
entire developmental spectrum of the parent–child relationship. This 
was already acknowledged by Ainsworth and colleagues (1978), who 
examined sensitivity at home across many areas, including play and 
socialization.

We may further conclude from longitudinal studies conducted by 
attachment researchers that important life events such as divorce, relo-
cation, illness, or the death of a parent during the first year of life are 
capable of transforming a secure quality of attachment into an insecure 
one, and so these are to be viewed as risk factors (Becker-Stoll, 1997). In 
a study by Zimmermann and colleagues (1995; see also K. E. Grossmann 
et al., 1999), even adolescents who were evaluated as having a secure 
attachment to their mother at 1 year of age were very likely to have an 
insecure attachment representation (AAI) at 16 years if their parents had 
divorced.

Liotti (1992), who looked at the links between disorganized/disori-
ented behavior and dissociative symptoms, examined a group of patients 
some of whom had dissociative disorders. He found that 62% of patients 
with dissociative symptoms had mothers who had lost an important 
attachment figure within 2 years of the patient’s birth. Only 13% of 
patients without dissociative symptoms reported a similar loss.

Of course, a great deal depends on the extent to which secondary 
or tertiary attachment figures cushion the stress of critical life events, 
and support the child in overcoming them. Many studies of emotional 
stability and resilience in children conclude that the presence of at least 
one available attachment figure constitutes a protective factor and can 
prevent the child from decompensating in the face of stress and develop-
ing further symptoms. Under these conditions, the child’s psyche may 
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remain relatively healthy even in the face of great stress (see, e.g., Tress, 
1986; Werner, 1990).

The potential protective influence of secondary attachment figures 
was also examined in a comprehensive study of over 1,000 children con-
ducted in the United States by the National Institute of Child Health 
and Human Development (NICHD, 1994, 1996) who were seen with 
parents and in a variety of different childcare arrangements. The results 
with regard to the development of attachment indicate that the quality 
of nonfamilial care during early childhood can affect attachment quality, 
but only under certain circumstances. The risk of developing insecure 
attachment was particularly great for infants whose mothers were less 
sensitive, and whose quality of care outside the family was lower, who 
spent more hours per day in child daycare, and who experienced fre-
quent shifts in care. However, if the mother was characteristically sensi-
tive to her child’s needs, then the daycare factors described above had no 
detectable deleterious effect. In other words, a child’s secure attachment 
to his mother afforded a certain degree of protection.

When describing the importance of attachment research, Friedman 
and Boyle (2009, p. 123) wrote:

McElwain, Cox, Burchinal and Macfie (2003) acknowledged that attach-
ment research provides relatively consistent, although modest, support 
for the theoretical proposition that a secure infant–mother attachment is 
associated with positive child outcomes. However, they argued that the 
literature does not provide evidence about the differential antecedents and 
outcomes of insecure–avoidant and insecure resistant attachment rela-
tionships posited by attachment theorists. Consequently, they examined 
how avoidant and resistant infant–mother attachment classifications at 
15 months of age are linked with children’s interaction with a same-sex 
friend at 36 months of age. They found that avoidant attachment history 
was related to more aggression during child–friend interaction, and a resis-
tant attachment history was associated with less self-control and assertion 
toward peers. Maternal sensitivity and concurrent attachment security 
made unique contributions to the prediction of children’s outcomes at 36 
months of age. However, the prediction from attachment at 15 months of 
age remained significant when maternal sensitivity and concurrent attach-
ment were considered.

Later, citing the NICHD Early Child Care Research Network (2006), 
they wrote:
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When mothers’ quality of parenting improved over time, children with 
insecure attachment in infancy showed fewer teacher-reported external-
izing behaviors than did children with insecure attachments who received 
stable or declining qualities of parenting. When parenting quality declined 
over time, the children with insecure infant attachment were reported by 
teachers to have higher levels of externalizing behavior than insecure chil-
dren who experienced improved parenting quality over time. For children 
with early secure attachment to their mothers, declining parenting quality 
was not associated with increased classroom externalizing behavior. These 
findings are significant in terms of clinical implications for interventions. 
(cf. Friedman & Boyle, 2009, p. 134f.)

It had been hoped that this study might answer questions about 
whether children from families with psychosocial risk factors who have 
insecure attachments to their primary attachment figures in the home 
would develop a more secure attachment outside the home if provided 
with sensitive and stable caregiving. Unfortunately, the protective effects 
of quality care outside the home on attachment development was only 
partially borne out. Evaluation of sex differences showed that boys 
reacted more adversely to stress factors than did girls in the develop-
ment of their attachment patterns. Dallaire and Weinraub (2007) inves-
tigated the role played by early attachment security as a protective factor 
that could prevent first-graders from developing anxiety and aggressive 
behaviors. They showed that secure attachment in 15-month-old chil-
dren moderated the effects of the negative circumstances under which 
their families lived, and then protected the now 54-month-old children 
from anxiety. It did not, however, prevent aggressiveness. Children who 
at the age of 15 months were subjected to a great deal of stress and had 
been classified as insecurely attached demonstrated more anxiety in first 
grade than did securely attached children with a similar history of stress 
(cf. Friedman & Boyle, 2009, p. 135).

“Most of the findings reported above,” according to Friedman and 
Boyle (2009, p. 139)

pertain to the development of the children in the preschool years; some 
pertain to the early school years. But the NICHD Study of Early Child 
Care has followed the development of the same cohort of children through 
age 15 and has continued to assess many of the same environmental and 
developmental constructs over time. In addition, a subgroup of the NICHD 
SECCYD investigators, led by Dr. Cathryn Booth-LaForce of the University 
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of Washington, is collecting attachment data on the participants in late 
adolescence. This opens the door for asking research questions and testing 
hypotheses about the conditions under which attachment classifications in 
infancy and in the toddler years are linked to social relations with parents, 
teachers and peers in middle childhood and through adolescence. Like-
wise, investigators can test hypotheses about the conditions under which 
early child–mother attachment is linked to cognitive development or aca-
demic achievement as children grow up. The breadth and depth of the 
data about the family and academic environments of these children and 
the longitudinal design of the study suggest investigations of the relations 
between (a) trajectories of environmental conditions and (b) trajectories of 
developmental outcomes and the extent to which the quality of the attach-
ment between young children and their mothers plays a role in the relation 
between patterns of change in the social environment of children and pat-
terns of change in developmental outcomes.

Our understanding of child–mother attachment has been immea-
surably enriched by the NICHD study. For one thing, prior to that study, 
many attachment experts believed that more than 20 hours per week of 
care outside the home during the first year increased the probability of 
insecure attachment (Hayes, Palmer, & Zaslow, 1990, p. 57). However, 
the study demonstrated that care outside the home during the first 15 
months of life is not in and of itself predictive of insecure attachment. 
Newcombe (2007) considers this finding to be one of the most impres-
sive lessons of the NICHD study because it challenges attachment theory 
(cf. Friedman & Boyle, 2009, p. 142).

These findings suggest that the development of secure (or insecure) 
attachment is the result of the interplay of many different factors that may 
exert different influences and modify the experiences of the child during 
the early child–mother attachment process (for a more detailed overview 
of the results of the NICHD study, see Friedman & Boyle, 2008, 2009).

Based on these results, the investigators conclude that approaches 
to prevention need to concentrate on maternal factors because these 
have been shown to be predictive of attachment pattern. Improving the 
quality of care outside the home—as undoubtedly desirable as that may 
be—is of somewhat subsidiary importance. Brisch, Mögel, Simoni, von 
Kalckreuth, and Kruppa (2009) discuss the quality requirements for care 
outside the home from birth to the age of three.
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Attachment-Based Childcare Outside the Family

The Care of Children under the Age of 3

Children must have the opportunity during their first years to develop a 
secure attachment to a primary attachment figure, preferably their own 
mother, a foster mother, or an adoptive mother. Lengthy separation and 
placement in infant daycare centers and the like should only be con-
sidered when the child has developed an emotionally stable and secure 
attachment to a primary attachment figure by the end of the first year 
or beginning of the second year. Stable object representations and rep-
resentations of self develop over the course of the first year. This means 
that the child is developing an internal image of an attachment figure 
so that she can activate this image during separations, which inevitably 
occur. A secure attachment relationship with a primary attachment fig-
ure can, at the end of the first year and into the second, enable the child 
to develop secondary attachment relationships with other attachment 
figures, including care providers at daycare centers. If a baby is placed 
in infant daycare a few weeks after birth, before starting to form a more 
selective attachment relationship with her mother, and the daycare pro-
vider is very sensitive to the child’s needs—in a manner that is consis-
tent with all the criteria for the development of secure attachment—that 
person will probably become the child’s primary attachment figure and 
the mother may become a secondary attachment figure. If the daycare 
provider is replaced by another or goes on vacation, or if the child is 
placed in a different group as she gets older, and is not carefully guided 
through the transition from one attachment figure to the other during 
separation and farewell phases, for example, she will in essence have lost 
her primary attachment figure at an early age (for more, see R. Bowlby, 
2009). If the child’s attachment figure is herself traumatized or has not 
adequately worked through her own traumatic past, there is a consid-
erable risk that the child will develop a disorganized attachment with 
the daycare worker, or even an attachment disorder, particularly if she 
has been subjected to violence or emotional deprivation. For a daycare 
provider to become the child’s desired and chosen secondary attachment 
figure who can serve as another attachment resource while the mother is 
the primary attachment figure, the daycare provider must herself have a 
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secure attachment, be emotionally available, and respond to the child’s 
signals sensitively and promptly.

The quality of care in the daycare center is crucial to the child’s ability 
to develop a secure attachment to the daycare worker. Staffing should be 
1:2 to 1:3 for children below the age of 3, that is, one daycare worker for 
a maximum of two to three infants, optimally even fewer. Daycare staff 
should be constantly present during the settling-in period, and staffing 
must be scheduled and implemented over an adequate period of time. The 
staff should not be dealing with trauma that they themselves have not yet 
worked through and, optimally, they should take part in individual and 
group self-awareness programs and be under regular outside supervision. 
Daycare of the highest quality must be made available to at-risk children 
from emotionally and/or materially impoverished family circumstances. 
And it should be free of charge for low-income parents. The SAFE—Safe 
Attachment Family Education program is now distributing a curriculum 
specifically designed for daycare staff called “SAFE—Special Infant Day 
Care.” Both daycare providers and parents are being trained to ensure that 
children who may not have a secure parent–child attachment at home are 
able to develop a secure attachment in daycare.

The Care of Children between  
the Ages of 3 and 6 (Preschool-Age Children)

This also requires a lengthy settling-in period during which the primary 
attachment figure is present. Depending on the age group, high-quality 
care requires staffing of not less than 1:6 to 1:8, that is, one teacher for 
six to eight children. Preschool teachers must also be emotionally avail-
able and sensitive to the signals of the children in their care. Staff should 
not be rotated, but provide the children constant care. Unanticipated 
separations and farewells should be avoided, and staff should be encour-
aged to work through any trauma that they may themselves have expe-
rienced, in either individual or group sessions. Regular outside supervi-
sion is also important to support the work of the staff.

Preschool-age children from emotionally or materially impover-
ished at-risk families need preschool of the highest quality, where staff-
ing levels are even higher. Child psychotherapy that is integrated into 
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the preschool program should be available to children who upon enter-
ing preschool already show signs of behavioral disorders. And again, 
preschool should also be free of charge to low-income parents (Brisch, 
2008; see also Horacek Böhm, Klein, Thyen, & Wagner, 2008).

Another study that looked at protective and risk factors with regard 
to attachment and overall development examined whether the mother’s 
employment had an effect on attachment security (Barglow, Jaffe, & 
Vaughn, 1988). Although the number of insecurely attached children 
of employed mothers is significantly higher than that of mothers not 
employed outside the home, more than 50% of children of employed 
mothers were nonetheless securely attached. These results are difficult 
to interpret in the absence of a firm knowledge of the child’s care situa-
tion, the mother’s attachment representation, and the quality of her mar-
riage or partnership. Under no circumstances should it be understood 
to mean that insecure attachment in the child is a result of the mother’s 
employment.

Hédérvári (1995) examined separation anxiety in working and 
nonworking mothers. She found a statistical correlation between pro-
nounced “generalized separation anxiety” in both working and non-
working mothers and insecure attachment in their children. These 
results led to the assumption that the mother’s anxiety in the separation 
situation affects her behavior toward her child, and may have a greater 
effect on the development of her child’s attachment than does the fact 
of her working. A similar study was undertaken in the United States by 
Hock and Schirtzinger (1992).

All in all, there are clear indications of a transactional process in the 
development of behavioral attachment patterns and attachment repre-
sentations. Biologically determined factors such as the infant’s irritability 
and temperament certainly play a role here (Sroufe, 1985). However, fac-
tors introduced by the parents, such as their own attachment strategies 
and the intellectual and behavioral characteristics that result from these 
strategies, are undoubtedly of greater significance.

Social influences such as the home environment, marital quality, 
and the parents’ entire network of supportive relationships have not yet 
been fully studied. Only by examining these factors will we be able to 
understand the multiplicity of interactions among risk factors and pro-
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tective factors at the intrapsychic, behavioral, and interactional levels, 
and the overall social conditions (cf. also Rutter, 1978; Friedman & 
Boyle, 2009).

Attachment and Separation in 
Other Psychotherapeutic Schools

Bowlby’s attachment theory was certainly not the first theoretical treat-
ment emphasizing the significance of attachment and separation—
indeed, attachment theory itself developed out of psychoanalysis. Since 
most psychotherapeutic schools have their own ways of conceptualizing 
this significance, I will now summarize several different psychoanalytic 
theories and then review other psychological theories, as well.

Psychodynamic Models

Sigmund Freud’s original psychoanalytic formulations, which are based 
on drive theory, explain the development of attachment between mother 
and infant as a result of the satisfaction of the infant’s oral and emotional 
needs through breast-feeding. Freud never supplied detailed informa-
tion about whether oral needs must be satisfied by the mother in a sen-
sitive way, or whether oral satisfaction supplied simply by the admin-
istration of nutrition and oral stimulation suffices for the formation of 
attachment. Libidinal oral satisfaction was seen as more important than 
the interactional quality of nursing (Freud, 1905/1953, p. 123; 1916–
1917/1953).

Freud dealt with the significance of loss and separation in his 
groundbreaking work Mourning and Melancholia (1917/1963). He 
saw the grief phase that ensues after the loss of a loved one, along with 
the psychic grief work that is needed as a result, as psychodynamically 
grounded in our need to withdraw our emotional attachment and intra-
psychic emotional “cathexis” to that person, so that we may then actu-
ally separate ourselves psychically, and therefore also emotionally, from 
him or her.

In his Inhibitions, Symptoms and Anxiety (1926/1959), Freud 
explained the separation anxiety experienced by the child when facing 
real impending loss of, or fantasized separation from, the mother. He 
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assumed that the child becomes fearful when imagining that his “needs 
tension” will become much greater in the mother’s absence, and that he 
will fall into a state of helplessness resulting from a feared absence of 
satisfaction.

According to Anna Freud (1958), “the pleasure principle . . . is con-
ceived as a principle which governs all mental activity in the immature 
and insufficiently structured personality. Since it embraces all mental 
processes, the tie to the mother is governed by it as well” (p. 176). As 
she conceived it, the infant’s attachment to his mother occurs as a result 
of “the impact on the mind made by the acts of mothering, namely, 
with the pleasure–pain experiences which accompany primary instinc-
tual reactions and form their mental content” (p. 170). She assumed 
“a first `anaclitic’ relationship to the mother, that is, a phase in which 
the pleasurable sensations derived from the gratification of major needs 
are instrumental in determining which person in the external world is 
selected for libidinal cathexis” (p. 176).

Anna Freud also presupposed that for the child to experience “the 
pain of separation,” the child’s cathexis of the mother must have achieved 
“object constancy” and that the child must have become somewhat inde-
pendent of direct satisfaction of needs. If the mother is highly cathected 
with libido, separation from her will be experienced as extremely pain-
ful, and great longing will result. If the separation is of longer duration, 
an aggressive aspect, which exists in every relationship as ambivalence, 
will come to the fore. This results in a withdrawal of emotional cathexis, 
and even in a regression from the mental–symbolic level to the level of 
physical needs.

It is astonishing that, in spite of Sigmund Freud’s fundamental early 
work in this field, theoretical work on the subject of separation, loss, 
and mourning took a backseat to sexuality in his psychoanalytic teach-
ings, although he did talk about the relationship to the mother as the 
prototype for all later relationships in An Outline of Psycho-Analysis 
(1940/1964).

Anna Freud made comprehensive observations about the effects of 
separation and parent loss while caring for and treating children who 
had been left homeless and parentless by the war. In very detailed depic-
tions, she and Dorothy Burlingham described the children’s reactions 
to separation, not just from their parents, but from substitute attach-
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ment figures as well.15 Anna Freud explained the reactions she observed 
in these children according to the framework provided by then-current 
psychoanalytic drive theory, and she rejected Bowlby’s attachment-the-
ory-based approach (A. Freud, 1980a, 1980b; A. Freud & Burlingham, 
1944), although Bowlby (1969) later made use of these observations as 
evidence to support attachment theory.

René Spitz (1963), too, assumed that the infant lives in an undiffer-
entiated psychic state after birth, during an “objectless stage” in which 
he does not experience his own body as separate from his surroundings. 
The “nourishing breast” is perceived as a part of himself.

Spitz (1963) described the child’s “anaclitic [dependent] object 
choice,” by which, as Sigmund Freud postulated, the infant becomes 
attached to the person who feeds, protects, and mothers him. The child’s 
attachment to his mother results from the establishment of the psychic 
constancy of the libidinal object, which the infant achieves in the eighth 
month. Up until this time the infant makes his mother the preferred 
object of his libidinal satisfaction.

Spitz in 1935 was the first psychoanalyst to carry out direct and 
comprehensive observations of infants and the first to document these 
observations on film so that they could be evaluated later. His revolu-
tionary studies of the effects of long-term separation from mothers upon 
infants in institutions (“total affective deprivation”), with all its nega-
tive consequences for the motor, cognitive, and emotional development 
of these children, led him to describe the phenomena of “hospitalism” 
and “anaclitic depression.” Spitz was able to show that the complete 
developmental arrest observed in these children, which in some cases 
resulted in total physical and psychic collapse (“marasmus”), could be 
partially reversed after the mother’s return. However, this was only pos-
sible so long as the separation had not lasted longer than 5 months and 
so long as the mother–child relationship before the separation had been 
satisfactory. This research on the effects of long-term separation between 
mother and infant, and on the consequences of “emotional starvation” of 
the infant in the absence of his mother’s affective care, was a pioneering 
achievement. This work (in conjunction with Robertson and Bowlby’s 
work) has fundamentally changed infant care and institutional childcare 
practices in many countries (Spitz, 1965).

D. W. Winnicott, who was a pediatrician and psychoanalyst and a 
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proponent of object relations theory (trained by Melanie Klein), devel-
oped an interactional dyadic concept of the mother–child relationship, 
presumably based on his frequent observations of mothers and chil-
dren. In object relations theory, the drive dynamic postulated by Freud 
is always seen in relation to a human being, an “object.” Winnicott thus 
gave relationships an important role, but did not explicitly give up drive 
theory. He pointed out that observation of the infant without simultane-
ous direct or theoretical observation of the mother is impossible because 
without the mother “there is no such thing as a baby” (Winnicott, 1958). 
Winnicott postulated that, in order for the infant to develop an optimal 
feeling of self-worth, he has to see himself mirrored in his mother’s affect. 
“Good enough mothering” (Winnicott, 1956) and the mother’s “holding 
function” were deemed necessary for the development of attachment, in 
both the concrete and intrapsychic senses. His experience as a pediatri-
cian led him to emphasize that environmental conditions could either 
promote or hinder the mother–child relationship (Winnicott, 1965).

Winnicott also introduced the concepts of the “transitional phe-
nomena” and the “transitional object” (Winnicott, 1958). He had 
observed that children, if separated from their mothers, generally keep 
and cling to objects such as stuffed animals or blankets. His explanation 
for this behavior was that such preferred objects function as “transi-
tional objects” and represent the absent mother. This enables the child 
to process the separation intrapsychically, and to bridge the transition 
from closeness to separation symbolically.16

In Edith Jacobson’s (1965) ego psychology, the development of 
attachment is based on the formation of integrated self and object repre-
sentations in the psyche of the infant and small child. During his early 
development, the infant must form a stable, reproducible, accessible rep-
resentation of the self in the course of his many interactions with his 
mother. He must also develop a stable object representation of his most 
important attachment figure that can be activated and accessed psychi-
cally at any time, and cathected in an appropriate matter. This is how 
stable emotional relationships develop.

The infant is then no longer dependent on the actual presence of 
his mother. He has internalized her as an object representation, and can 
therefore separate from her. During the separation the mother, as fan-
tasized object, does not disappear intrapsychically but rather remains 
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accessible to recall as an object representation. This allows the infant 
to endure separation anxiety and fear of loss. Without object constancy, 
the infant experiences loss anxiety such that the mother is experienced 
as completely lost to the infant intrapsychically as soon as she is no 
longer visible. Later, when the small child has the beginnings of object 
constancy, separation anxiety results when separation actually occurs. 
The child fears that he cannot endure longer separation from his mother 
because he can only maintain object constancy for short periods of 
time. However, an infant can tolerate separation for a few minutes. With 
increasing object constancy, longer periods of separation may be toler-
ated without the inner image of the mother collapsing and the small 
child being overwhelmed by separation anxiety.

According to the theory put forward by Margaret Mahler (Mahler et 
al., 1975), the newborn infant initially lives in an autistic world until a 
close symbiosis between himself and his mother comes into being. Dur-
ing this phase the infant is psychically merged with his mother and has 
no intrapsychic boundaries.17 From this initial symbiotic state, according 
to Mahler, the infant increasingly moves away from his mother through 
a process of individuation/separation. During this time he continually 
tests his capacity for autonomy and separateness from his mother, as 
well as engaging in rapprochement to her. Until he is approximately 2 or 
3 years old and able to separate psychically as well as spatially from her 
in order to explore his surroundings, he must learn to tolerate emotional 
crises characterized by the ambivalence between his desire for autonomy 
and his need to be close to and dependent on his mother during the 
separations from her. Mahler called this phase the “rapprochement cri-
sis.”18 She has given us an impressive description of how an infant who 
is in danger or does not yet have stable object constancy returns to the 
mother for short periods in order to “refuel” emotionally. This behavior 
in children can be observed quite nicely in her documentary films.

Fixations and disturbances may arise over the course of emerging 
from the initial close symbiotic relationship with the mother, which is 
bound up with the intrapsychic process of individuation and the devel-
opment of identity.

In her theoretical work, Melanie Klein (1930, 1946) dealt primarily 
with early childhood fantasies, especially the significance of aggression 
and the death instinct, and with processes of projection and identifica-
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tion between infant and mother. According to this theory, the relation-
ship between mother and child is from the beginning complicated by 
the fact that the infant is overwhelmed by a great number of aggressive 
and destructive fantasies that he can tame only with considerable help 
from intrapsychic splitting processes. For example, the infant fantasizes 
the mother who satisfies his needs as a “good mother,” whereas the one 
who fails him and sets limits becomes the “bad mother”—as if the actual 
mother were split into different mother aspects. Klein referred to this 
phase as the “paranoid schizoid position.” Only when the infant is psy-
chically mature enough to be able to give up such splitting, and to inte-
grate the good and bad images of the mother (so-called part objects) into 
a unitary image, will he be able to create boundaries between himself and 
his mother and become more independent of her. At this point, which 
Klein called the “depressive position,” he can begin to detach from her.

For example, if the infant feels frustrated by his mother while trying 
to satisfy his needs, he becomes angry. The fantasies connected to this 
anger can become so overwhelmingly aggressive that he comes to feel 
internally separated from his mother and experiences anxiety. He also 
fears that his aggressive fantasies will destroy his representation of his 
mother, which consists of good and bad parts, and that he will therefore 
lose her. As a result of his increasing ability to experience loving feel-
ings for the good part of his mother, he becomes able to re-create these 
feelings symbolically and store them intrapsychically. In this way, he is 
able to overcome his fear, his grief, and his feelings of despondency and 
hopelessness about the fantasized loss of the good mother—the reason 
this phase is called the “depressive position.

This process is promoted by the infant’s growing ability to symbol-
ize his mother. Interest in his surroundings grows as the child, at the 
peak of “oral ambivalence,” wishes in his fantasies both to penetrate and 
to devour the good mother, which would destroy her. These fantasies 
generate fear, which is why the child’s interests are ultimately transferred 
from the increasingly symbolized mother to his surroundings as a whole 
(Klein, 1930; Segal, 1973).19

Melanie Klein and Wilfred Bion claimed that the mother plays a 
crucial role in the success of this development because she must intra-
psychically absorb the aggressive affects projected onto her by the infant, 
understand them, and then relate them back to the infant verbally and 
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nonverbally in an acceptable, age-appropriate, and sensitive manner. 
Bion called this maternal capacity the “containment” function (1962).

Michael Balint (1959) advanced object relations theory in notable 
ways with his concept of the “basic fault,” a term that refers to a psychic 
fault from the preverbal phase of object relations as well as to his for-
mulation of the new therapeutic beginning. He called the earliest form 
of object relationship “primary love”; in this phase, the mother–child 
relationship consists of a “harmonious mix-up” or a “harmonious inter-
penetrating mix-up” (Balint, 1959, p. 200). He based his conception on 
Sándor Ferenczi, and like him determined that “the formal elements of 
the transference and the whole analytic situation derive from very early 
parent–infant relationships” (Balint, 1962). He saw “mutual interde-
pendence” as particularly important for the parent–child relationship, 
in which the infant’s libidinal satisfaction and the mother’s must go 
hand in hand. Balint designated another type of relationship between 
mother and child—but also between adults—as “ocnophilia”: the indi-
vidual feels himself to be secure and protected from danger only when 
in the closest relation to another human being. Balint himself drew a 
parallel between his concept of ocnophilia and the attachment behavior 
described by Bowlby. He called the opposite behavior “philobatism.” In 
this type of relationship, a human being seeks out “friendly expanses” so 
that he is able to hold other human beings at bay by spatial means. This 
description reminds us of the insecure–avoidant attachment pattern in 
attachment theory. Balint was aware that even a philobat had a great, 
although repressed, desire for relationship (Balint, 1959).

In order to successfully treat patients with a basic fault and create a 
new beginning, the therapist “should be willing to carry the patient, not 
actively but like water carries a swimmer or the earth carries the walker, 
that is, to be there for the patient, to be used without too much resis-
tance against being used” (Balint, 1968, p. 167). This formulation and 
some of his other ideas about technique are related to the concept of the 
“secure base” in attachment theory, which is seen as a necessary precon-
dition for psychotherapeutic work. Indeed, Bowlby (1969) singles out 
Balint’s work as influential in his formulation of attachment theory.

Heinz Kohut’s self psychology (1971, 1977) proceeds from the 
assumption that a so-called cohesive self develops within a matrix of 
empathic selfobjects. A selfobject is an object that carries out functions 
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for the self that it is not able to carry out itself: the mother protects 
her infant from excessive stimuli because of his still-limited ability to 
regulate himself. The way in which the selfobject fulfills its functions—
empathically or less so—becomes a part of the infant’s experience of self 
and of self-worth. To this extent, the selfobject is experienced as a part 
of one’s own self. Kohut differentiated among three important selfobject 
functions: the mirror function; the alter-ego or twinship function (which 
makes it possible for a child to feel he belongs to a “we”); and the func-
tion of the idealized parent imago. From the perspective of self psychol-
ogy, the importance of the idealized parent imago (idealized selfobject) 
is to protect the infant’s immature psyche from inundation by affects and 
other stimuli.

The similarity between the idealized parent imago and the princi-
pal attachment figure in attachment theory is particularly striking. If 
the child’s attachment system is activated in a particular situation, as 
is demonstrated by seeking protection, and if the mother focuses in an 
empathic way on his external and intrapsychic needs, recognizes them, 
and picks up on and responds to them in a valuing way—in other words, 
satisfies them in an appropriate fashion without flooding the infant with 
stimuli—the child can feel secure and protected.

Later, the child will seek out ideals by means of which he experi-
ences similar security and protection. Only when the selfobjects fulfill 
their phase-specific functions sufficiently well in close reciprocal inter-
action with the child will a mature cohesive self develop. If the functions 
of the selfobject were poorly carried out, the structure of the self will be 
more or less damaged.

There is another parallel between the concepts of self psychology 
and those of attachment theory: a self that has become “cohesive,” like 
a secure self, can act as a protective factor in times of emotional stress. 
Under these circumstances an individual will be able to cope with sepa-
rations and losses better than if he had not developed these qualities.

However, if the development of self is only partially successful and 
selfobject representations of important figures are unstable, separation 
from them may be experienced as a massive threat, which can lead to 
great narcissistic rage. This in turn may so threaten the self that it is in 
danger of fragmenting. In order to defend against this, the self attempts 
to achieve affect regulation by means of delusional grandiose fantasies, 



68 TREATING ATTACHMENT DISORDERS 

which might express themselves as follows: “I am absolutely indepen-
dent of human relationships. I don’t even need the person who aban-
doned me. In fact, that person is dependent on me.

If this defensive maneuver is unsuccessful, further regression may 
take place. This may lead to a massive crisis of self-worth with pro-
nounced depressive feelings and auto-aggressive acts, which not infre-
quently result in self-injury (a child bangs his head against the wall until 
it bleeds, for example, or an adolescent causes a serious automobile acci-
dent) or suicide attempts (Henseler, 1974; Kohut, 1972).

Köhler (1995) has pointed out how close to each other the concepts 
of “sensitivity” and Kohut’s “empathy” really are. In her description of 
sensitivity, Ainsworth (see Ainsworth et al., 1974) proceeds from the 
idea that a mother’s ability to understand her child’s signals without dis-
tortion depends on her ability to feel and perceive the world from the 
infant’s point of view. However, unlike empathy, the concept of sensitiv-
ity also contains the idea that the attachment figure must respond to 
the child appropriately and in a timely manner that is age-appropriate 
and does not frustrate the child. In my view, “appropriate,” in this con-
text, means that the reaction (in terms of the actual situation, the devel-
opmental stage, and cultural norms) has to be capable of triggering in 
the child an advance in development and maturation. Kohut describes 
empathy primarily in terms of an intrapsychic function, whereas “sen-
sitivity” includes an action level as well, which is the result of empathic 
perception and processing.

Kohut’s concept of empathy refers to a mode of perception on 
the part of the mother that relates to the intrapsychic condition of her 
infant. An attachment figure’s “empathy” presupposes that she is able to 
differentiate the affect triggered in her by her child from her own affect, 
that is, to see it as coming from outside her and as the sole result of her 
affective resonance. In addition, her perception of affect should not be 
colored by her own preexisting affects, nor should the child’s emotional 
situation be changed by the mother’s projection of her own affects (cf. 
Ainsworth et al., 1974; Köhler, 1998; Körner, 1998).

Daniel Stern (1985), unlike other psychoanalysts, constructed his 
theory on the basis of infant research and presumed the existence of an 
interactive exchange between infant and mother right from the outset. 
Stern proposed that during the preverbal stage of development subjec-
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tive self-awareness develops in phases. Diverse and differentiated inter-
actions, consisting of action patterns and affects, are the building blocks 
for the development of internal representations. Stern denies that there 
is an early autistic or symbiotic phase in the mother–child relationship 
and assumes that the mother–child relationship develops during the first 
year of life as a result of the interactions between them. “Representations 
of interactions that have been generalized,” so-called RIGs (Stern, 1986, 
p. 143) from the mother–child relationship, are the building blocks for 
the development of an “internal working model,” a term Stern borrowed 
from attachment theory.

According to the analytical psychology developed by Carl Gustav 
Jung, the infant develops from an undifferentiated matrix, the “Uro-
boros,” an archetypal symbol of wholeness that includes the united pri-
mal parents as well as the state of undifferentiated chaos and the uncon-
scious (Neumann, 1985). The infant’s developmental path leads to an 
individuated and differentiated personality with autonomy and self-
determination that necessitates psychic separation from the mother and 
father as well as from the corresponding archetypes.

Jacoby (1998) has connected Jung’s theory of complexes with the 
results of modern infancy research in a remarkable way, pointing out 
how environmental conditions, dispositional factors, and interactional 
affective experiences with the primary attachment figure create psychic 
structures in the infant that can lead to corresponding complexes.

The Learning Theory Model

Behavioral therapy, as far as I know, has not formulated a developmental 
explanation of attachment and separation behavior and the behavioral 
problems and disturbances that result from it. From the perspective of 
learning theory, however, it is relatively easy to explain how children 
regulate closeness and distance with important attachment figures from 
birth onward, as the result of such learning procedures as reinforcement 
or negative consequences (see also Bowlby, 1973). The mother signals 
to her infant precisely how much closeness or distance she wants by 
a multitude of minute interaction sequences; this process is transmit-
ted, and presumably stored in the infant’s memory, as affective–cognitive 
schemata.
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The same thing occurs with regard to the infant’s self-reliant and 
exploratory behavior. Here, as well, one can easily imagine that the 
mother reacts either encouragingly or anxiously to autonomous impulses 
from the child, who learns from this that separation is permitted up to 
a certain point, and that his mother either tolerates it or that negative 
consequences result. The infant orients himself to his mother’s behavior 
and learns a behavioral model from her based on the extent to which she 
actually lives attachment, closeness, and distance in her relationship.

In his conception of psychological therapy, Klaus Grawe (1998) 
also builds on Bowlby and describes attachment needs as an important 
determinant of experience and behavior that must be considered in 
gaining an understanding of how therapy accomplishes what it does. 
He embraces Bowlby’s (1973) explanation of agoraphobia as a psychic 
disturbance of insecure–ambivalent attachment; he also accepts the 
results of studies carried out by Liotti (1991) that are based on the same 
explanation, and he describes an attachment-oriented approach to the 
treatment of patients with this specific disturbance (Grawe, 1998, pp. 
115–121, 395–411).

The theoretical basis of interpersonal psychotherapy (Schramm, 
1996) derives from both Bowlby and ideas put forward by Meyer (1957). 
It therefore embraces an explanatory developmental model based on 
attachment theory. This model gave rise to a therapeutic technique 
specifically designed for the diagnosis and treatment of patients with 
depression. In the diagnosis and treatment of interpersonal problems 
much value is placed on the therapeutic relationship, even though it 
is not regarded as a “transference relationship” in the psychoanalytic 
sense. Particularly in the treatment of depression, the therapist actively 
addresses as central themes the patient’s past and current attachment 
relationships, including separations and losses.

Models Based on Systems Theory

Some versions of systems theory claim, among other things, that visible 
and invisible attachments develop among individual members of a family, 
and that these control and regulate both the interactions among family 
members and the family equilibrium as a whole. Whether individuation 
is possible in such an attachment structure depends upon how the entire 
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system comes to terms with the autonomy of an individual family mem-
ber. If the development of autonomy in a child, or the announcement 
by an adolescent that he wants to leave home, threatens to destabilize 
the system as a whole (because certain psychopathologies in individual 
family members might become overt), the entire family may be inclined 
to insist on attachment loyalty, and either inhibit the child’s separation 
impulses or prohibit them outright (Boszormenyi-Nagy & Spark, 1973; 
Cierpka, 1996; Stierlin, 1980).

Summary

The foregoing remarks, which lay no claim to completeness, demonstrate 
that various psychological theories and psychotherapeutic schools have 
developed a variety of concepts regarding the formation and significance 
of attachments and the effect that separations may have on the mother–
child relationship. Some of these theories contain certain parallels to 
or similarities to attachment theory; some of them relate explicitly to 
Bowlby. On the other hand, there are fundamental differences as well.

The differences between the psychodynamically oriented schools 
and attachment theory consist in this: that psychoanalysis is based on 
drive theory while attachment theory is based on behavioral–motivational 
systems, of which Bowlby specifically describes the attachment system. 
Furthermore, psychodynamic theories (except for Stern’s theory) pro-
ceed from the idea that the mother–child relationship is characterized 
at the outset by an undifferentiated matrix in which psychic merging 
processes dominate. Self and object are fundamentally undifferentiated. 
Over the course of later development, intrapsychic self-representations 
and object representations in the child must be differentiated from this 
matrix, so that psychic boundaries and individuation are possible.

In Bowlby’s conception, by contrast, the newborn does not perceive 
himself merged with his mother but rather is predisposed to be socially 
responsive (cf. also Stern, 1985). As a result, the attachment between 
infant and caregiver must develop during the first year of life, and is not 
a given, conditioned from the outset by the experience of symbiosis. A 
variety of attachment patterns may develop in the course of this inter-
actional process.
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Section ii

Attachment Disorders

ATTACHMENT AND PSYCHOPATHOLOGY

Bowlby (1976) had already begun to consider whether there might be 
links between insecure attachment and particular psychopathologies. 
He was able to find evidence for such links between agoraphobia and 
insecure–ambivalent attachment. He also saw connections between inse-
cure attachment patterns and various childhood phobias (e.g., animal 
phobias) and came to understand school phobia in the context of either 
a child’s or a parent’s separation anxiety.1

During a growing number of longitudinal studies, some of them 
prospective, links emerged between insecure attachment and conduct 
disorders (such as antisocial behavior) in preschool- or school-age chil-
dren (Greenberg, Cicchetti, & Cummings, 1990; Greenberg, DeKlyen, 
Endriga, & Speltz, 1997, 1991; Greenberg & Speltz, 1988). Greenberg 
interpreted these problem behaviors as a strategy for eliciting caregiv-
ing.

In connection with specific chronic diseases such as cystic fibrosis, 
Goldberg (1997) reported disproportionate numbers of children with 
insecure–disorganized attachment patterns. This was true also for chil-
dren diagnosed with heart defects who had had heart surgery in early 
life. In addition, longitudinal studies have examined the development 
of attachment patterns in high-risk premature infants (see review by 
Buchheim, Brisch, & Kächele, 1999). The studies on premature infants 
yielded contradictory results. Some investigators found that the distribu-
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tion of secure and insecure attachment patterns among premature infants 
resembled that observed among full-term infants (Easterbrooks, 1989; 
Goldberg, Corter, Lojkasek, & Minde, 1990; Goldberg, Perrotta, Minde, 
& Corter, 1986; Macey, Harmon, & Easterbrooks, 1987; Minde, Corter, 
& Goldberg, 1985; Rode, Chang, Nian, Fisch, & Sroufe, 1981), other 
researchers reported an increased incidence of insecure attachment in 
children who had been extremely premature (Berlin, 1991; Mangelsdorf 
et al., 1996; Minde, 1993a; Plunkett, Klein, & Meisels, 1988; Sajaniemi 
et al., 2001; Wille, 1991). Because of the unclear nature of the findings, 
we are looking at the development of attachment patterns in extremely 
small premature infants in our current prospective longitudinal study 
(Brisch et al., 1996, 2003a, 2005a, 2008; Schmücker et al., 2005), tak-
ing into consideration the neurobiological risk factors of prematurity, 
early parent–child interaction, and the parents’ attachment’s strategies 
(assessed with the AAI).

Studies also showed that children who were abused or neglected in 
early childhood more frequently exhibit insecure attachments than chil-
dren who show no evidence of abuse (Cicchetti & Toth, 1995; Critten-
den, 1985, 1995, 1997; Lyons-Ruth et al., 1989). Disorganized attach-
ment patterns also occur disproportionately often in abused children 
(Carlson et al., 1989).

Infants with parents suffering from either depression (Cummings, 
1990; Cummings & Cicchetti, 1990; Lyons-Ruth, Connell, Grunebaum, 
& Botein, 1990; Radke-Yarrow, 1991; Radke-Yarrow, Cummings, Kuc-
zynski, & Chapman, 1985) or schizophrenia (Naslund, Persson-Blen-
now, McNeal, Kaij, & Malmquist-Larsson, 1984) were examined in pro-
spective longitudinal studies on the assumption that the parents’ illness 
constituted a risk factor with regard to the development of their infants 
or young children’s attachment to them. Despite somewhat inconsistent 
results, a consensus seems to be emerging that children from these high-
risk groups of parents demonstrate a greater than expected incidence of 
insecure attachment. However, this may not become evident until age 2 
or 3 (Spieker & Booth, 1988).

Additionally, a growing number of studies have uncovered links 
between infant attachment patterns and changes in physiological, immu-
nological, and neurohormonal regulatory processes, raising the question 
of a possible connection between attachment patterns and psychoso-
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matic illnesses (Hofer, 1995; Reite, 1990; Reite & Field, 1985). Cardio-
vascular processes with different reactions in change of heart rate were 
found in securely and insecurely attached infants. All infants react to 
separation with an increase in heart rate, but the highest level of change 
was found in insecurely attached and disorganized infants. Comparable 
results were found for changes in the endocrine system. For example, 
Spangler and Grossmann (1993) measured cortisol levels of infants 
before and after the Strange Situation and found that insecure–avoidant, 
insecure–ambivalent, and disorganized infants had a marked increase in 
the Strange Situation, whereas securely attached infants revealed a slight 
decrease. Results on changes in the immune system are not yet very 
clear, but they lead one to suspect that the secretory immunoglobulin 
sIgA is involved as well.

The results for insecure–avoidant infants are especially important 
for a possible understanding of the origin of psychosomatic diseases. 
Because insecure–avoidant infants showed marked physiological and 
endocrinological responses despite fewer behaviorally expressed stress 
reactions during the separation in the Strange Situation, it becomes 
clearer that the behavioral strategy of avoidant attached infants is not 
due to a variant of temperament but could be due to suppressed attach-
ment behavior. The costs of a down-regulation in expression of affect 
and behavior are marked reactions of the regulatory systems. It is well 
known from psychosomatic patients that they neither feel nor express 
their affects openly, but have measurable stress reactions in their physi-
ology and endocrinology. A high level of arousal in these regulatory sys-
tems, which is expressed neither in behavior nor in verbal communica-
tion, could predispose for the development of psychosomatic symptoms 
and diseases.

Insecure and, particularly, unresolved “states of mind” (assessed 
with the AAI) and disorganized attachment in infants or young chil-
dren have been linked to borderline personality disorder (Fonagy et 
al., 1995b), agoraphobia after traumatic sexual abuse in childhood (De 
Ruiter, 1994; De Ruiter & van IJzendoorn, 1992; Liotti, 1991), sui-
cidal acting out in adolescents (Adam, Sheldon-Keller, & West, 1996; 
Lessard & Moretti, 1998), maternal depression (Cole-Detke & Kobak, 
1994; Lyons-Ruth et al., 1990; Murray & Cooper, 1997; Radke-Yarrow 
et al., 1985), vulnerability to psychiatric illnesses (Fonagy et al., 1996a; 
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Parkes, 1991; Pianta, Egeland, & Adam, 1996; Rogers, Ozonoff, & Mas-
lin-Cole, 1991; Rosenstein & Horowitz, 1993; van IJzendoorn, 1995b), 
schizophrenics (Naslund et al., 1984) as well as forensic patients (Lam-
ott et al., 1998), and patients with spasmodic torticollis (Scheidt et al., 
1999).

Thus, an increasing number of studies indicate connections in vari-
ous high-risk groups between an insecure attachment pattern in infancy 
or AAI classification in adulthood and mental disorders and symptoms. 
Because of its frequency in clinical samples, the disorganized attach-
ment pattern in childhood appears to be of particular significance for the 
development of psychopathology. However, to date it has not been pos-
sible to link specific attachment patterns with specific psychopatholo-
gies, and, as far as I can tell, this is unlikely to occur. Instead, secure and 
insecure attachment should be seen respectively as protective and risk 
factors for the development of psychopathological symptoms; presum-
ably, a secure attachment raises the threshold of vulnerability to stress 
while an insecure attachment lowers it.

Further research is essential to clarify these questions, and such 
research is currently being conducted in various clinics in Germany and 
elsewhere.

ATTACHMENT AND TRAuMA

Research has shown a connection between disorganized attachment pat-
terns in children and unresolved trauma in their parents (Lyons-Ruth & 
Jacobvitz, 1999). Their infant’s crying may, for example, trigger memo-
ries of trauma that they experienced in early childhood, of their own pain 
and crying. This may then trigger dissociative or trauma-specific behav-
iors in the mother or father that trigger fear in the child (Lyons-Ruth, 
Bronfman, & Parsons, 1999; Liotti, 1992; Brisch & Hellbrügge, 2003). 
If pathogenic factors such as deprivation, abuse, or serious disorders in 
the parent–child interaction occur only transiently or for a time, they 
may more frequently be associated with disorganized attachment behav-
ior (Lyons-Ruth, Yellin, Melnick, & Atwood, 2005; Madigan, Moran, & 
Pederson, 2006; Slade, 2007; Lyons-Ruth, 2008b). On the other hand, if 
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they are the predominant early interactional pattern, and if these patho-
genic attachment experiences extend over many years, attachment dis-
orders may result, and these may remain anchored even after placement 
in a foster family or adoptive home. Even if the emotional milieu in 
the new family is better, these attachment disorders may continue to 
strain the new relationship between foster or adoptive parents and child 
(Steele et al., 2002). The distorted behaviors characteristic of attachment 
disorders may make it close to impossible to discern the child’s hidden 
need for attachment and, in the worst case, consolidate into persistent 
psychopathological patterns of behavior (Brisch & Hellbrügge, 2003).

THE THEORY OF ATTACHMENT DISORDER

Both developmental psychologists and researchers studying developmen-
tal psychopathology point out that the original patterns of attachment 
identified by Mary Ainsworth (secure, avoidant, ambivalent) represent 
patterns of adaptation likely to be found in infants and parents from 
nonclinical populations. Accordingly, the avoidant attachment pattern, 
aspects of which remind a clinician of psychopathological behavior, is 
believed to represent a behavioral strategy by which children are able 
to adapt their attachment behavior to the attitudes of their parents. In 
this way, they can maintain a relationship with the parent although at a 
greater distance (Main & Weston, 1981). Because avoidantly attached 
children appear to know that signaling their desire for closeness will 
most likely be met with rejection, they learn, as early as the first year 
of life, to inhibit such attachment behaviors as protesting a separation, 
following, calling, crying, and clinging. Instead they hold themselves 
at a distance from the attachment figure, and in that way avoid being 
rebuffed. Attachment to the mother can be maintained, but at the cost of 
the child’s desire for closeness. Among these children, avoidant behavior 
in attachment situations appears to be the best strategy for lessening the 
stress that rejection of attachment behavior elicits.

The behaviors subsumed under the category disorganized/disori-
ented by Main and Solomon (1990) cannot be viewed as an adaptive 
strategy, however. I suggest that the children who display them have no 
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appropriate or adequate behavior pattern at their disposal in such stress-
ful situations as separation and reunion. The disorganized/disoriented 
designation is given when infants (in the Strange Situation) exhibit con-
tradictory behaviors that strike the outside observer as confusing (such 
as running part way to the mother, then stopping and running away; fro-
zen movement; repetitive motor activity; etc.). These behaviors, which 
may last for only a few seconds, give the impression of a disturbed psy-
chomotor state, and are reminiscent of some psychopathological behav-
iors found in dissociative states of patients with posttraumatic stress 
disorder. They are observed significantly more frequently in high-risk 
children who have had traumatic experiences. Main and her colleagues 
(Main, 1995; Main & Cassidy, 1988) discovered that these children tend 
to behave in a controlling fashion during reunions with a parent at age 
6, displaying either a controlling–punitive or a controlling–caregiving 
response to the returning parent. In high-risk adults who have expe-
rienced unresolved loss or trauma it is more common than expected 
to find lapses of reasoning and discourse during the AAI. According to 
current insights, the child pattern is a relational state whereas the adult 
pattern may be a style or strategy for dealing with attachment thoughts 
and feelings in general.

In contrast, clinicians such as Fraiberg (1982), Lieberman and Pawl 
(1988, 1990), and Zeanah, Mammen, and Lieberman (1993) had already 
noticed very different attachment patterns among groups of clinically ill 
children or children whose relationships with parents were highly dis-
turbed. They saw these patterns as indicative of “attachment disorders.” 
Work by Crittenden (1988, 1995) on abused and neglected children, too, 
led to an expansion of the original classification of attachment patterns 
in such children. She identified several distinctive behavior patterns in 
these high-risk children: one a mixture of insecure–avoidant and ambiv-
alent attachment behavior, and another that contained an admixture of 
avoidance and disorganization. Main and Solomon (1990) also noticed 
some of these patterns and incorporated them into their “disorganized-
disoriented” classification. That is, these researchers developed related 
but not identical concepts and descriptions for similar behavior pat-
terns.

In extreme cases both groups described by Crittenden (1995) 
exhibited distorted affects and cognitions. Proceeding from her expe-
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rience with high-risk groups, Crittenden also observed preschool-age 
children for behavioral idiosyncrasies such as compulsive caregiving 
behavior and overadaptation, both of which are related to the avoidant 
attachment pattern. Among the children with an ambivalent attachment 
pattern, she found a subgroup that exhibited aggressive threatening 
behavior and one that used helplessness as a behavioral strategy. She 
also added a punitive pattern for school-age children. Behaviors charac-
teristic of this pattern ranged from threats and withdrawal in school-age 
children to paranoid behavior in adolescents. These extreme ways of 
behaving give rise to differing affective and cognitive deficits in children 
with avoidant and ambivalent attachment. According to Crittenden, 
avoidantly attached children use cognitive processes to defend against 
their affects, while affective processes in insecure–ambivalently attached 
children are so highly activated that they diminish cognitive abilities. 
Crittenden thus posited a fluid progression from attachment patterns 
that are still healthy to variants of attachment quality that border on 
psychopathology.

In all of the mother–child dyads in Crittenden’s high-risk sample 
of preschool to school-age children, she found that the expected “goal-
corrected partnership” (Bowlby, 1969) did not develop. Instead, psy-
chopathological behaviors became more entrenched with increasing 
age. These behaviors were found not only in the primary relationship of 
these children and adolescents but also in their other relationships and 
daily interactions (Crittenden, 1995).

Lieberman and Pawl (1995) developed a comprehensive San Fran-
cisco Infant–Parent Program that focused on underprivileged families 
with additional social risk factors such as poverty, unemployment, and 
cramped housing conditions. They treated parent–child pairs during 
home visits, using a “psychotherapy in the kitchen” approach derived 
from Fraiberg (see Fraiberg, Adelson, & Shapiro, 1975). They sought 
these high-risk families out for treatment at home because they might 
not have been willing to seek and accept psychotherapeutic help at an 
institution. Observation of an extensive range of attachment disorders 
led Liebermann and Pawl (1990) to formulate a typology of child attach-
ment disorders based on the belief that the predisposition for the devel-
opment of attachment can be changed and distorted by external social 
influences or severe parental psychopathology to the point that it may 
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no longer be recognizable as related to attachment issues by an outsider 
(Belsky & Russell, 1988).

Their observations and preliminary work brought attachment the-
ory back to the place where Bowlby had initially started: to the study 
of serious clinical problems. It is important to point out that not only 
parental psychopathology but aggravating external social factors, as 
well, can play a considerable role in inhibiting the development of 
healthy attachment. This insight has given impetus to the combination 
of social work and parent–infant psychotherapy in the Infant–Parent 
Program.

Greenspan and Lieberman (1995a, 1995b) subsequently developed 
a framework of attachment and its disorders from birth to 36 months 
that describes an “attachment homeostasis” (the smooth functional 
balance between attachment and exploration) in each of the included 
age groups and particularly in the first months of life. Deviations from 
this attachment homeostasis are described as severe, moderate, or mild 
disturbances that either overactivate the attachment system (anxious 
ambivalent attachment), thereby inhibiting exploration, or promote 
excessive exploration at the cost of decreased (avoidant) attachment.

ATTACHMENT CLASSIFICATION  
IN DIAGNOSTIC MANuALS

Current diagnostic systems for psychiatric and psychic disorders are 
inadequate for the classification of attachment disorders as forms of 
severe psychopathology. An examination of the ICD-8 through the ICD-
10 diagnostic manuals and of DSM III-IV makes clear that no adequate 
diagnostic classification is possible of the multiplicity and severity of 
attachment disorders that are consistently seen in clinical practice.

Although diagnosis of child emotional disturbances was not con-
sidered in ICD-8, ICD-9 included the following emotional disturbances 
specific to childhood and adolescence (313): anxiety and fearfulness 
(313.0), misery and unhappiness (313.1), sensitivity, shyness, and social 
withdrawal (313.2), and relationship problems (313.3).
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ICD-10 differentiates between an “Inhibited type” (Type I F94.1) 
and a “Disinhibited type” (Type II F94.2) of Reactive Attachment Dis-
order of Infancy or Early Childhood. DSM-III-R (313.89) and DSM-IV 
(313.89) contain similar diagnostic categories.

Type I in ICD-10 describes children who are very reluctant to attach 
to adults and who react with ambivalence and fear to attachment figures 
(i.e., F94.1). In Type II (i.e., F94.2) we see the opposite clinical picture: a 
disinhibited promiscuous readiness to attach to the most varied kinds of 
figures. Both of these types of behavior are seen as a direct consequence 
of extreme emotional and/or physical neglect and abuse, or as a result of 
constant change in the person of the attachment figure.

There are other diagnoses in the ICD classification that implicitly 
relate to issues relevant to attachment such as “disturbances of social 
behavior in the absence of social bonds” (F91.1), “Separation Anxiety 
Disorder” (F93.0), and disorders with “sensitivity, shyness and social 
withdrawal” (313.2).

Attachment disturbances may be seen as disturbances of emotional 
regulation (see ICD-9). However, in ICD-10, attachment disorders are 
no longer listed under emotional disorders but rather under the category 
“Other Disorders of Infancy, Childhood, or Adolescence.” Even though 
deprivation or severe injury from the milieu is assumed to be crucial 
etiologically (in contradistinction to ICD-9), any relationship to emo-
tional disturbance has been lost.

In the Multiaxialen Klassifikationssystem für psychische Störungen 
des Kindes- und Jugendalters [Multiaxial classification system of child-
hood and adolescent psychological disturbances], developed by Rem-
schmidt and Schmidt (1994), many stress factors potentially affecting 
the development of attachment are listed under “Assoziierte aktuelle 
abnorme psychosoziale Umstände (Fünfte Achse)” [Relevant associated 
abnormal psychosocial conditions (fifth axis)]. These include abnor-
mal interfamilial relationships characterized by a lack of warmth in the 
parent–child relationship, hostile rejection of the child with physical 
or sexual abuse, and disharmony between adults in the family. Other 
risk factors are psychiatric disturbance or deviant behavior in one of the 
parents; inadequate or distorted interfamilial communications; abnor-
mal conditions of upbringing (including both excessive parental care 
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and inadequate parental supervision and guidance) as well as abnor-
mal immediate surroundings, institutional upbringing, loss of a loving 
attachment figure, threatening circumstances resulting from boarding 
the child with strangers, negatively changed family relationships result-
ing from a new family member, events that may lead to a decreased sense 
of self-worth, sexual abuse, and immediate anxiety-provoking experi-
ences (pp. 147–154). In addition, events relevant to attachment such as 
“persecution or discrimination” and “migration and involuntary social 
transplantation” are listed under ”social risk factors” (p. 156). These 
events have in common the potential to lead to severe impairment of the 
child’s experience of attachment and relationship.

The Diagnostic Classification: Zero to Three (DC: 0–3; Zero to 
Three, 1994), which was developed specifically for infants and small 
children, also lists “Anxiety Disorders,” “Prolonged Bereavement/Grief 
Reaction,” “Depression,” and “Mixed Disorder of Emotional Expres-
siveness” under affective disturbances (diagnostic categories 201–204) 
as well as “Reactive Attachment Deprivation/Maltreatment Disorder of 
Infancy and Early Childhood” (diagnostic category 206), all of which are 
manifested in the context of deprivation and abuse. The cause is assumed 
to be long-term neglect and abuse by the parents, so pronounced as to 
undermine the child’s fundamental feeling of attachment security. The 
physical and emotional availability of the parents may be so insubstan-
tial and unreliable (in cases of depression, e.g., or drug abuse) that it is 
impossible for the child to construct an attachment to any single care-
giver. Stressful environmental conditions such as constant changes in 
caregivers and long-term institutionalization or hospitalization can also 
impair the development of a secure attachment relationship.

Not one of the diagnostic systems described above contains an over-
arching explanatory model for a diagnosis of attachment disorders based 
on observed behavior and on social risk factors. This is all the more 
astonishing because some years ago typologies of attachment disorders 
based on attachment theory were described; however, to date attachment 
theory itself has not found its way into any of the extant classification 
systems to any great extent. In the following section I describe a classi-
fication system for attachment disorders that I believe to be suitable for 
clinical use and that represents a first step toward a more differentiated 
diagnosis of attachment disorders.
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THE DIAGNOSIS AND TYPOLOGY  
OF ATTACHMENT DISORDERS

A point of principle to be made at the outset is that the diagnosis of attach-
ment disorders cannot be based on the presence of insecure (avoidant 
and ambivalent) attachment patterns as described by Ainsworth and col-
leagues (1978). These attachment classifications are viewed as falling 
within the normal range of adaptive patterns, although they are consid-
ered to be risk factors in a child’s further development, especially in the 
face of substantial stressors.

Rather, in children with an attachment disorder, one may observe 
very deviant patterns that are exhibited vis-à-vis a variety of attachment 
figures. These behaviors are not only situational; they may be observed 
as a stable pattern over long periods of time and in different contexts. It 
has been suggested that, before a diagnosis of attachment disorders can 
be made, these deviant behavior patterns must have been observed by 
different caregivers for a period of at least 6 months (Sameroff & Emde, 
1989; Zeanah & Emde, 1994).

The diagnostic classification of attachment disorders presented 
below integrates both interactional criteria and those pertinent to attach-
ment (cf. also Lieberman & Pawl, 1988, 1993; Lieberman, Weston, & 
Pawl, 1991; Zeanah & Emde, 1994). It can be applied through infancy, 
childhood, and adolescence (Brisch, Buchheim, & Kächele, 1999).

No Signs of Attachment Behavior

Children in this category are remarkable in that they demonstrate abso-
lutely no attachment behavior toward anyone. It is particularly notable 
that, even in obviously dangerous situations that normally trigger attach-
ment behavior such as proximity seeking, these children do not turn 
toward a preferred figure. In situations of separation, they do not react 
with protest, or they protest during separation from anyone, without 
differentiation. When they do exhibit prosocial behavior, which occurs 
rather seldom, they do not prefer one figure over another, something 
that children with secure attachment behavior do. Developmentally, this 
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classification should only be considered after the eighth month, because 
it is only after the development of stranger anxiety, which occurs at 
approximately 8 months of age, that one expects to find pronounced 
differentiation and preference for a principal attachment figure. This 
behavioral pattern is sometimes seen in children who have experienced 
numerous relational breaks and shifts during infancy or were brought up 
in institutions or multiple foster homes.

The behavior of children with this disorder is reminiscent of autism, 
but other characteristics of autism such as avoidance of physical contact, 
repetitive stereotypic behavior, and retardation of language development 
are not found here. This pattern of attachment disorder also reminds one 
of the classification of insecure–avoidant attachment described by Ains-
worth and her colleagues (1978) in the Strange Situation. However, it is 
characteristic of this disorder that the absolutely avoidant attachment 
behavior of any person is expressed in an extreme form, and additionally 
may include such peculiar and contradictory behaviors as undifferenti-
ated protest on separation.

Children with an insecure–avoidant attachment pattern differ from 
the unattached category in that they do form an attachment to a primary 
attachment figure. They are oriented toward their attachment figures 
even though they do not readily express missing them after a separation. 
The change in physiological stress, measured after separation, is one 
indication of this attachment. Children with the attachment disorder 
described above, however, never establish a stable, reliable attachment, 
not even an insecure one. There is no attachment figure whom they con-
sider of particular importance as a safe haven, or whom they seek out for 
protection when frightened or in danger.

undifferentiated Attachment Behavior

Children in this category behave in a friendly manner toward everyone 
and do not differentiate between strangers and people they have known 
for a long time, a behavior also called social promiscuity. These children 
lack the usual shy and cautious reserve vis-à-vis strangers that is charac-
teristic of small children whose attachment is not disturbed. These chil-
dren do want to be consoled in stressful situations, but they will turn to 
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any person, even a complete stranger, who happens to be in the vicinity. 
Yet they are rarely able to be consoled or calmed sufficiently to return, 
for example, to playing.

A variation of this disorder has been called the counterphobic. 
These children tend to endanger and injure themselves, and are fre-
quently involved in accidents that on examination they appear to have 
courted by their own flagrant risk-taking behavior (cf. Lieberman & 
Pawl, 1988). This behavior cannot be explained away as simple curios-
ity or desire to explore. These children completely forget about, or desist 
from, reassuring themselves in dangerous situations by glancing back at 
their attachment figure, the way securely attached children are known 
to do in anxiety-provoking situations. They lack the “social referencing” 
behavior (Emde & Sorce, 1983) generally observed between infants and 
their mothers during the first year. An exploring infant who encounters 
a new situation that is unknown to him or that is fear-inducing will 
normally glance back at his attachment figure to reassure himself, by 
eye contact, about whether he should investigate this fear-inducing situ-
ation or whether exploratory behavior would be dangerous to him in 
some way. He reads his mother’s nonverbal messages—her facial expres-
sions or how she looks—and ascertains her “yes” or “no” to his fur-
ther exploration. Children with this disorder also demonstrate a certain 
drivenness in their behavior. They apparently fail to learn from their 
painful accidents, and continue their high-risk behavior. These children 
are frequently brought by their parents to pediatric and surgical out-
patient clinics for treatment. They persistently present with new inju-
ries and often require emergency care. Both of these variants of attach-
ment disorder (social promiscuity and high accident proneness) may be 
found in children in institutional or foster care whose attachment fig-
ures have changed frequently. They are also found in neglected children. 
It is important to consider the possibility of an attachment disorder in 
such children and then make an appropriate psychiatric diagnosis before 
beginning treatment.

Children with attention-deficit/hyperactivity disorder, whose explor-
atory behavior often appears to be driven and impulsive, differ from chil-
dren with attachment disorders in that they do not generally have more 
frequent accidents than usual; their risk-taking behavior is not increased.
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Exaggerated Attachment Behavior2

This form of attachment disorder is characterized by excessive cling-
ing: these children can be calmed and steadied only in close proxim-
ity to an attachment figure. In unfamiliar surroundings, in new situa-
tions, or when faced with a stranger, they react far more anxiously to a 
given trigger than one would expect, and they seek physical closeness 
to the attachment figure. For example, at school age they still want to 
be picked up and held, and stop exploring their surroundings or playing 
with interesting toys. Even when an attachment figure is holding them, 
they often appear anxiously tense and suspicious. They react to separa-
tion with excessive emotional distress; they cry, rage, and panic, and 
they are inconsolable. They resist even short separations violently, cling-
ing to the attachment figure and protesting so loudly that separation 
may be prevented altogether. The attachment figure herself may avoid 
separations because she knows from experience exactly how violent the 
child’s emotional reaction is apt to be.

This disorder may be observed in children whose mothers suf-
fer from an extreme fear of loss. They need their children to serve 
as a secure emotional base for them so they can stabilize themselves 
intrapsychically. These mothers, and very rarely fathers, are panicked 
by independent behavior in their children, and sometimes even by 
momentary separations. Whereas ambivalently attached children also 
cling, they do not show the extremely exaggerated behavior character-
istic of this disorder.

Such excessive clinging is reminiscent of the behavior of children 
with an insecure–ambivalent attachment pattern. However, the disorder 
described above is characterized by extremes of behavior that do not 
occur in this excessive form in ambivalently attached children.

When these children are of preschool age or school age, they are 
calm and contented only in almost complete physical proximity to their 
caregiver or attachment figure. They are hesitant to explore their sur-
roundings, often attend neither preschool nor school, and have few if 
any relationships outside the family. Even though school attendance is 
mandatory in Germany, parents frequently submit medical documenta-
tion that exempts their children school. The parents then home-school 
their children, hire private tutors, or in some cases don’t educate them at 
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all. In this type of attachment disorder, the child’s fear of separation and 
loss of his attachment figure is generalized and mimics panic attacks, 
with a constant need for closeness and body contact (“clinging”), even 
in older children. This fear is therefore considerably more comprehen-
sive and the need for closeness more pronounced than, for example, 
in children with a diagnosis of “Separation Anxiety Disorder of Child-
hood” (ICD-10 F93.0). Whereas children with this attachment disorder 
seek out direct contact with their attachment figure by excessive cling-
ing even in their own home—which they often fail to find even there—
children with the diagnosis of separation anxiety are generally able to 
navigate familiar surroundings freely and usually exhibit anxiety only in 
the face of imagined or impending separations.

Inhibited Attachment Behavior

In contrast to the exaggerated attachment behavior described above, 
children with inhibited attachment behavior react to separation with lit-
tle or no resistance. In interactions with attachment figures they appear 
inhibited and demonstrate excessive compliance (see also Crittenden, 
1988). They usually respond to demands or orders from attachment 
figures immediately and without protest. Positive emotional exchanges 
with attachment figures appear limited. It is remarkable, however, that 
in the absence of a familiar attachment figure they are able to express 
their feelings freely and openly to strangers.

These children have learned, often as a result of extensive physical 
abuse or the use or threat of physical violence, to express their desire 
for attachment cautiously and reticently. Although they expect to find 
protection and safety, they fear that these may be delivered with threats 
of violence.

Aggressive Attachment Behavior

Children exhibiting this attachment disorder organize their attachment 
relationships around physical and/or verbal aggression. This is their 
unmistakable way of expressing a desire for closeness to their attach-
ment figure (see also Greenberg & Speltz, 1988).

Aggressive behavior in the service of relationship and contact is 
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usually the prominent symptom and the reason why these children are 
often brought to psychiatric outpatient clinics in pediatric hospitals. 
Overt aggressive behavior among family members is common. This does 
not necessarily express itself in physical violence, but may show itself 
in other verbal and nonverbal ways. Family therapy sessions are often 
marked by a high level of aggressive tension that may not be recognized 
by family members or else be denied to outsiders.

In school and preschool these children are conspicuous as “trouble-
makers” and are often diagnosed as oppositional. These children and 
adolescents make initial contact in conspicuously aggressive interac-
tions. They often calm down quickly when an attachment does start to 
develop, but this seldom occurs, as they are generally rejected by others 
because of their aggressive behavior. Their desire for attachment thus 
remains misunderstood. They must be distinguished from children with 
antisocial behavior problems in whom the symptoms of maladjustment 
are more generalized and not limited to aggressive interaction.

Bowlby (1973) pointed out that the rejection of a child’s primary 
need for attachment that it is normally expressed in proximity seeking 
leads to aggression. The fear that an attachment relationship will not 
be formed, or that a developing relationship will be lost, leads via the 
experience of unassuaged attachment needs to a massive activation of 
attachment behavior and even to a battle for attachment. Because past 
experiences have led the child to expect rejection from the attachment 
figure, a desire for attachment may be primarily expressed by aggressive 
means.

Attachment Behavior with Role Reversal

This type of attachment disorder is characterized by role reversal between 
the attachment figure and the child (parentification). The child is overly 
solicitous of the attachment figure and takes responsibility for the figure, 
substantially limiting his own exploration of his surroundings, or will-
ingly foregoing it as soon as the attachment figure signals a need for help 
and support. A reversal of parent–child attachment roles has taken place. 
The child makes every effort to remain close to the attachment figure 
whether in familiar or unfamiliar surroundings. The child’s demeanor is 
friendly, and he is overly solicitous and even controlling in his “shadow-
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ing” of the attachment figure. It is notable how unusually sensitive the 
child is to the other’s well-being.

These children fear loss of the attachment figure as a result of, for 
example, suicide threats, actual attempted suicide, or imminent divorce. 
If they have in fact lost a parent to suicide, overly solicitous behavior 
with role reversal may be directed toward the remaining parent.

The behavior of these role-reversing children is superficially similar 
to that exhibited by securely attached children, whose sensitive behavior 
in a goal-corrected partnership allows them to perceive the needs of the 
attachment figure and respond to them in their behavior. However, if the 
child is securely attached, the interaction between mother and child is 
more intense and reciprocal, and this leads to the sort of positive devel-
opment in the child that promotes exploration. In contrast, in the case 
of role-reversed attachment disorders, parents do not reciprocate and 
answer the child’s need for help or proximity. The difference is that the 
secure child who cares for the parent does not do so when in need of care 
him- or herself, and also does not do so compulsively.

Attachment Disorder with Addictive Behavior

Addiction-like behaviors, including outright disorders, may develop if 
early deprivation or insensitive caregiving were stressful to the infant. In 
these cases, the child’s signals for closeness, protection, or security are 
met not with physical contact, but with less finely attuned behavior such 
as feeding. The child quickly learns that her stress was reduced—but 
her actual need went unmet. As a result, she may react demandingly and 
whine, but again may be given nothing more than food. This will quickly 
cause her to gain weight and possibly develop an eating disorder. This 
sort of addictive behavior may over the years be directed toward other 
objects that briefly reduce stress such as ceaseless and aimless activity, 
addiction to video or computer games, work addiction, or obsessive 
learning and working and obsessive relationships. However, it may also 
manifest in food, alcohol, or drug dependence. The particular addic-
tive stand-in for a sensitive attachment relationship to regulate stress is 
essentially interchangeable. It may include the habitual pursuit of ever-
changing short-term relationships, including sexual ones, without any 
real emotional engagement with another person. An addictive substance 
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has the advantage of being available or easily acquired and controlled at 
any time. If it is unavailable, emotional and even physical withdrawal 
symptoms may occur, depending on the drug in question.

The person seeking attachment will then have developed a patho-
logical attachment to his addictive substance as a surrogate for a real 
attachment figure. This form of attachment disorder is very difficult to 
treat because the addictive substance is usually more available and more 
immediately stress-reducing than a real attachment figure to whom an 
attachment must first be developed. But this is precisely the problem, 
because people with an attachment disorder generally fear real engage-
ment with others, which is why treatment is so difficult. When they do 
consent to treatment, they do so anxiously and too often terminate the 
relationship quickly.

Psychosomatic Symptoms3

Attachment disturbances can also express themselves in psychosomatic 
symptoms. When the attachment figure displays a pronounced avoidant 
or distancing attitude toward the child, physical growth may slow down 
or even come to a halt, in spite of adequate physical care. The classic 
examples of this are nonorganic failure to thrive and hospitalism. Diag-
nostically, it is of great importance that emotional deprivation is not a 
phenomenon limited to the lower socioeconomic classes. It can occur 
at all social levels. Therapeutic work with the parents aims at a change 
in their emotional attitude toward the child. If this process is deemed to 
be moving too slowly, the child should be removed to another milieu, 
where the emotional care of the child is qualitatively better. The incipient 
development of attachment that results from such action affects physical 
growth, which will show gains after a period of standstill.

A principal attachment figure may react with excessive anxiety, 
paranoia, or even psychiatric illness, such as might result from postpar-
tum depression or psychosis, at times of psychic overload. When this is 
accompanied by inconsistent care, with partial withdrawal and emotional 
unavailability during interactions (even though this does not necessarily 
entail physical neglect), an attachment disorder may result that far exceeds 
the anxious, clingy, and angry behavior seen in children with insecure–
ambivalent attachment patterns. The child’s anger is very great because the 
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mother’s behavior cannot be predicted. The mother’s feelings for her child 
are overwhelmingly ambivalent. This affective tension in the relationship 
can lead to the formation of psychogenic symptoms, especially in infancy, 
including eating, crying, and sleep disorders (Brisch, 1998a; Minde, 1995; 
Naslund et al., 1984; Sroufe, 1979; Sroufe & Rutter, 1984).

When these mothers seek clinical help, they initially turn to the 
pediatrician. Differential diagnosis must exclude all physical causes, 
such as hormonal disturbances that could lead to growth retardation, 
or any organic causes of unusual crying, sleeping, and eating problems. 
However, if the pediatrician looks only for somatic causes and does not 
simultaneously pursue the possibility of an emotional cause (such as an 
attachment disorder), the necessary psychotherapeutic measures will not 
be undertaken. The symptoms can easily become chronic, which leads 
to increasing tension in the parent–child interaction—as in the case of 
a chronically irritable infant—so that symptoms become ingrained and 
possibly strengthened in a vicious cycle.

Occasionally mothers are seen during a postpregnancy checkup by 
a gynecologist who recognizes the mother’s psychological illness. In this 
case, the physician should discuss with her potential difficulties with the 
infant (Holmes, 2004; Buchheim, 2008).

In Germany the insights of attachment theory have to date been 
barely absorbed into the diagnostic thinking about adult patients, a situ-
ation that may be different in other countries (see also Dozier, Stovall, 
Albus, & Bates, 2001; Fonagy, 1998c; Fonagy et al., 1996a; Goldberg, 
Muir, & Kerr, 1995; Holmes, 1993, 1997; Sable, 2000; Sperling & Ber-
man, 1994). It is unclear whether or not the categories of pathologi-
cal attachment in children are valid for adults as well, although this 
can probably be assumed to be the case for some borderline patients. 
Their special psychopathology in behavior, self-reflective functioning, 
and defense processes remind the clinician of the behavioral pattern of 
disorganization (Fonagy et al., 1995a, 1996b). It is also important to 
take into consideration that adult patients with attachment strategies or 
states of mind that are deemed insecure, but nonpathological in them-
selves (i.e., dismissing or preoccupied) may nevertheless not be able 
to find adequate solutions for severe problems encountered in certain 
life situations. Their attachment strategies are less flexible than those of 
secure ones, and hence they constitute a risk factor. It is also important 
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to remember that even secure attachment strategies can break down if 
they do not lead to psychic balance or adaptation (Köhler, 1998).

Patients with disorganized attachment patterns (strategies or states 
of mind) certainly contribute in significant numbers to the clinical pop-
ulation, including especially dissociative illnesses, multiple personality 
disorders, and borderline disturbances. However, to date there are only a 
few reports on such illnesses and treatments and only a few initial stud-
ies (Liotti, 1992; Fonagy et al., 1995b, 1996a; Main & Morgan, 1996; 
Bromberg, 2003; Carrion & Steiner, 2003; Lyons-Ruth, 2008a, 2008b; 
van der Hart, Nijenhuis, & Steele, 2006).

DIAGNOSTIC PROCEDuRE AND METHODS  
IN ATTACHMENT DIAGNOSIS

A number of different diagnostic procedures are available for measuring 
attachment behavior and attachment representations (Brisch, 2009b).

Evaluating Sensitivity in the Parent–Child Interaction

Disorders in the parent–child interaction are best diagnosed using video 
recordings and microanalysis. Situations such as diapering, playing, and 
feeding are excellent opportunities to record mother–child or father–
child interactions, which can then be analyzed. The assessment of paren-
tal sensitivity according to Ainsworth’s scale (1974) is qualitative, and 
it can be supplemented with microanalytic methods as required. These 
methods enable us to analyze both the parent’s and the infant’s facial 
expressions, gestures, touch, and eye-contact, and to study their attune-
ment to each other in the interaction (Esser, Scheven, Petrova, Laucht, 
& Schmidt, 1989). Sensitivity and interactional disorders are often pre-
cursors of attachment disorders (Lyons-Ruth, Melnick, & Bronfman, 
2002) and may be observed in early parent–child interactions.

Evaluating the Attachment Quality of Infants

The quality of attachment is analyzed using Ainsworth’s Strange Situa-
tion (Ainsworth & Wittig, 1969), which can be performed after about 
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the 12th month of life and is valid up to about the 19th month of life. 
It consists of a total of eight episodes, each of which may be 3 min-
utes long. First, the mother and child are in an unfamiliar playroom. 
Then a stranger enters the room and, when she hears a knocking, the 
mother leaves the room. A total of two separations are performed, and 
the behavior of the child is assessed in terms of his reaction when the 
mother returns. This assessment forms the basis for a qualitative and 
quantitative rating of attachment behavior (a more detailed description 
of the Strange Situation can be found in Section I under “The Concept of 
Attachment Quality in Children”).

The Diagnosis of Attachment Disorders

The diagnostic procedure always comprises a detailed history of the type, 
duration, onset, degree, variations, and contexts in which the behavior 
occurs, and includes behavioral observation with various attachment 
figures in explorative (play situations) and attachment-specific contexts 
(such as a separation), and—if possible—diagnosis of childhood trauma. 
A pediatrician then performs a physical examination to rule out physical 
conditions that may have caused the behavior. These include, among 
other things, neurological handicaps or metabolic disorders, which can 
lead to developmental delays and the behavioral problems observed in 
children with attachment disorders.

An attachment disorder may be suspected in children as young as 
12 months, in which case observation and testing are necessary into 
the second year of life. Disordered behavior may manifest as early as 12 
months in fear-inducing everyday situations (Brisch, 2002c). To date, 
there is no specific instrument to measure attachment disorders. The 
diagnosis “Attachment Disorder” is primarily a clinical diagnosis. The 
Strange Situation can help validate clinical findings.

The Diagnosis of Attachment Behavior in Preschool Age

Based on the Strange Situation, Marvin and Brittner (1995) developed 
a modified Strange Situation for use with preschool children. Here, too, 
the attachment behavior of the child is observed and evaluated once 
the mother or father returns after two episodes of separation. The qual-
ity of the attachment can be classified as secure, insecure–avoidant, and 
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insecure–ambivalent, and in terms of various pathological attachment 
patterns, including disorganized and obsessive–controlling attachment 
patterns, which may be found in preschoolers and school-age children 
(Cooper, Hoffman, Powell, & Marvin, 2005). Both of these patterns are 
viewed as transitional forms between the normal and the psychopatho-
logical. Disordered attachment behavior may also be observed in these 
separation episodes and assigned to the above-mentioned classifications 
and types of disordered attachment behavior.

The Diagnosis of Attachment Representations  
from Preschool to the End of Elementary School

A variety of different doll play assessments are available as diagnostic 
instruments that provide the children’s stories with cues that are rel-
evant to attachment (Bretherton, Prentiss, & Ridgeway, 1990b). The 
children are given simple incomplete stories that contain attachment-
related situations, and they must indicate how the stories progress and 
end. The attachment behavior of the child can be validly assessed based 
on transcriptions or video recordings. The German version of the story 
completion procedure was created and validated by Gloger-Tippelt and 
colleagues (Gloger-Tippelt et al., 2002).

Attachment Classification of the Reference Persons

If an attachment disorder in the child is the result of trauma caused by 
attachment figures, they, too, should be tested for the quality of their 
attachment.

Adults are assessed using the AAI (Main et al., 2003, 2008; Steele 
& Steele, 2008b; Bakermans-Kranenburg, & van IJzendoorn, 2009) or 
the AAP (George et al., 1999; George & West, 2011). This procedure 
has been used in studies in Germany (Buchheim et al., 2003). Both 
methods test the attachment representation of adults, and attachment 
is categorized as secure, insecure–ambivalent, insecure–avoidant, and 
unresolved trauma. The “unresolved trauma” category is particularly 
significant for the development of the child because of the resultant 
transgenerational congruities with disorganized attachment behavior in 
the child.
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use of Questionnaires in the  
Diagnosis of Attachment Quality

Brisch (2002a) developed a questionnaire that targets attachment prob-
lems in childhood. A pilot study done using this questionnaire found 
links between trauma experienced by children and high scores for behav-
ioral disorders (Kügel, Kroesen, Thaler, Wörle, & Brisch, 2003; Kroesen, 
Kügel, Thaler, Wörle, & Brisch, 2003).

Numerous questionnaires are available to test the attachment qual-
ity of adults. Several of them combine interviews with questionnaires 
(Buchheim et al., 1998; Brisch, 2002d; Pilkonis, 1988; De Haas, Baker-
mans-Kranenburg, & van IJzendoorn, 1994; Höger, 2002).

The Development of Screening Questionnaires

The extent to which questionnaires in which parents give information 
about the attachment behavior of their child can be used as screening 
instruments for the early detection of attachment disorders—for exam-
ple at the time of the medical examination at 24 months—continues to 
be a subject of discussion (Kügel et al., 2003). It is very probable that 
tests at the behavioral level, interviews, and projective instruments cap-
ture different constructs of attachment than do questionnaires. None-
theless, questionnaires may be quite helpful in screening children.

Differential Diagnosis

An attachment disorder should not be diagnosed before the eighth month 
because fear of strangers is very common up to this age; this fear is a 
transitional phase of development. Psychopathological problems should 
be observed for at least 6 months in various relationship situations.

Problems on the autistic spectrum can easily be mistaken for a pat-
tern of attachment disorder in which attachment behavior is inhibited. 
For example, children with early onset autism often avoid eye contact, 
and not only when reunited with their attachment figure. In contrast to 
children with an inhibited attachment disorder, children with symptoms 
of early childhood autism rarely protest separation when their attach-
ment figure leaves the room.

In general, mild forms of disorder from the autism spectrum may 
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be easily mistaken for avoidant attachment. The differential diagnosis 
should be made based on a history of the child’s development of the 
behavioral disorder and its manifestation—either in individual situations 
or in general. This history may be combined with a clinical interview 
with the parents and with questionnaires. In some cases, the type of dis-
order may be difficult to distinguish, requiring a clinically experienced 
examiner. Oppenheim, Koren-Karle, & Yirmiya (2009) demonstrated in 
their study that preschool children diagnosed with autistic spectrum dis-
orders displayed the same attachment behaviors in the Strange Situation 
as we see in healthy children.
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Section iii

Attachment-Based  
Psychotherapy

Definition anD Delimitation

This section of the book was titled “Attachment Therapy” in the first edi-
tion. Here, it has been changed to “Attachment-Based Psychotherapy,” 
a difference that will be explained in detail below. It is based on John 
Bowlby’s attachment theory and uses the results of basic research to treat 
and develop preventive attachment-based interventions for parents and 
children, adolescents, and adults.

Attachment-based psychotherapy differs completely from a form 
of intervention that, unfortunately, increasingly calls itself “attachment 
 therapy.” This term was not yet widespread at the time of the first edition of 
this book and was chosen because it awakened no erroneous associations. 
However, the new edition makes it clear that these are completely differ-
ent concepts, even though attachment-based psychotherapy and attach-
ment therapy are frequently confused on the Internet and elsewhere.

Although so-called attachment therapy claims to be based on attach-
ment theory, the descriptions and practical applications of this thera-
peutic approach stand in diametrical opposition to attachment theory. 
In earlier days, such “attachment therapy” was often called “holding 
therapy.” In this approach, children of all ages—particularly traumatized 
foster children and adopted children (and sometimes even adults)—who 
for various reasons resisted physical contact and emotional attachment 
to adults would be forcibly held against their will and in spite of massive 
resistance until, exhausted from screaming, raging, fighting, and even 
injury, they gave in to physical contact.
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This procedure fundamentally violates the concepts of attachment 
theory, especially the concepts of sensitivity and close attention to a 
child’s signals, which are necessary to build a fear-free secure attachment 
with his caregivers. The child is forced (at least externally) to give up his 
resistance to physical contact because he must yield to the physical and 
social superiority of adults if he is to survive. Internally, however, he will 
remain fearful and resistant, which means that this method can actually 
induce and encourage attachment disorders.

This therapeutic approach is irreconcilable with attachment theory. 
Several deaths of children have been reported in the United States as a 
result of violent interventions aimed at encouraging attachment. In 2006, 
the American Professional Society on the Abuse of Children (APSAC), 
a working group within the American Psychological Association (APA), 
grappled with this approach and its advertising strategies and criticized 
it as unethical and unscientific. APSAC rejected it as irreconcilable with 
attachment theory, calling it a form of child abuse (Chaffin et al., 2006). 
I agree completely with this judgment, and I believe it is necessary at 
this point to begin an in-depth discussion about “attachment therapy,” 
which has recently made inroads in the German-speaking countries as 
well.

THERAPEuTIC THEORY

Bowlby’s theoretical ideas were an outgrowth of his practical experiences 
and observations. In the foreword to A Secure Base: Clinical Implica-
tions of Attachment Theory (Bowlby, 1988), he expressed regret that 
the theory he had developed for clinicians involved in the diagnosis 
and treatment of disturbed patients and families had been so little used 
in practice. In his opinion, use of the theory in practice was needed 
to extend our insight into the development of personality and psycho-
pathology (Strauss, 2008). Until then, his theory had mostly served to 
advance research in developmental psychology. Bowlby explained this 
disappointing reception of his theory by clinicians and their failure to 
apply it in practice by pointing out that the empirical, observationally 
based research on which he drew to formulate his theory struck some 
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as too “behavioristic.” Furthermore, he said, clinicians are busy people 
hesitant for that reason to commit time to try working with a new theory 
without first having concrete evidence that its translation into practice 
can further clinical understanding and therapeutic technique.

Psychoanalytic theory developed in the context of a treatment con-
ceived as “one-person therapy” that is primarily centered on the patient. 
Even though Freud himself was relationally oriented and certainly 
worked interactionally, his vision of the psychoanalyst as a patient’s 
“mirror” led his students and later psychoanalysts to emphasize a rather 
one-sided treatment relationship focused on the contributions of the 
patient rather than those of the analyst. Interactional reciprocity between 
patient and analyst was denied, at least theoretically. It took extensive 
discussion within the field of psychoanalysis before the ideas of object 
relations theoreticians, who called attention to the dyadic, interactive, 
and reciprocal processes between patient and therapist, gained greater 
prominence in treatment and in the training of candidates. To date, the 
disagreements within psychoanalysis regarding treatment focus have not 
been settled. Nevertheless, those who advocate an interactive approach 
have received much support from infant research. An infant is primed 
from the outset for interaction with a primary attachment figure, and 
nature has supplied the infant with an abundance of early capacities for 
perception and action. This is why we can say today that the relation-
ship between mother and infant is reciprocal from the very beginning 
(Dornes, 1993, 1997). We must ascribe to infants an active capacity to 
contribute to the relationship. Bowlby was certainly one of the advo-
cates of object relations theory who assumed an interactive relationship 
between mother and infant. For this reason, it seemed obvious to him 
that the therapeutic process and the therapeutic relationship should also 
be interactive and mutually established by the patient and the therapist. 
The idea that a psychoanalyst would limit himself to the role of mirror 
and abstain from active engagement in the relationship had no place in 
his conception (Köhler, 1995, 1998).

Comprehensive research on psychotherapeutic technique (Orlin-
sky, Grawe, & Parks, 1994) concluded that, of the wide array of vari-
ables that can influence the results of therapy, the therapeutic bond1 
between patient and therapist is of decisive predictive value. Research 
in psychotherapy shows a consistent connection between the quality of 
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the therapeutic bond and the success of therapy. The “unspoken affec-
tive harmony” between patient and therapist and the “affective climate” 
are very important triggering factors in the creation and maintenance of 
therapeutic bonding. A good therapeutic bond affects the patient’s readi-
ness to open up and to break down defensive processes and resistance. 
The bond is deemed to have a primarily supportive quality. Establishing 
this bond is seen as a fundamental condition for the effective use of ther-
apeutic techniques and the analysis of relational experiences. Especially 
when working with patients who have personality disorders and corre-
spondingly severe psychopathology, the ability to establish and maintain 
a good therapeutic bond over the long term is a basic precondition for 
effective longer term therapy. An open, consistent, and respectful atti-
tude on the part of the therapist is particularly important for the creation 
of a therapeutic bond. These factors are very reminiscent of the basic 
therapeutic capacities and attitudes called for by client-centered therapy 
(Finke, 1994; Rogers, 1973).

These consistent findings of research on psychotherapy (Rudolf, 
Grande, & Porsch, 1988) show similarities to attachment theory, in 
which the creation of a bond between patient and therapist is funda-
mental (Bowlby, 1988).

The attachment that grows between mother and child during early 
development, as well as the need for exploration and the behavior linked 
to it, can be transferred to the therapeutic situation. It is important to be 
clear, however, that what takes place in the therapeutic situation is never 
an exact reenactment of what was experienced in the original situation. 
Rather, we are dealing with early experiences that are already altered by 
the experience of later events.

I assume that the patient’s self- and object representations mature 
within the therapeutic relationship as a result of changes in affect, cog-
nition, and behavior. According to Bowlby, the child’s inner working 
model of self and attachment figure and the adult’s attachment repre-
sentation or attachment strategy may change as a result of new attach-
ment relationships (Bowlby, 1969, 1973, 1980). A working model, as 
conceptualized by Bowlby, is based on the actual experiences of the self 
in interaction with attachment figures. Research has shown that chil-
dren can develop different working models for mother and father (see 
also Buchheim et al., 1998; Köhler, 1998). Furthermore, under some cir-
cumstances, a child may develop two contradictory working models of 
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the same relationship. In this case, Bowlby (1980) proposes, one work-
ing model is accessible to consciousness, while the other is defensively 
excluded from awareness. The latter situation arises, for example, when 
parents ridicule a child’s attachment behavior, but tell the child that their 
rejecting behavior is motivated by love.

In my clinical experience, an emphasis on attachment-related issues 
facilitates work with emotional disorders. Such a thematic focus could 
include issues related to attachment, separation, loss, and exploration. 
The concept of attachment can be viewed as a basic factor that affects 
all therapeutic methods and thus represents a basic precondition for 
psychotherapeutic work. Proceeding from the notion of the therapist 
as “secure base” (Bowlby, 1988), other seemingly unrelated aspects of 
emotional problems, such as disorders of drive dynamics or behavior, 
can be worked through either successively or in parallel.

Without a secure base—in other words, without a secure therapeu-
tic attachment—it is difficult to work through affectively laden conflicts 
involving drive dynamics. Therapeutic work on drive conflicts can trig-
ger considerable anxiety in the patient, who seeks a secure attachment 
figure in the therapist so that he can use that attachment to tolerate his 
anxiety. When the therapist as secure base is prepared to absorb this anx-
iety, conflicts may be processed. Without a secure base, the patient may 
be unable to endure the anxiety and fall back on resistance and defense. 
However, he will unconsciously continue to desire the establishment of 
a secure base with the therapist so that he can find the relational support 
that allows him to cope with his anxiety.

TREATMENT TECHNIQuE

Bowlby dealt with the therapeutic application of attachment theory in 
various articles now collected in A Secure Base: Clinical Implications of 
Attachment Theory (Bowlby, 1988).

General Considerations for Adult Psychotherapy

A patient seeking a therapist is generally anxious and fearful, and the 
therapist must expect, for this reason, that the patient’s attachment sys-
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tem is activated to some extent. The patient will try to find someone to 
take the role of attachment figure by any means at his disposal, including 
means that have been distorted by his disorder. He focuses this search 
upon the therapist.

My experience with adult psychotherapy leads me to believe that 
the therapist must take the following points into consideration:

In his caregiving behavior, the therapist must allow the help-•	
seeking patient to speak to him via his activated attachment sys-
tem, and make himself emotionally available to the patient. This 
includes budgeting sufficient time and space.
The therapist must function as a reliable secure base from which •	
the patient can safely work through his problems.2

Taking the various attachment patterns into consideration, the •	
therapist must be flexible in the way he handles closeness and 
distance with the patient, both in their interactions and in the 
establishment of the therapeutic setting.
The therapist should encourage the patient to think about what •	
attachment strategies he is presently using in his interactions 
with his important attachment figures.
The therapist must urge the patient to examine the therapeutic •	
relationship in detail. The therapist himself must do so, as well, 
because this is where all the perceptions of relationship condi-
tioned by one’s representations of one’s parents and oneself are 
reflected.
The patient should be cautiously encouraged to compare his cur-•	
rent perceptions and feelings with those experienced in child-
hood.
It should be made clear to the patient that his painful experi-•	
ences with attachment and relationship, and the distorted repre-
sentations of self and object that arose from these experiences, are 
probably inappropriate for dealing with current important rela-
tionships: in other words, that they are outdated.3

In his careful dissolution of the therapeutic bond, the therapist •	
serves as a model for dealing with separation. Separation is left 
to the patient’s initiative, as a forced separation initiated by the 
therapist could be experienced as rejection. The patient should be 
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encouraged to verbalize his separation anxieties and his questions 
about being on his own without the therapist—perhaps even to 
do some experimenting. Physical separation is not the same as 
loss of the “secure base.” Should the patient need help at a later 
date, he would still be able to rely on the therapist.
A therapist who offers more closeness than the patient can han-•	
dle (and which is therefore experienced as a threat) may trig-
ger a premature desire for separation and/or more distance in the 
therapeutic relationship in patients with an avoidant pattern of 
attachment.

These aspects of therapeutic technique, grounded in interactional 
understanding, are based on the belief that early childhood interactions 
between attachment figures and child carry over to therapy. This ascribes 
to attachment processes a fundamental role in the creation of a therapeu-
tic relationship, and is thus the central variable in the therapeutic pro-
cess. Because patients with disordered social relationships generally do 
not bring a secure–autonomous strategy vis-à-vis attachment into their 
relationship with the therapist, it is the therapist’s central task to become 
a secure base for the patient. This demands great sensitivity and empa-
thy as the therapist adjusts to or feels his way into the patient’s distorted 
attachment needs and the often bizarre interactional behaviors that arise 
from them. In this respect, child, adolescent, and adult therapies do not 
differ. The qualities Ainsworth called for—sensitivity in perceiving the 
patient’s signals and the capacity to interpret them correctly and react 
to them appropriately and promptly—are just as necessary in the thera-
peutic situation and are just as helpful there as they are in the creation of 
attachment between mother and child.

Even when the patient’s chief complaint, such as a sleep distur-
bance, appears not to be linked to relationship issues, constellations 
of relationships will quickly become associated with the symptom, and 
the therapist will recognize these as significant triggers or sustaining 
factors.

The discussion with patients of both current and childhood forms of 
important attachment relationships, which Bowlby recommended, will 
probably not just happen spontaneously in therapy. Although the patient 
comes to therapy with the more or less conscious intention of discuss-
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ing problems and difficulties in interactional relationships, unconscious 
processes interfere with this desire because of anxiety-provoking themes 
and conflicts. This is precisely why the therapist’s way of structuring the 
therapeutic relationship is so crucial.

Bowlby proceeded from the assumption that early childhood rep-
resentations of self and parents with their corresponding attachment 
and exploratory strategies are reactivated in the transference. Through 
a consideration of relationship experiences—particularly attachment 
relationship experiences—in therapy, the patient’s earlier self and object 
representations can be analyzed and understood. In this sense, Bowlby 
is wholly a psychoanalyst and adherent of object relations theory. Even 
insensitive behaviors on the part of the therapist may at times have a 
healing effect if the patient responds to them and if the therapist takes 
them seriously as actual perceptions of the patient and does not fall prey 
to a defensive transference interpretation (cf. also Thomä & Kächele, 
1985, pp. 64–82). In the latter case, the therapist denies the patient’s per-
ceptions that his (the therapist’s) behaviors were insensitive by associat-
ing them instead with the patient’s early childhood ways of experienc-
ing. An opportunity is therefore missed to analyze the actual experience 
of attachment that resulted from the therapeutic interaction. Interpreta-
tions in which the patient’s actual perception of an experienced injury is 
repudiated by the therapist’s current behavior only serve to defend the 
therapist, whose self-esteem may be threatened by the patient’s criticism. 
There is no doubt that such occurrences represent a great injury to the 
patient and probably weaken the therapeutic bond. They may even con-
tribute to the termination of therapy because the patient’s primary need 
for attachment has been rejected. In such a situation the patient may 
actually experience a repetition of his adverse early childhood attach-
ment interactions.

Eventually treatment allows the patient to gain access to his pain-
ful attachment and relationship experiences, depending on the extent 
to which he can perceive his own affects, such as rage and grief. He 
experiences how these early childhood experiences promoted the devel-
opment of rigid representations of self and object that to this day con-
dition his relationships to other people through perceptual distortions, 
and the destructive interactions that result. In early childhood, Bowlby 
noted, such aggression develops when the child’s needs for attachment 
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or exploration are not adequately satisfied. This view is completely in 
accord with Parens’s theory of aggression. On the one hand, Parens 
defines a beneficial, healthy aggression or assertiveness that aims at 
understanding the world and acting in it, an idea very close to a concept 
of exploration. On the other hand, he also defines a destructive aggres-
sion, which he considers to be caused by early childhood experiences of 
massive frustration (Parens, 1993b).

General Considerations for Child  
and Adolescent Psychotherapy

Bowlby’s guidelines must be modified for child psychotherapy as fol-
lows:

The child therapist must function as a reliable emotional and •	
physical base in his caring behavior so that a secure attachment 
relationship can develop in spite of the child’s attachment disor-
der.
The therapist facilitates play that promotes, both through direct •	
interaction and observation of symbolic play, the depiction of 
material that relates to the child’s experienced relationships with 
his attachment figures.
The therapist interprets attachment-related interactions between •	
himself and the child either verbally or by participating in sym-
bolic play interactions.
The therapist fosters emotional expression related to attachment •	
issues that emerge in the transference and links them to past 
attachment experiences.
The therapist promotes, through new security-providing attach-•	
ment experiences, an environment in which the child can free 
himself from earlier destructive and insecure attachments and 
can develop a secure attachment in the context of therapy.
The therapist must dissolve the therapeutic bond carefully so •	
that it will serve as a model for handling separations. Separation 
should be initiated by the patient and/or his parents; this makes 
it much less likely that the child will experience it as a rejection 
on the part of the therapist. Physical separation is not the same as 
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loss of the “secure base”; should the child or parents need help at 
a later date, they can still rely on the therapist.

In child psychotherapy it seems especially obvious that the thera-
pist must establish a secure base for the child patient because the child 
is so much closer in time to the early childhood process. The younger 
the child, the more he relies on an actual attachment figure. The thera-
pist must function even more compellingly as a secure base than for an 
adult. This pertains even to his physical presence. Here, too, sensitivity 
is of fundamental importance. Children are considerably more honest 
and direct than adults, who can enter into mostly cognitive pro forma 
relationships. If children’s need for attachment is not responded to in 
therapy, however, and appropriately taken into consideration from the 
outset, therapy becomes impossible, or is terminated after only a few 
hours.

In child therapy the child’s play behavior is focused on material 
relating to attachment, separation, and exploration. Depending on the 
age of the child and the therapist’s therapeutic orientation, attachment-
related play interactions between child and therapist can be addressed 
either by direct verbal communication or interpretively in the course of 
participatory play, and the child can to some extent be confronted with 
that material. The extent of the confrontation, or of direct verbal uncov-
ering of attachment themes, depends on the age of the child and his cog-
nitive capacities. In general, children can themselves address attachment 
experiences, in regard both to transference and to actually experienced 
past attachments. If these experiences are too charged with anxiety and 
aggression, however, one must in my opinion proceed very cautiously. A 
therapeutic bond that is not yet secure can be overburdened if the child 
is flooded by the affects connected with these experiences, and if these 
are interpreted and explained too early.

The attachment system is activated when a session ends, over week-
ends, and during vacations and illnesses. In child therapy children can 
take home toys from the therapeutic space during separations, and I 
consider these helpful as transitional objects (after Winnicott, 1958) that 
can stand in symbolically for the therapist and the therapeutic relation-
ship. Some children ask to have postcards sent, as proof that the thera-
pist as attachment figure has not been lost as a result of the separation.
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Concurrent psychotherapy of parents or attachment figures plays an 
important role in the treatment of children. Because the child can only 
realize the advances he makes in therapy to the extent that the parents 
are able to understand and accept them, the therapist must inform the 
parents about the basic theory of psychotherapy, the therapeutic process, 
and any insights that arise as work progresses, as well as the specific 
treatment plan undertaken and the changes that they may expect to see 
in their child. More intensive individual or couples psychotherapy may 
also be undertaken with the parents, depending on their own psychopa-
thology. In such cases, the same aspects of attachment must be consid-
ered as in adult therapy.

Therefore, the child therapist must enter into a positive therapeutic 
attachment (i.e., become a secure base) not only for the child but also 
for the parents. If the parents are disconcerted by the therapist’s relation-
ship to the child or changes in the child’s symptoms, or if they feel that 
the therapist rejects them or they themselves reject him, treatment will 
eventually fail because the parents, out of fear, will incline toward termi-
nation of therapy. The therapist must also establish a secure emotional 
base for the parents, demonstrating great sensitivity for their attachment 
needs (which may well be very different for mother and father) so that 
they will be able to discuss their own traumas, injuries, and experiences 
of loss and separation during their concurrent therapeutic work. More-
over, the parents’ attachment and exploratory needs within their own 
relationship will generally be of considerable importance. If these needs 
are not well integrated in their partnership, the desires and needs for 
attachment of the partners may be transferred to the child, who may 
then be forced into the role of ersatz partner. Similar transference desires 
may be projected onto the therapist.

Special Considerations

In patients with attachment disorders, it is very important to acknowl-
edge actual but defensively excluded needs for attachment, and not to 
interpret the patient’s defensive behavior merely in terms of regression 
and resistance (Köhler, 1992). This means that therapists must under-
stand the entire spectrum of attachment patterns. Only in this way will 
they be able to recognize relevant disordered attachment behaviors. In 
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this connection, the therapist must pay special attention to the signifi-
cance of real experiences of separation and loss.

Changes in attachment figures during the first years of life, as well 
as inconsistent and ambivalent caregiving on the part of the attachment 
figure, must also be considered, as they will have influenced the current 
attachment patterns of the patient.

An avoidant attachment disorder places great demands on thera-
pists. They must deal with the attachment needs against which patients 
are defending and carefully interpret them, while at the same time pay-
ing heed to the need for distance conditioned by the patient’s disorder. 
Satisfaction of defensively excluded attachment needs may therefore be 
bound up with an emotional closeness that is too much for the patient. 
This represents a potential threat to the therapeutic relationship and can 
lead to termination of therapy.

In treating patients with ambivalent attachment disorders, the thera-
pist must pay attention not only to the reliability and predictability of his 
emotional presence, but also to the clarity and contextualizing structure 
of the therapeutic setting. The therapist must not activate the patient’s 
attachment system unnecessarily, by changing the therapeutic arrange-
ments (postponement or cancellation of therapy sessions, for example) 
or by starting therapy sessions late.

In general, patients expect that their need for attachment will not be 
satisfied in therapy either, and that sooner or later they will experience 
the disappointment of their desire for attachment. Offering only as much 
caregiving and emotional closeness as the patient himself can regulate 
has been shown to be effective; allowing the patient to negotiate the fre-
quency of sessions with the therapist is one way of doing this.

Special attention must also be paid to situations relating to separa-
tion. These include the beginnings and ends of sessions as well as breaks 
in treatment for weekends, vacations, or illnesses. Termination of treat-
ment, or its recommencement, are also significant. These are precisely 
the situations in which a patient’s need for receiving care is activated and 
the affects that are triggered become accessible to processing.

In addition to the focus on attachment-related experiences, a second 
focus on the exploration side of the equation is necessary. A child’s need 
to explore can be inhibited—even extremely distorted or disordered—
by interaction with his mother and other important attachment figures 
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during early childhood. One of the reasons for a disorder in exploratory 
behavior is a mother’s insecure attachment strategy or “state of mind.” 
A parent may “cling” to the child as a result of his or her own psycho-
pathology. Parental anxieties may thus completely deny the child the 
possibility to explore.

The need to explore will also sooner or later be activated in the 
psychotherapeutic interaction. Therapists who do not recognize this 
need may well interpret the patient’s exploratory behavior as resistance 
to working through issues—as acting out against, or as avoidance of, the 
transference relationship. Therapists who understand the connection 
between attachment and exploration will consider whether the patient’s 
enjoyment of exploration might not be indicating the development of a 
secure-base relationship. He can then be supportive of this enjoyment 
in his patient and not interpret his behavior as a form of resistance or 
defense.

The spectrum of conceivable forms of exploration is great not only 
in children but also in adolescents and adults. It may include attending 
growth-promoting programs, whether individual, group, or a combina-
tion. However, trips, vacations, and breaks in therapy initiated by the 
patient for his own exploratory purposes may also be seen in this light. 
Arguing that these represent resistance to analysis, many therapists and 
schools of therapy demand that patients adjust their vacations to those 
of the therapist. Any deviation is interpreted as a form of resistance 
and is treated accordingly. While this may be so in individual cases, 
this approach sometimes overlooks the healthy aspect of the exploring 
patient. An attitude that allows the patient a certain amount of choice 
in structuring the therapeutic setting—changes in session frequency, 
breaks for vacations, and the like—may offer more potential for the 
analysis of the reciprocal relationship between attachment and explora-
tion than a therapeutic setting that rigidly sets session frequency and 
rules. This way of proceeding has proved itself especially valuable in the 
treatment of adolescents, because their need for autonomous explora-
tion, sometimes at the cost of the denial of attachment needs, is central 
in their therapy.

It is still unclear to me whether what is activated in therapy is a 
dominant working model of approaching attachment relations with 
other people, or whether what is activated in therapy is a specific work-
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ing model of mother or father in childhood. Köhler (1998) assumes that 
a hierarchy of working models (from specific to general) is formed. How-
ever, I regard it as an open question whether, apart from the “dominant” 
working model, there might not also be a “recessive” one that reappears 
later in life. The possibility that a “healthier” attachment pattern might 
exist that had been pushed into the background is an important one 
for therapy, but has not been proposed by attachment theorists. If pres-
ent, such relationship strategies could then be reactivated in therapy and 
would not have to be newly constructed within therapy (L. Köhler, per-
sonal communication). Other problems may occur when patients have 
constructed two contradictory working models of the same relation-
ship,4 only one of which is accessible to consciousness, as described by 
Bowlby (1980) and elaborated by Bretherton (1995, 1998) with regard to 
children who were subjected to highly rejecting or traumatizing interac-
tions. From the point of view of attachment theory, it makes little sense 
to probe these patients’ free associations before the inconsistencies of 
their thought processes and the causes thereof are worked through (cf. 
also Köhler, 1998).

The secure base offered by therapy makes possible an affective “new 
beginning” (Balint, 1968), or a “corrective emotional experience” (Alex-
ander & French, 1946). It is a fundamental prerequisite for the process-
ing of old maladaptive attachment patterns.

It is still an open question to what extent a change toward a more 
secure attachment representation is effected through the therapeutic 
techniques. There have been very few studies examining whether or 
not an insecure or disorganized attachment strategy, assessed with the 
AAI, may be converted into a secure strategy—in other words, whether 
a secure ”state of mind” with respect to attachment can be achieved 
later, possibly as a result of new corrective attachment experiences in the 
course of psychotherapy (cf. also Main’s [1995] “earned secure”) treat-
ment reports of therapies during which changes in the AAI were found 
seem to speak in favor of this, as do the treatment cases that follow (cf. 
also Fonagy et al., 1996a; Levy et al., 2006; Wesselmann & Potter, 2009; 
Steele, Steele, & Murphy, 2009).
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Section iV

Treatment Cases 
from Clinical Practice

Because attachment and attachment disorders are ongoing processes that 
extend across the lifespan, I will organize my clinical examples develop-
mentally, beginning with symptoms experienced during pregnancy or 
even before conception, and continuing into infancy, childhood, ado-
lescence, and adulthood. My primary focus is on mental illness and the 
patient–therapist relationship from an attachment theory perspective. 
Other psychodynamic explanations for the development of these disor-
ders are possible, as are other treatment approaches called for by these 
different theoretical frameworks, and I will cite several examples of such 
alternative viewpoints.1

MANIFESTATIONS OF ATTACHMENT DISORDERS  
PRIOR TO CONCEPTION

The unfulfilled Desire for Pregnancy—Fear of Attachment 
to the Fantasized Child

Fear of a close bond with a fantasied child can be so great that pregnancy 
may fail to occur, even when the patient expresses an intense desire for 
a child.
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Initial Presentation and Symptoms

Mrs. A. telephones me for the first time and asks whether I have a psy-
chotherapy slot open. She sounds urgent, and won’t take no for an 
answer. It doesn’t seem possible to talk with her then about the deeper 
reasons for her call, how to structure the therapy, or waiting time; she 
wants and expects an explicit and immediate “Yes!” or “No!” I give in to 
her insistence and offer her a time for our initial meeting.

A young woman, rather petite, with fashionably short hair and sport-
ily dressed, appears for the first session. She immediately apologizes, but 
then launches into a list of questions that she has written down and that 
she wants me to answer.

The reason for her visit, she says, is her unfulfilled desire for a child. 
She has been suffering for 5 years over this—she really wants a child—
but to date all medical efforts, including a number of hormone treat-
ments and several in vitro fertilizations, have been unsuccessful. Now 
she is seeking psychotherapeutic help on the advice of her gynecologist, 
but she is very skeptical about it. I sense the skepticism clearly in her 
gestures and facial expressions, but at the same time I feel that she is 
making demands and putting a lot of pressure on me. A certain distance 
grows between us as a result of her behavior and the written questions; it 
is as if she wants to use my psychotherapeutic competence by peppering 
me with questions but does not want to enter into a relationship.

Patient History

Mrs. A. was 27. She reported in a very controlled manner and in great 
detail that she had greatly longed for child for the past 5 years. She had 
been married for 6 years, but she did not initially respond to my ques-
tion about whether the marriage was a happy one. According to her, the 
relationship was unproblematic, and she and her husband shared their 
day-to-day lives equitably; her husband was employed in a technical 
profession and was reliable and “correct”; she had no complaints about 
him. Over the past 5 years she had made tremendous advances in her 
own career. She had worked her way into a leading position in her pro-
fession, and by her own reports filled it very competently and with great 
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enjoyment. She was very lively during this part of the discussion, and it 
was apparent that she was dedicated “heart and soul” to her profession. 
However, she said, it wasn’t a career that she had always wanted, but a 
child. She had poured all of her energy into her professional advance-
ment out of her disappointment in the child realm; at least it gave her 
satisfaction and a feeling of success.

Mrs. A. was the youngest of three daughters. Her sisters were 4 and 
6 years older than she. She had been a latecomer and hadn’t really “fit in” 
with her mother’s professional plans. Her mother had been a successful 
professional, too, and had placed the children with a variety of fam-
ily childcare providers from an early age so that she would not be “left 
behind” in her profession. Mrs. A.’s first provider, the one she “loved 
most,” had reentered the workforce when Mrs. A. was 3 years old. Mrs. 
A. was therefore placed in an all-day preschool. She still thinks fondly 
about this first daycare provider and enjoys visiting her on her birthday 
now and then. Mrs. A. described her relationship with her mother as 
“well functioning.” The family was generally very structured and orga-
nized so that school, profession, household, and children could some-
how be balanced. Her father was a “real pal” who took her along to 
sporting events. Sports had always been very important to her, and she 
won a number of prizes as a child. This was especially pleasing to her 
father.

She described preschool and school as “no problem.” She claimed 
that it still annoyed her that, in spite of good initial grades in the gym-
nasium, “I only managed 10th grade.2 Somehow when I reached puberty 
I got out of step.” She often suffered from the feeling that she had “no 
solid group of friends.” She envied her sisters because they were “firmly 
ensconced” in a large circle, and her relationship with them was superfi-
cial: “They were much older and lived in their own world.” She met her 
present husband when she was 18, and they married early. She still par-
ticularly admires his self-assured sense of direction and reliability: “He 
knows what he wants.” Problems relating to independence from parents, 
which she had observed in a number of her colleagues during her train-
ing, were completely foreign to her. Even as a child she had dreamed that 
“One day I will travel around the whole world.” The idea that one might 
feel homesick in the process was completely foreign to her too.
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Consideration of Attachment Dynamics

It is not clear whether Mrs. A., the third daughter and “latecomer,” had 
been a wanted child. Her most intense emotional relationship seems 
clearly to have been with her first daycare provider, with whom Mrs. A. 
is still in contact. From an attachment theory perspective, her relation-
ship with her mother may be described as more or less distant to ambiva-
lent. She seems to have had more of an emotional relationship with her 
father around their shared experience of sports and related achievement, 
in which she felt that her self-worth was recognized. But as a whole she 
described her relationship with her parents and sisters as “functional,” 
that is, structured and organized around clear rules and expectations. 
It is doubtful that Mrs. A. was ever able to create a secure emotional 
base with her mother, her father, or her sisters. Her early development 
was focused around achievement. Exploration, rather than emotional 
attachment, was placed in the foreground. However, the patient suffered 
from loneliness and a lack of close friends and attachments at a time 
when puberty was increasing her need for autonomy. In the end, she was 
unable to live up to the precept “exploration instead of attachment.” The 
result was school failure and graduation with a midlevel certificate that 
was presumably below her intellectual capacities.

The patient was eventually able to stabilize herself in the context 
of her relationship with the man who became her husband; he was able 
to transmit clarity, structure, and to some extent emotional security to 
her, and he also functioned as a reliable base. With this stability she has 
been able to advance in her profession to an astonishing degree, given 
her youth. Her choice of social work as a career may also be understood 
as a reaction formation that allowed her to live out her own emotional 
desires and her own needs for early care, emotional nourishment, pro-
tection, and safety.

Even at the beginning of her marriage the patient wavered between 
two very intense desires: for children and for professional self-actualiza-
tion. In her effort to “make a child” she made use of all available means 
and techniques, with the more or less consistent cooperation of her hus-
band. One gets the impression that “the art of the doable” is front and 
center, both in how she relates to reproductive medical specialists and 
to me during our initial consultation. She becomes very anxious at the 
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prospect of entering emotionally into relationships that she cannot con-
trol by asking questions, doing something, or creating clear structures. 
Feelings of emptiness, grief, rage, or disappointment when something is 
not doable are mentioned almost as asides or are expressed in such a way 
that they can only be perceived in the countertransference.

I want to note, however, that what stands out in the countertrans-
ference initially is that the patient is under a great deal of pressure and 
wants to control the situation, the setting, and me in the service of 
her desire for a child. She is probably not at all conscious how much 
her overtly expressed desire to have a child betray’s her own wish to 
relive and actualize her own desires for protection, safety, security, and a 
“secure emotional base.” She describes her relationship to her husband 
as reflecting a “functional security.” Her sexual relationship with him 
is not so much structured by spontaneous emotion as by her desire for 
children and by the calendar.

If I were to evaluate this patient from a more classical psychoanalytic 
perspective, I would understand her like this: The patient suffered con-
siderable unfulfilled needs in her early relationship with her mother. Her 
father was the parent more available for attachment, and the actual emo-
tionally caring mother in her life was her family childcare provider. The 
oedipal conflict had not been resolved, and she could gain her father’s 
recognition only by achievement. She suffers from pronounced prob-
lems relating to self-worth and achievement that only partially defend 
against awareness of her unfulfilled emotional needs in early childhood. 
The area of “achievement” remains the most stable aspect of her per-
sonality, with generally good ego functions and excellent intellectual 
capacities. Her desire for children could be interpreted as an attempt to 
relive her early emotional needs. At the same time, she is afraid to get 
close to these early feelings of deprivation, rage, and disappointment. 
As a result, her desire for children is unconsciously ambivalent. In order 
to make this desire a reality, the patient would have to engage with her 
own early unfulfilled emotional needs; and in the end she would have to 
lavish on the child all of the emotional care and security that she yearns 
for herself.

In contrast, from the perspective of attachment dynamics, I would 
say that the patient was not able to use her biological parents as a secure 
base, nor did her relationship with her sisters act as a corrective. Her 
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most secure emotional relationship was doubtless with her childcare 
provider; however, this relationship ended abruptly when the patient 
was 3, and the provider decided to pursue her own career. This separa-
tion therefore resulted in another lasting disappointment. From a very 
early age, the patient was forced to “function” in her family. Achieve-
ment and independence were demanded, and were highly valued. This 
is especially apparent with regard to accomplishment in sports; in this 
context the patient and her father were able to relate emotionally, but 
she has never been able to experience real emotional security free from 
the demands of achievement. Her attachment pattern can be described 
as avoidant. Exploration and achievement are still very important to her, 
and they have led to a successful professional life. Her husband has been 
very important to her as well at the level of functional security, but she 
has had to ward off her desires for emotional security and being cared 
for. Her wish for children is an unconscious wish to reexperience secure 
emotional care, that is, the secure emotional base that she had lacked in 
childhood.

These early experiences, with all their ambivalence, can be expected 
to become active in the transference relationship. It is likely, too, that the 
patient will initially attempt to structure treatment along attachment–
avoidant lines by signaling her wish for distance in spite of her desire for 
attachment, thereby “functionalizing” the therapeutic relationship.

Therapy and Course

Over the course of the first 25 sessions, the patient focused almost exclu-
sively on her imagined fear that I really didn’t want her as a patient. 
According to her, I had answered very hesitantly when she first called, 
and although I had set a time for an initial consultation, I had not given 
her a regular slot in my schedule. This preoccupation seemed to reflect 
her early fear of not being wanted. In contrast with my usual therapeu-
tic practice, I told the patient that she was correct in her perception, 
that I had indeed initially had no firm slot for her. However, I added 
that in spite of this lack of time I had arranged an additional slot for 
her after we had met and I had become acquainted with her history. At 
one point, when I commented that her perception of me as distant on 
the phone might have been a repetition of her early relationship with 
her mother, she became pensive. It then became possible to talk about 
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her early childhood, which had been ruled by her mother’s professional 
strivings. It was only over the course of treatment, in the transference, 
that her own desires and needs for acceptance, protection, security, and 
caring, which reminded her of her early experiences with her childcare 
provider, could be verbalized. This was followed by phases of deep grief, 
as well as rage and disappointment, over the fact that so many of her 
needs for closeness, which she had been able to experience for a few 
hours each day with the childcare provider, could not be experienced 
equally with her own mother. With tears in her eyes, the patient admit-
ted that she had always wished that her childcare provider had been her 
natural mother. The evening separations when her own mother picked 
her up had been “a horror.” She had longed deeply for her daycare pro-
vider to put her to bed.

From the outset I allowed the patient to structure the therapeu-
tic setting by presenting her with a number of different possibilities in 
terms of the intensity of therapy, ranging from an hour every other week, 
sitting, to 3 hours a week, lying down. She felt panicky at the idea of 3 
hours of therapy a week, and agreed to come for an hour every 2 weeks, 
stressing repeatedly that I couldn’t possibly have 3 hours a week for her 
anyway. The questions that we discussed in connection with the estab-
lishment of the treatment setting revolved around her trigger situation—
the fear of not being wanted—and my emotional willingness to offer 
myself as a secure emotional base.

During the final third of her treatment, the patient was increasingly 
able to enter into the therapeutic relationship, and she expressed a desire 
to intensify the therapy, increasing it to three times a week. Although 
I was willing to comply with this wish, in fact I could not do so as 
quickly as the patient wanted. This led to a turbulent phase of aggressive 
quarreling, as it aroused earlier disappointments: mothers were never 
available when they were really needed. In working through this early 
rage, she became able to formulate the emotional need for attachment 
that she had directed toward her father. When she was a child, she had 
sought him out when her mother disappointed her. Only over time did 
it become clear to the patient how well she had been able to establish 
emotional closeness with her father in the context of achievement. She 
also realized for the first time that neither therapy nor conceiving a child 
can be understood from an achievement perspective. During this phase 
her relationship to her husband grew stronger. The couple planned a 
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4-week trip separate from their regular vacation time, to “really let our-
selves be spoiled.” Such independence from me can be viewed in terms 
of Margaret Mahler’s individuation–separation. However, it is equally 
plausible to view this incipient new phase as a kind of exploration and 
as an emotional “entering into relationship with” her husband in the 
context of the secure emotional base provided by therapy. I received only 
short notice of this vacation, which had been booked before I learned 
about it. But although it did not accord at all well with my own plans, 
I readily acceded to the patient’s wishes, due to my new understanding 
of the relationship between attachment and exploration. Earlier in my 
career I would have interpreted such behavior only as resistance and 
acting out, and I would have attempted to work it through based on that 
understanding.

On her return from this “very happy vacation,” the patient decided 
that she wanted to reduce the frequency of our sessions; she wanted to 
spend more time with her husband and the new friends that she had 
made on the trip. The emotional relationship between her husband and 
herself, especially their sexual relationship, had intensified during their 
vacation. Though her original reason for coming to therapy, the desire 
for children, was still an unresolved issue, she wanted to terminate her 
treatment, which had now lasted for more than a year and a half, in 3 
months. All in all, she had become considerably more able to establish 
contact and relationship; the depressive feelings, the experience of being 
empty inside and of functioning mechanically, had been resolved. Her 
relationship with her husband and with other important attachment fig-
ures and friends had deepened enough that the significance of the thera-
peutic relationship as a secure base had receded into the background. 
Perhaps because her internal working model had changed, the patient 
became aware of more opportunities to “get close to people”—especially 
to her husband—and to “explore the world.” At our final session, she 
said, “I can always call you again when I feel like it.

Concluding Remarks and Follow-Up

Five months later I received an agitated call from the patient. She had 
just learned from her gynecologist that she was pregnant. Her great-
est worry now was how to combine child and profession. She came to 
my office three times at monthly intervals for further conversations. In 
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these discussions, her emotional acceptance of, and joy in, her child and 
her pregnancy were the primary topic, but also how she had managed 
to negotiate a partial reduction in her professional workload with her 
employer during the pregnancy, and was going to insist on arrangements 
to make things easier for herself after the child’s birth. She did not want 
to end up in the same situation as her own mother, who, with the help 
of a childcare provider, had to return to her old job immediately after 
expiration of her maternal leave. During these conversations, it became 
clear that the patient had become able to differentiate between her own 
attachment needs and the fantasied prenatal attachment needs of her 
child—“to focus emotionally completely on my child.” She was also able 
to integrate her pronounced need for achievement, that is, exploration. I 
had the impression that the patient had become considerably more self-
reflective and in touch with herself, and that she now looked upon me 
as a partner with whom she could discuss issues that she had thought 
about in advance of our sessions. No problems developed that would 
have required return to a therapeutic stance.

Transference was not “resolved” at the end of this therapy, as other 
therapeutic techniques prescribe; in contrast, a positive emotional 
attachment relationship was deliberately retained so that the patient 
would be able to call me again, as she did when she received the anxiety-
provoking news of her pregnancy. What is conceptually new here is the 
idea of an intermittent treatment that supports the patient and in which 
certain aspects of her intense early feelings—especially those linked to 
unfulfilled attachment needs—are worked through.

This approach leaves open the possibility that, if unforeseen anxi-
ety-provoking situations recur from time to time, the patient might avail 
herself of the therapist and the therapeutic situation as a secure base for 
counseling or short-term therapy.

PRENATAL ATTACHMENT DISORDERS

The Pregnant Mother’s Fear That Imminent Birth  
May Dissolve Her Attachment to the Child

The emotional processes of the last trimester of pregnancy, and also the 
birth itself, demand that the mother-to-be prepare herself for a clear rec-
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ognition of her child as a separate individual. A pregnant woman’s fear of 
giving birth, which means separation from her child, can make the end 
of pregnancy difficult and complicate the delivery.

The question of whether, or how, an attachment disorder that is 
activated during pregnancy can impair the fetus’s attachment to the 
mother, and the consequences this might have for the pre- and postnatal 
mother–child relationship, is worthy of discussion (Janus, 1996). In the 
following cases, however, I will concentrate on the experiences of the 
pregnant mother herself, as this is what I have had access to in my own 
therapeutic work.

Initial Presentation and Symptoms

Mrs. B. is referred to me for psychotherapy by her gynecologist, who 
tells me that he is at his “wits’ end with this hysterical patient.” Mrs. 
B. has been calling almost daily, he says, and she involves him in 
 endless conversations; she is also coming in during office hours, dis-
tressed and upset by some new “problem” that she has discovered. 
Painstaking check-ups have repeatedly demonstrated an uncompli-
cated pregnancy. The patient is now in her 30th week. The child’s 
growth is completely normal, and, from the gynecologist’s point of 
view, there is absolutely no reason for concern. But he feels respon-
sible for Mrs. B.’s two previous first-trimester miscarriages. He had 
been tardy in noticing signs of threatening complications and pre-
mature contractions because he had not taken Mrs. B.’s complaints 
seriously, believing her statements to be exaggerated. As a result, he 
is letting himself get too easily entangled in Mrs. B.’s complaints. He 
realizes that he is becoming increasingly annoyed with her and that 
it is hard for him to maintain a positive professional demeanor with 
her. He asks whether psychotherapy in conjunction with his medical 
treatment might be possible, so that he might lighten the burden this 
relationship imposes upon him.

Mrs. B. calls me to make an initial appointment. She leaves no doubt 
on the phone that she considers psychotherapy unnecessary; she does 
not feel motivated to come in because her problem is with her preg-
nancy, not with her mind.

At our first consultation I see a very well-groomed and attractive 
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35-year-old woman, whose 30-week pregnancy is clearly showing. She 
declines the armchair I offer her, preferring to sit on a straight chair, 
because with her large belly she feels “squished in.” She is concerned 
about keeping the pregnancy and fears dire complications: a result of 
her two previous miscarriages. I argue that the most difficult and lon-
gest period of her pregnancy is already behind her and that she can 
look forward to the birth with equanimity, but she counters this with a 
forceful objection: “Being a man, you can’t possibly imagine how impor-
tant it is to me to get through the next 15 weeks of pregnancy without 
complications.” When I confront her with her Freudian “slip” about 
how much time she has left, and point out that she has only about 10 
weeks left, Mrs. B. reacts with visible irritation and tells me that she 
worries about giving birth prematurely. A friend of hers had given birth 
to her baby at 29 weeks, and this was a great shock for everybody. To 
date, however, there had been no problems with Mrs. B.’s pregnancy. 
I asked her how she imagined the birth and, even more concretely, 
whether she was anxious about it; she denies this vehemently. Instead 
she describes in detail the complications that had already occurred in 
the form of a “pulling in the lower abdomen,” which she interprets as 
“impending contractions.” Medical checkups had not been unequivo-
cal. I rather quickly understand my colleague’s countertransference, as 
all of my attempts to reassure and calm Mrs. B. get nowhere, and it 
slowly dawns on me that in fact it is a wish to continue her preg-
nancy that preoccupies her most. Every time I bring up the subject of 
the impending birth or suggest that most of the pregnancy is already 
behind her, she brusquely rebuffs my explanations. Throughout these 
conversations Mrs. B. keeps both arms wrapped around her promi-
nent abdomen. The image emerges of a mother–unborn child unit that 
wants to keep anything away from her belly that might induce separa-
tion or birth.

At our initial meeting, I was surely anything but a secure base for 
Mrs. B. I was much too directly focused on birth and the child as a 
separate individual—in my intervention and representations. Doubt-
less I failed in our first session to acknowledge sufficiently Mrs. B.’s 
need for an overly close relationship with her child, as well as the 
revival of attachment needs in her relation to her gynecologist as well 
as to me.
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Patient History

Mrs. B. is the older by 17 months of two daughters. She says that she 
was very sheltered at home and that she always had a very “intimate” 
relationship with her mother. She felt “pulled back and forth” in her 
relationship to her father; she still grieves his premature loss when she 
was 15, in the midst of puberty, and still “wanting to do a lot of things 
with him.” However, after an 8-month battle with cancer her father died. 
At the time, she felt abandoned.

On questioning she told me that her relationship with her younger 
sister was competitive. For her sister everything in life had been easier, 
she said; her sister was successful in everything she did, she already had 
three children, and she was happily married. As a child, the patient had 
often had a feeling that her mother preferred her sister and had taken 
more time to be with her. Even today, her mother spends a great deal 
of time with her sister’s children, her grandchildren. During Mrs. B.’s 
pregnancy, scenes from her childhood have been bubbling up: images 
of wanting to be held by her mother and being rejected, because her 
mother was already holding the younger sister and two children were 
simply “too much.” Nevertheless, the patient clung to her mother, and 
felt that she had been sent to preschool too early; she envied her younger 
sister, who had their mother all to herself for the entire morning.

Mrs. B. was very successful in school. She had finished her studies 
and achieved a stable professional position at the time she met her hus-
band. She maintains that her 5 years of marriage have been happy and 
that her greatest wish is to have a child. From the outset, this pregnancy 
has been burdened by a great many anxieties, because 2 years earlier 
she had experienced two miscarriages in relatively quick succession. At 
this point she bursts into tears, and finds it very difficult to calm down. 
Under these circumstances it becomes gradually easier to take the stance 
of an attachment figure in relation to her. In the context of her grief for 
the losses she suffered as a result of her previous miscarriages, as well 
as through her description of her relationship to her mother, I can more 
clearly discern and feel her longings. Emotionally and conceptually Mrs. 
B. did not yet have room for an image of birth and her own imminent 
separation from the child. This pregnancy “could have been the most 
beautiful time of my life,” she said, if only she had not continually been 
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plagued by her insecurity about “premature contractions.” Mrs. B. feels 
“well taken care of” by her husband, even though he was very tied up 
with his work; he was often away on business, leaving her to spend 
many evenings at home alone. However, she said, this was not as bad as 
it used to be, because now she always had her baby with her.

Consideration of Attachment Dynamics

I presume that Mrs. B. was forced into precocious independence much 
too early by the birth of her younger sister when she was only 17 months 
old. Evidently, it was hard for the mother to maintain a supportive attach-
ment relationship with both children simultaneously. As a 2-year-old, 
the patient always found her mother’s arms occupied by her younger 
sister, when she wanted and sought closeness. As a result, a very inse-
cure–ambivalent attachment pattern seems to have developed that was 
characterized by a continued desire for closeness, but also by rage and 
disappointment triggered by the mother’s rebuffs. It is not clear to what 
extent Mrs. B.’s father was available as an alternative secure base during 
this early period. The loss of her father during puberty, when she was 
still hopeful of much more interaction with him, should not be viewed 
simply from an oedipal perspective. Rather, this traumatic loss occurred 
during adolescence. Neither in early childhood nor in puberty was the 
patient therefore able to experience that individuation and autonomy are 
best supported by secure attachment to parents. In early childhood she 
had partially lost her mother, and during her adolescence she had to deal 
with the traumatic loss of her father.

Mrs. B.’s pregnancy is another intense attachment experience as, 
together with her child, she is attempting to establish a secure base for 
herself. Her constant anxiety about an impending premature birth may 
well have been due to her earlier miscarriages. For this reason it would 
be entirely understandable that the patient should fear difficulties and 
complications despite assurances to the contrary. Nevertheless, it is sur-
prising that no number of check-ups and assurances by her gynecologist 
suffices to provide her with the sense of security that she wants. The 
patient imagines that she must shelter her child from the outside world 
and from other people in order to maintain their prenatal unity as long 
as possible.
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Images of birth, in this patient, are accompanied by traumatic fan-
tasies. Her feelings are highly ambivalent. Although she experiences 
intense attachment to her unborn child, this very attachment has acti-
vated feelings of rage and disappointment, both toward her mother and 
the child.

Furthermore, she may unconsciously be seeing her baby in the role 
of the younger sister, for whose needs the patient had to make room. She 
may well have experienced her sister’s birth as an “emotional separation” 
from her mother and therefore as rejection, and may have transferred the 
resulting feelings of rage and disappointment to her child.

In my view, it will be necessary during therapy to focus on the 
patient’s preoccupied attachment strategy, that is, on her simultaneous 
desire for closeness and for boundaries. All in all, this is a very com-
plicated relationship structure. It will be important for me not to get 
irritated by her ambivalent behavior, but to establish a secure base from 
which the patient can work through her own early relationship to her 
mother, including the disappointment and rage connected with her 
younger sister. The loss of her father may later become another focus. 
Not until the patient can feel assured of her secure base will she be able 
to accept her child as a separate individual, something birth demands 
but that she still experiences as a threat. Otherwise, from an attachment 
theory perspective, there remains the concern that the patient will invert 
the attachment relationship and treat her child as her secure base, with 
the accompanying highly ambivalent feelings that could actually lead to 
birth complications.

Therapy and Course

We met twice a week in face-to-face psychotherapy. The patient always 
sat in the chair she had used at our initial consultation. She impressed 
me as a “pregnant Madonna,” seated on her throne and entirely wrapped 
up in herself: mother and child, completely closed off from the outside 
world. During the first phase of treatment, she focused intensely on ter-
rifying complications and the impending premature birth. She talked 
about preschool memories dating from after her sister’s birth. In the 
context of her increasing ability to use me as a secure base, Mrs. B. was 
able to bring in a family album, pointing out to me how she was always 
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merely standing next to her mother, while her sister sat on her mother’s 
lap. The fact that the photos showed her as holding her father’s hand 
created an opening that let us examine her attachment to her father, who 
seems to have been an important secondary attachment figure for the 
patient, in a relationship that was far more than oedipal.

During this period, Mrs. B. irritated me repeatedly with “surprise 
attack” phone calls she would make to urgently discuss something that 
had just occurred to her (see Brisch, 2000). She had become very inter-
ested in developing the story of her childhood in the context of her own 
motherhood, and she seemed to place increasingly exclusive demands 
on my time and accessibility. Initially I would try to put her off until our 
next session, but this met with little success. Given her rivalrous fanta-
sies about my other patients (therapy siblings), Mrs. B. used the phone 
to snatch the emotional sustenance she believed she could not otherwise 
get. Only later did I come to understand her telephone calls—structured 
much like those to her gynecologist—in terms of “sibling rivalry vis-
à-vis her sister.” As she remembered, “It was never possible to get my 
mother to hold me, even for a short time, because my younger sister was 
always there.

As the delivery date approached, Mrs. B. became very annoyed that 
she couldn’t reach me on weekends, evenings, and during short vaca-
tions. Only now was she able to work through her rage and ambivalence 
toward her mother, as well as her denial of the imminent separation of 
birth. The idea that her child was an independent being who would fol-
low its own path of development after birth was alien to her. It required 
real grief work for her to be able to entertain the fantasies in which she 
and the child might explore the world together as two people.

The birth proceeded without major complications. Mrs. B. delivered 
a healthy girl. That her own mother took very good care of her after 
the birth moved her deeply. She was able to use this support, and her 
mother’s interest in her new grandchild, to recapture something of the 
emotional caring that she had desired of her mother. Her husband was 
a good father and cared devotedly for his little daughter. With his help 
it became easier for Mrs. B. to share the child. Therapy continued after 
the baby’s birth, but less intensively and at a frequency determined by 
the patient. She brought her little daughter to the sessions and showed 
her off proudly. When the baby was 9 months old, she began to crawl 
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around and explore my office; we were able to talk about the connec-
tions between Mrs. B.’s desires for attachment and exploration when she 
was a child and her feelings for the baby. In watching her daughter, the 
patient was able to reconstruct her own childhood experiences. After 
working through her ambivalence toward her mother and her early rage 
and disappointment, it became possible for her to feel relatively unam-
bivalent about entrusting the grandmother with babysitting for her little 
daughter, making it possible to take a few hours off to continue training 
in her own profession.

Mrs. B. terminated treatment after 32 sessions; between her child-
care responsibilities, her household chores, and her professional train-
ing, her schedule was full, and she no longer considered psychotherapy 
to be urgent.

As a result of her ambivalent attachment relationship with her 
mother, the structuring of my initial relationship with the patient was 
quite difficult, but in a relatively short period of time she processed 
enough aspects of her early attachment experiences to be able to accept 
the birth separation. Continued therapy after the baby’s birth, now based 
on direct interaction with her daughter, made it possible for her to look 
at aspects of her own life history in a new light as she saw them mirrored 
in her daughter’s development. There was no long-term working through 
of the oedipal conflict or of the loss of her father; nevertheless, transfer-
ence aspects of these experiences, though not explicitly expressed or 
interpreted, were probably of great importance in Mrs. B.’s therapy.

Concluding Remarks and Follow-Up

The patient did not call again. In this case, too, I chose to forgo reso-
lution of the transference in the classical sense, because the possibil-
ity remained that Mrs. B. might later experience conflicts in connection 
with her lively little daughter’s developing exploration and autonomy, 
and seek renewed consultations.

Complications in Pregnancy and High-Risk Pregnancies

Complications during pregnancy, such as premature contractions and 
bleeding, may damage attachment processes between mother and child.
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Initial Presentation and Symptoms

Mrs. C. is brought to the emergency ward, her pregnancy imperiled by 
premature contractions and bleeding. According to the emergency care 
physician, Mrs. C. broke into tears upon admission, and I am therefore 
called to consult.

I visit Mrs. C. in her room. She is lying stiffly on her back in bed; she 
is not crying, but looking impassively at the ceiling. She does not seem 
to notice that I have come in. I sit beside her bed and tell her that the 
emergency care physician has told me about her situation and has asked 
me to provide psychotherapeutic care. Mrs. C. remains silent for a long 
time; she does not look me in the eye, and she appears to be in her own 
world. I inquire about her condition and how she feels. There is another 
long silence. Finally Mrs. C. begins to tell her story in a low voice and 
with a flushed face: she has had contractions and some occasional bleed-
ing, and it is unclear whether her baby, in its 25th week, will survive. 
She glances over and over again at the drip bag, as if she considers it 
more important to her future than our conversation. She gives me the 
medical facts: this is her first pregnancy, and everything had been “nor-
mal” until a week ago. Her descriptions are curiously free of emotion; 
all I feel is a terrible tension in the countertransference. I myself have 
become very tense and agitated, and am torn between asking questions 
or remaining silent, and between enduring the situation or attempting 
a very structured psychiatrically-oriented case history. On questioning, 
Mrs. C. tells me that, although this pregnancy may have been wanted, it 
was not planned. Her husband wanted children, but she had felt unsure; 
children demand so much, and she was not certain that she was up to 
the task. When she learned that she was pregnant, she was “basically 
for it,” but she was never really happy about it. Now she doesn’t know 
whether to wish for a “good conclusion” to her pregnancy or to be happy 
at the possibility of its ending. She has experienced it as a considerable 
overload, both physically and emotionally. For the past 2 days her blood 
pressure has been high, and only barely contained by medication. My 
own internal tension is such that I find myself pushing my chair away 
from her bed, creating more distance between us. Obviously, I am having 
difficulty tolerating spatial closeness with this patient.

Our meeting lasts only 15 minutes, and I arrange a further visit 



128 TREATING ATTACHMENT DISORDERS 

for the afternoon. I consider the situation to be acute and extremely 
dangerous, which is why I decide on shorter but more frequent contacts 
with Mrs. C. She agrees with this suggestion, but I am very uncertain as 
to whether she really desires any sort of contact at all. For most of our 
conversation Mrs. C. looks at the ceiling or at her infusion, and only 
once appears to notice me momentarily out of the corner of her eye. 
When I get up to leave, however, Mrs. C. holds my hand for a long time 
and wants to know in exact detail when in the afternoon I will come 
back and how long our conversation will last, so that she can plan for it 
and not be out of her room for a medical exam. She will make sure the 
nurses and physicians take our appointment into consideration when 
they make their plans. All this surprises me greatly, and makes clear how 
intensely Mrs. C. must have absorbed our conversation and how impor-
tant this other visit, which I now firm up, is to her.

Patient History

Mrs. C. was an only child. Her relationship to her parents is still of great 
importance to her; and she relies particularly on their advice when she 
has to make a decision. Her mother “took good care” of her all her life; 
she had been an at-home mother and had always been there for her. Her 
father was always “puttering around and making things,” and he was 
involved in a number of local organizations. Mrs. C. lived her life mostly 
alone with her mother. When her father was out of the house, she and 
her mother could pretty much do as they pleased. When her father was 
home, however, they had to adapt to his narrower ideas of order and 
cleanliness.

Mrs. C. got to know her present husband, who is 5½ years older 
than she is, during her training, when she was 17. She married against 
her parents’ wishes a year later. To this day she is not exactly sure how 
that decision got made; it was very hard for her to marry without her 
parents’ explicit consent, and their opinions are still very important to 
her. She lives only a few kilometers from her parents, and she sees her 
mother almost daily. According to her, her parents thought that a preg-
nancy now (Mrs. C. is 23) would be too much too soon. They consider 
their daughter too young and too immature to be a mother.

Only later did I learn, in short snippets, that Mrs. C.’s childhood 
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had been burdened by the fact that her mother often left the house for 
hours at a time, even at night, when her husband returned home drunk 
and their quarrels threatened to escalate. At those times Mrs. C. locked 
herself in her room and hoped that her mother would return. In the 
morning, everything usually appeared to have “simmered down.” She 
was never able to talk about these mysterious quarrels, which occurred 
approximately once a month; this was “taboo.

In our conversations, which never last longer than 20 minutes, it 
feels to me as if Mrs. C. oscillates between rigid emotional stiffness, 
including withdrawn encapsulation, and a teary structurelessness, which 
impresses me as the flip side of her emotional rigidity. When she “falls 
apart,” she needs a great deal of support and structure as well as reassur-
ance from me; at those times she seeks closeness and asks for more time 
to talk, and I have a hard time maintaining the structure and schedule 
of our conversations.

Consideration of Attachment Dynamics

In my contact with Mrs. C. I experience her tense agitation alternat-
ing with strong demand for closeness and structuring during times of 
emotional turmoil and tears. I presume that these affective breaks in 
our relatedness mirror the early attachment interaction between Mrs. C. 
and her mother, who alternated between being overnurturing–control-
ling (a pattern that continues to this day) and absent during the night-
time flights that caused her daughter much insecurity. Almost certainly, 
Mrs. C. experienced her relationship to her father as distant or threat-
ening, especially insofar as she blamed his periods of alcohol abuse for 
breaks in her relationship with her mother, who was not available to 
her at precisely those moments when she fearfully locked herself in her 
room. It is to be expected that her father’s threatening behavior activated 
attachment behavior and desire for proximity with her mother. How-
ever, Mrs. C. could not achieve this proximity because her mother ran 
away, undoubtedly leaving her with a tremendously increased activa-
tion of her attachment system. Unfortunately, Mrs. C.’s attachment needs 
during these times of extreme fear remained unassuaged.

Her marriage to the father of her child represented Mrs. C.’s first 
autonomous move, but was one that was and is accompanied by much 
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anxiety. Mrs. C. is almost childishly dependent on her husband. More-
over, her relationship with her parents, especially with her mother, is 
characterized by anxious dependence. Separation–individuation, as 
described by Margaret Mahler (Mahler et al., 1975), or the ability to 
explore her own wishes, interests, and capabilities in the context of a 
secure attachment, has hardly been realized, despite her marriage and 
choice to have a child. Mrs. C.’s daily contact with her mother is char-
acterized by pronounced emotional dependence on her when making 
decisions.

During times when Mrs. C. walls herself off from me emotionally 
and I can hardly reach her, I experience with her a pattern of interaction 
that reminds me of disorganized attachment patterns, especially when 
she exhibits her sudden affective oscillations and breaks. It is hard to 
imagine how she could accept a pregnancy, given her emotional back-
ground. Her feelings and actions are determined largely externally—that 
is, by others: her parents and her husband. She therefore does not know 
whether she wants to continue the pregnancy, or to terminate it before 
complications set in. Her entanglement with her mother, and their rapid 
swings between closeness and distance, already appear to be repeating 
themselves between herself and her as-yet-unborn child.

Therapy and Course

I established a very structured and stable situation with Mrs. C. Initially, 
I visited her twice daily for about 20 minutes, once in the morning and 
once in the afternoon. After a week our relationship was sufficiently 
stable that we began to meet for about 40 minutes daily. We both agreed 
to a firm schedule, but it was not always possible to keep to it. The orga-
nization of her medical care often interfered with our plans. Frequently 
Mrs. C. was out of her room for some medical procedure when I arrived. 
Whenever that happened, I left a note telling her when I would come 
again, or I would try to reach her to make the appointment by phone. 
All aspects of the structure of the therapeutic situation were very impor-
tant to her, and so were consistency in scheduling and oral agreements. 
Occasionally our sessions were interrupted by surprise visits from her 
husband or parents who, it seemed to me, “lay siege” to her bed. All 
attempts to get Mrs. C. to ask her visitors to leave so that we could 
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continue our conversation went unheeded. Mrs. C. acted like a help-
less child completely at the mercy of her parents, and seemed to me to 
have neither will nor opinions of her own. Her mother immediately took 
verbal control of these situations, stating that her daughter didn’t need 
to talk to me anymore because she now had visitors. The parents were 
clearly resistant to my psychotherapeutic efforts; they seemed to believe 
that they needed to protect their daughter from me. Her husband, on the 
other hand, seemed to be relieved by my visits and supported our time 
to talk. He expressly said that he wanted psychotherapeutic care for his 
wife.

The entire term of treatment lasted only about 2 weeks; Mrs. C. 
gave birth during the 27th week of her pregnancy.

The medical effort to maintain her pregnancy failed as her general 
condition deteriorated to the point where Mrs. C. needed several days 
of treatment in the intensive care unit after the baby’s birth. During this 
time her husband visited the baby in the pediatric intensive care unit, 
who was doing quite well under the circumstances. I saw Mrs. C. three 
more times in the ICU, and we spoke briefly each time. When she came 
back to the general medical ward, she told me in the presence of her 
parents that now that her child was born she did not need further psy-
chotherapeutic help.

In spite of this patient’s attachment strategies, which appeared to be 
fundamentally insecure with disorganized aspects, I did succeed tran-
siently in establishing a therapeutic alliance during the last weeks of her 
pregnancy by maintaining a highly structured and consistent relation-
ship. Her social surroundings, however (in particular the omnipresence 
of her parents), made it impossible to establish the long-term psycho-
therapy that she needed. I suspect that my work with her triggered so 
much anxiety in Mrs. C.’s parents, particularly in her mother, that it was 
they who insisted on termination of treatment.

The treatment of patients of this kind, who by classic diagnostic 
criteria manifest aspects of a borderline personality structure, is techni-
cally difficult, both in terms of management and in the handling of the 
countertransference. This is especially so because the breaks in affec-
tive contact demand considerable relational constancy on the part of the 
therapist and entail the risk that the therapist may respond unempathi-
cally. This might occur if the therapist prematurely terminates therapy 



132 TREATING ATTACHMENT DISORDERS 

or interprets the patient’s initial rejection as his not being welcome. The 
patient was disconcerted and suspicious, expecting that I would leave 
her when she was most afraid in the same way that she had been left by 
her mother. Quite simply, further signals from the patient (setting up of 
appointments) demonstrated how necessary a very structured situation, 
marked by constancy and reliability, is for therapy in such cases. This 
made it possible to construct, at least during this 14-day treatment, a 
consistent relationship with the patient.

Concluding Remarks and Follow-Up

I later learned that Mrs. C. had a very hard time relating to her baby and 
that the father had made himself available as the primary attachment 
figure and was establishing good relational contact with the child. Mrs. 
C. rejected all renewed offers of psychotherapeutic help.

The Diagnosis of Prenatal Abnormalities

Prenatal ultrasound examination during the first half of pregnancy is 
now routinely performed to screen for fetal abnormalities. Under some 
circumstances the technique itself, as well as the determination of fetal 
abnormalities, may trigger considerable anxiety in a pregnant mother 
and adversely influence the development of the prenatal relationship 
between her and her child (Brisch, 1998b; Brisch et al., 2002, 2003b, 
2005b).

Initial Presentation and Symptoms

A gynecologist inquires whether I will accept a pregnant mother for 
outpatient treatment; during the 16th week of pregnancy an ultrasound 
examination has revealed a developmental kidney abnormality in her 
fetus. All attempts on the gynecologist’s part to explain to the patient 
that an abnormality of this kind poses no threat to her child’s life were 
useless; unexpectedly, the patient could not be reassured and asked, in 
tears, that he allow her to terminate the pregnancy. He told her that he 
could not understand why she would want this, and that he could not 
consider this circumstance an indication for ending the pregnancy. The 
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patient agreed to get additional help some other way, including psycho-
therapeutic help, because the physician–patient relationship was very 
tense at the moment.

The 27-year-old patient arrives red-eyed for our initial appoint-
ment. She fights to maintain her composure, but begins to cry after her 
first few words. “Everything could have been so beautiful; now every-
thing is finished.” She had wanted a child so badly, and now she has 
to prepare herself for ending the pregnancy, because she “cannot live 
with a handicapped child.” At a purely cognitive level, she is unable 
to hear my reiteration of her gynecologist’s statement that this kidney 
abnormality is not life-threatening. Emotional relief is impossible. She 
sits before me crying as though she is already grieving the child’s loss: 
as if she is convinced that the child is already lost. In reality, the course 
of her pregnancy is completely normal, and there is no cause for alarm 
as far as the rest of the child’s growth and development are concerned. 
My impression of the patient is of a sad and despairing child who in her 
need looks for protection and help; she triggers in me corresponding 
countertransference feelings of support and generosity.

Patient History

Mrs. D. describes herself as the “sunshine” of her parents’ lives. They 
were a very happy family. She describes her mother as helpful, open, and 
generous, and her relationship with her father as engaged and loving. 
The patient has a brother, who is 2 years younger, with whom she still 
has an affectionate relationship. Even when they were children they had 
many interests and hobbies in common. She describes her entire child-
hood, her school years, and her years of professional training uniformly 
as consisting of ideal circumstances and loving relationships. Even when 
I questioned her more closely there was no hint of any break at any point 
in her idyllic life story. When asked to provide some concrete examples3 
of this “wonderful childhood,” however, her examples were not substan-
tial, but continued in this diffusely idealizing vein. In the end, the whole 
narrative came across as so “blank” that I wondered what had had to be 
“blanked out.

The patient described her husband in equally idealized terms: an 
attractive, handsome, professionally dedicated young man. With sup-
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port from her parents, the couple were building their own home. They 
had wanted the pregnancy, and the baby was to be born just after the 
house was completed and they had moved in. The patient simply could 
not understand the fact of the child’s abnormality because she had done 
everything possible to ensure that the pregnancy, the birth, and the child 
would be as ideal as her description of the rest of her life story. There 
was no room in this story for unpleasantness, disappointment, or other 
such feelings.

By the patient’s description, this abnormality was the very first 
real unpleasantness that she had experienced in her life. She could not 
believe that she would ever feel happiness with “this child.” Yet, in her 
many fantasies and reflections about her “ideal child,” she had already 
made emotional room for the child, and the thought of breaking off the 
pregnancy was very difficult for her, even though in our initial conversa-
tion she depicted it as the only possible solution.

Consideration of Attachment Dynamics

I suspected that even in her childhood, and perhaps throughout her 
entire life, Mrs. D. had been able to experience attachment and relation-
ship with her parents only when everything was “ideal.” She was forced 
to be—and perhaps she actually was—the “sunshine” of her parents’ 
lives. The parents permitted her to use them as a secure base only when 
she was able to satisfy their expectations and conform to their image. 
I hypothesized that all “negative” feelings, behaviors, and thoughts—
those that were “less than ideal”—were felt by the patient, and originally 
by the parents as well, as so injurious that the patient learned early on to 
deny them, creating a “false self.” Her talents and her well-functioning 
ego had largely allowed Mrs. D. to maintain and live out this idealized 
image of herself and her parents. During our initial conversation, how-
ever, it feels to me that I am not making genuine direct interactional 
contact with the person sitting opposite me, but I am instead looking at 
a polished surface.

Because Mrs. D. did not feel accepted as a child, with all her many 
good characteristics as well as her negative feelings and shortcomings, it 
is now not possible for her to accept her own child’s abnormality, or to 
continue the establishment of her attachment. She had wanted to pres-
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ent her parents with an ideal grandchild. Even so, her desire for attach-
ment appears to be very strong, and she has already established a very 
intense prenatal parental attachment to the baby. For this reason, the 
very idea of breaking off the pregnancy triggers intense feelings of grief, 
and a reaction as if she herself were now being rejected and dismissed by 
her parents. In her identification with her child, it is actually she herself 
who is not accepted and feeling rejected by her own parents, insofar as 
she cannot present them with her “ideal” child.

Some might see this as narcissistic with a pronounced disorder of 
self-esteem. From the perspective of attachment dynamics, however, it 
appears that the patient received security, protection, and support from 
her parents only when she presented herself to them as the ideal “sun-
shine child” they expected. She fears rejection if she—or now her child, 
with whom she strongly identifies—does not fit this predetermined 
image. And she cannot imagine her parents as a secure base in the con-
text of the anxiety-provoking diagnosis of the child’s abnormality. She 
doesn’t want to talk to her parents about these findings because in her 
fantasies she expects only rejection. She has established a similar pattern 
in her relationship with her husband. For this reason, she has subsumed 
all of her life plans and her development to date into this idealizing 
attachment pattern.

Therapy and Course

From the very beginning, the patient sought a great deal of sympathy 
and support, and it was not difficult to offer this while developing a 
secure base with her. Her fantasies were completely occupied with the 
loss of, and parting from, her child. During our first 20 sessions (twice 
weekly, face-to-face) my interventions focused on how and whether she 
could conceive of life with this child. She rejected such images as “com-
pletely impossible.” It became increasingly clear during this exploration 
that she feared that rejection would come primarily from her parents. 
Her husband, on the other hand, had been reconciled to living with 
this child since he and his wife had spoken with the gynecologist and 
received detailed information about the consequences of the abnormal-
ity. Their very different attitudes led to conflict between them, however, 
which the couple found very difficult to talk about. The patient became 
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increasingly depressive and apathetic; she lay in bed for hours, incapable 
of working, and she brooded about the impending termination of her 
pregnancy.

At that time, I sought to intensify treatment, and her reliance on me 
as a secure base, by offering her a third session per week. The patient 
readily and gratefully accepted this suggestion. With great effort, she 
eventually became able to talk about the rejection that she expected 
from her parents—or, sometimes, actually experienced—when she was 
not as ideal a daughter as they expected. She recalled many events and 
scenes in which her parents had threatened the withdrawal of care and 
relationship when she did not perfectly fulfill this or that expectation. 
This began with her early independence, toilet training, and school per-
formance. All in all, attachment became organized around the achieve-
ment principle and a superficially bright storybook normality. In view of 
these childhood memories, it was not possible for the patient to get sup-
port and help from her parents in fear-arousing and threatening situa-
tions because, in general, this would have meant that something was not 
ideal. In “times of need” she always found herself very alone, depressed, 
and “deeply sad.” She would retreat to her room or walk alone for hours 
in the forest to hide from her parents the need to cry. To the extent that 
these childhood experiences could be processed in therapy, the patient 
was increasingly able to enter into an emotional relationship with her 
husband. The high point of her therapy occurred when a very tense Mrs. 
D., her heart racing, told her parents about the baby’s abnormality. Her 
parents were very skeptical and critical of the diagnosis, but they did 
not put pressure on their daughter as she had expected, nor did they 
press her to terminate the pregnancy. This relieved her tremendously, 
and made it increasingly possible for her to make room in imagination 
and fantasy for a life with this child. In this effort she felt supported 
both by her therapy and by her husband. Her growing ability to make 
emotional room for the child was further promoted by the baby’s con-
spicuous movements and growth. Mrs. D. continued to worry that her 
parents would change their minds after the baby’s birth, rejecting him 
and withdrawing as grandparents, but it was no longer in question that 
she and her husband wanted to make a life with this child and look 
toward the future.

In the context of her ongoing therapy, and supported by her hus-
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band, the patient also became able to make decisions about many details 
of the new house by herself, without consulting her parents and, by so 
doing, risking their “rejection.

The end of the pregnancy and the birth were largely uncomplicated. 
The couple was happy with their newborn son. The kidney abnormality 
caused no functional problems, and so, according to her, “to all appear-
ances, everything went normally.” The patient had changed emotionally 
to the point where she could accept her child with his abnormality, “just 
as he is.

Concluding Remarks and Follow-Up

Given the relatively short course of therapy, this severe attachment disor-
der, which manifested itself clinically as a disorder of self-esteem, could 
not be definitively treated or resolved. However, the treatment did cush-
ion the acute crisis of the patient’s massive depression so that she could 
work through enough of her early history to be able to wholly accept 
both the pregnancy and the child, abnormality and all.

Along with the secure base provided by therapy, her relationship 
with her husband as a significant attachment figure was helpful, and it 
must be noted in this context that a therapist in the course of therapy has 
to be able to take into account all of a patient’s attachment relationships: 
the supporting (protective) ones as well as the obstructive ones. He must 
think and feel through them empathically and work them into his thera-
peutic relationship with the patient. It would be an overestimation to 
believe that one can achieve and maintain developmental progress in 
cases of severe attachment disorder through the therapeutic relationship 
alone. Therapeutic work is easier when an attachment figure with whom 
the patient has a supportive and secure relationship can also support 
the therapy process. By the same token, destructive relationships in the 
patient’s surroundings can be an impediment to therapy, opposing or 
disturbing the patient’s reliance on the therapist as a secure base, and 
even pressing for termination of therapy.

Once a secure therapeutic base has been established, it is an impor-
tant task to encourage and support the patient in developing other secure 
attachment relationships outside the therapy context before terminating 
therapy. This makes it easier to let go of the therapeutic attachment upon 
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termination. A trustworthy secure base established by the patient outside 
of therapy creates a protective factor for his or her future development.

Mrs. D. visited me with her husband and child for a final session 
several weeks after the baby’s birth. She was full of pride about the “not 
so ideal child” that just happened to be her child. After that meeting, I 
heard nothing further from her.

POSTNATAL ATTACHMENT DISORDER

The Mother with Postpartum Depression

Numerous surveys indicate that as many as 15–20% of mothers suffer 
from a more or less pronounced postpartum depression after the birth of a 
full-term infant. This is not to be confused with the so-called baby blues, 
fits of crying that occur during the first 10 days after birth. Postpartum 
depression is a severe psychiatric disturbance; it can seriously impair the 
relationship between mother and child, and therefore requires care.

Initial Presentation and Symptoms

Mrs. E. calls to make an appointment on the advice of her pediatrician. 
In a very pleasant voice she asks whether I have a free slot in my sched-
ule; she inquires as to the whens, wheres, and hows of psychotherapy; 
and she wonders whether she is inquiring in the right place, given her 
“depressive feelings.” Because her pediatrician had apparently recom-
mended me highly to her, I felt a spontaneous positive transference to 
me over the telephone. We discussed the logistics of our first meeting 
very carefully, as the patient had four children: 4-, 5-, and 7-year-olds, 
and a 5-month-old baby. We finally found a time in the morning, when 
the older children were in school; the patient will bring the youngest 
child with her. She is very relieved at this, because she does not want to 
“needlessly inconvenience” her mother, who has helped her a great deal 
with childcare over the past months.

Mrs. E. arrives for our first meeting with her 5-month-old son 
asleep in a baby carrier. She tells me that she suffered depressive moods 
during the first months after each of her children was born, which were 
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diagnosed as “endogenous.” They were treated with antidepressants and 
supportive conversation with the psychiatrist.

But things have been particularly bad after this birth. For the past 3 
months, she has been so depressed that she has not been able to do her 
household chores in the morning. She feels overwhelmed at having to 
cook meals, get the children to school, and care for the infant. That is 
why she sought out the support of her mother, who has taken over for 
hours and sometimes days at a time, and even relieved her of a large part 
of her housework. Her medication is the same as before, and the other 
times she felt that things eased up after 4–6 weeks. This time, however, 
she is feeling that her depression is getting deeper from week to week. 
She can’t understand this, as she had wanted a fourth child, and the hor-
monal changes to which her gynecologist had attributed the main prob-
lem should have resolved long ago. She is now seeking psychotherapy 
for the first time because she felt that her discussions with the psychia-
trist had been helpful and a relief, even though she saw him for only a 
short time. She says that at times she feels that she is at the end of her 
rope, and all she can do is crawl into bed; at other times she gets fidgety 
and restless in the evening and feels that she has to prepare a thousand 
things for the next day, but that she just can’t see the forest for the trees. 
When things are going well, she is able to organize the household and 
has everything under control. Her husband has some flexibility in his 
work hours, and he has been more available than ever recently, support-
ing her with the children and the house. Compared to the earlier births, 
she is working less, she says, and she feels very dissatisfied with herself 
for needing so much help and support from others.

Patient History

Mrs. E. comes from a large family with six children. She is the second-
oldest. She has a sister 2 years older, a twin brother and sister 2 years 
younger, and sisters 5 and 7 years younger than she. In common with 
the older sister who was her “big role model,” she began very early to 
help her mother take care of her younger siblings, and so she learned 
about housekeeping and child rearing in the natural course of things. 
Her mother was the calm and balanced support of the family, and 
because of the help she received from her two oldest children she always 
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had time and energy for her younger ones; in time of need, the patient 
said, she lent an ear to all. The family had been very involved with a 
religious community, from which they could always get help and sup-
port when difficulties arose. The patient describes the family structure 
as a social support network, in which her mother functioned as a sort of 
“Earth Mother, a source of calmness and security.” Her father had always 
functioned more as the “Secretary of State” in the family; that is, he was 
responsible for organizational matters and outside activities. Neverthe-
less, the children had a very good time with him during evening play-
times and on vacations. Mrs. E.’s fondest wish had always been to have 
a large family like her mother’s and joyfully watch her children grow. At 
the age of 20, therefore, she found a partner who was not so dedicated 
to his work and ambitious that he would have no time left over for the 
family. She is in active contact with her parents, her brothers and sisters, 
and her other relatives, and she can count on help from parents and 
acquaintances at times of need or crisis. She is involved with her church 
as well, and does volunteer work as a way of “getting away from the fam-
ily every once in a while.

Toward the end of our first meeting the baby woke up, and I observed 
how empathically Mrs. E. dedicated herself to him. He became increas-
ingly agitated, and the patient asked whether she could nurse him before 
getting him into the car, as it was time for his next meal. Mother and 
child appeared to function as a harmonious unit. However, the patient 
reported that he often became agitated and whiny and difficult to soothe, 
especially when things were hectic at home. At those times she herself 
often felt practically apathetic; she didn’t know what to do, and would 
wait eagerly for her husband to get home so that she could hand the baby 
over to him. Her sleep was often disturbed, as well; she thought this might 
be just because she was exhausted and overstressed. It surprised her that, 
although the help she got from outside did relieve her, it evoked “even 
worse feelings” of inadequacy, because she felt that her failures were thus 
openly displayed before her own and other peoples’ eyes.

Consideration of Attachment Dynamics

I suspect that even though Mrs. E. did experience her mother as a secure 
base and had developed a fairly secure attachment initially, she had expe-
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rienced a lack of mothering after the birth of the twins. Very early, she 
had to help take care of her younger siblings, pushing her own desires 
for being mothered into the background. As a result, her attachment 
needs were not always assuaged. Instead, she served as a precocious 
secure base for her siblings.

A classical dynamic viewpoint might suggest that the patient’s oral 
needs had not been adequately satisfied and that she had consequently 
confused “having a mother” with “being a mother” and started a large 
family of her own. The increasing demands of her own children, how-
ever, especially during their first year, placed a great burden on her own 
resources, which were limited by the unfulfilled needs of her early years, 
and postpartum depression resulted. Her fourth child so overtaxed her 
emotional resources that his birth left her with a particularly severe post-
partum depression, in which she herself had to be taken care of by her 
social network.

From an attachment perspective, one might conclude that with four 
children, one a difficult infant, the patient had hit the limit of her ability 
to react appropriately and sensitively, despite the sensitive interaction 
with her infant that I observed. There was an increasing gap between 
her actual capacities and the great demands of her daily life. For how 
many children can she serve as a secure base, given that, unlike her 
mother, she does not have older children who are capable of serving as 
secure substitute mothers, relieving her of some of her responsibilities? 
The help that she received from the network of grandparents and other 
reference persons in the community initially gave her some physical and 
emotional relief. But it could not disperse the feelings of inadequacy 
evoked by the discrepancy she felt between her fundamental ability to 
relate to her infant as a secure base and the real demands placed on her, 
which she did not feel equal to confronting. The actual demands that her 
children made on her began to outpace her capacities, opening a wid-
ening gap that she could not close with her own resources. Her retreat 
into bed, which neither really relieved her nor allowed her to regroup, 
demonstrated that the patient’s early unfulfilled attachment needs made 
it difficult for her to make use of the help she was offered, and thus to 
gain sufficient strength and support to come to terms with the demands 
made upon her. The balance between serving as an attachment figure 
and accepting support from others when needed collapsed at this point, 
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and she began to experience the external offers of support as indicative 
of failure to live up to what was expected of her. I expected that the 
patient’s standards for maternal reponsiveness were very high and that 
she would make similarly rigorous demands on me. I thought that Win-
nicott’s idea of the “good enough mother” might be a relief to her.

Therapy and Course

Although Mrs. E. came to our first sessions with her little son, she 
“allowed” herself to attend subsequent sessions alone, as her mother was 
able to take the child. We spent a great deal of time working through her 
problem with “being able to take something for myself and not sharing 
it,” that is, using the therapy session only for herself, in order to satisfy 
her own desires for support, safety, and security. She recalled how she 
had had to share her mother with her other siblings; there was really not 
much time left over for “one-on-one.

The broad spectrum of the patient’s sensitivity was revealed in her 
reports about her children and family. She could describe precisely her 
children’s development and perceptions, as well as the demands they 
made on her at different ages. It was no wonder, given this high level 
of reflectiveness and her high standards, that she had reached her limit. 
The new baby had aggravated the situation because, due either to his 
reactivity or to his rather difficult temperament, he now had a complete 
lock on her attention and sensitivity. As a result, she felt an increasing 
discrepancy between her real and ideal self, leading to a state of physi-
cal and mental exhaustion. For this reason, treatment focused on the 
idea that she should make time for herself that she did not have to 
“share” with anybody, not only in therapy, but in her relationship with 
her husband, with her individual children, and even with her mother. 
I had a countertransference impression that the patient was eventu-
ally able to enjoy being alone for her sessions because she was out of 
reach of her family; it was “an hour just for me when nobody calls for 
Mom.

After 3 months of psychotherapy, her depressive symptoms had 
completely disappeared, except for a few days during which the patient 
had been kept up all night by her teething infant, leaving her physically 
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exhausted the next day. However, she was able to understand the cause 
and to differentiate it from her original depressive symptoms.

Symptomatically, things were going considerably better for her. 
With her little son’s increasing mobility, she discontinued her weekly 
sessions because she did not want to leave her “rambunctious little fel-
low” with her aged mother as often as before. Nevertheless, it was still 
important for her to be able to schedule appointments as needed, “like 
little islands where I can refuel.” Because of this, treatment stretched out 
over 2 years, but at longer intervals. For the last third of the treatment, 
the patient used the sessions in part to clarify current issues in her own 
life: how much of a burden she could still impose on her aging mother, 
for instance, and her guilt about doing it. But she also used the ses-
sions to discuss this or that issue of childrearing and development and to 
think about the development of her children in the quiet surroundings 
afforded by a sort of parenting consultation.

Concluding Remarks and Follow-Up

Even a very secure initial attachment experience does not protect a 
person from subsequent stresses of life, such as the birth of siblings. 
However, a secure attachment allows for a quicker recovery when the 
external issue disappears, making reflection possible, and more quickly 
possible as well.

It remains an open question whether Mrs. E.’s depressive symp-
toms remitted spontaneously or improved as a result of psychotherapy 
or medication. The etiology of postpartum depression is still unclear, 
and a multifactor process involving endocrinology, neurotransmitter 
physiology, and psychodynamics is being investigated. The insights 
afforded by attachment theory provide one possible way of understand-
ing this patient’s situation and illness, and of treating it. It would be 
interesting to know whether the depression would recur after another 
birth; however, the patient decided as a result of her therapy that rais-
ing four children, and setting them on the proper path, is a sufficient 
achievement.

Mrs. E. calls me occasionally to discuss briefly some question or 
another about childrearing. She uses these opportunities to acquire some 
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support for herself, which I am pleased to provide. No depressions such 
as those that occurred after her last baby’s birth have recurred to date.

The Mother with Postpartum Psychosis

Even today, mothers in treatment for postpartum psychosis are usu-
ally separated from their infants when inpatient psychiatric treatment 
is required. Psychiatric clinics in Germany still lack “mother and baby” 
units that would allow for simultaneous admission of the sick mother 
and her infant. There are as yet very few provisions in Germany for inpa-
tient care of mother and child together (Hartmann, 1997a, 1997b; Hart-
mann & Grande, 2007; Lanszik, 1997). I will now discuss the difficult 
attachment processes that take place under such circumstances between 
psychotic mothers and their children.

Initial Presentation and Symptoms

Mrs. F. is admitted for inpatient psychiatric treatment of an acute post-
partum psychosis; her first child had been born 2 weeks previously. She 
arrives with her husband, who holds her hand as if she were a child while 
she looks anxiously around the unit. During the intake procedures she 
continues to look deeply fearful, and as though she feels threatened. She 
insists that her husband remain for the intake examination. She grasps 
his hand throughout, pulling her chair close to him and clearly seeking 
his protection. She wants him to tell her story.

According to him, the pregnancy and birth of their baby daughter 
had been normal and completely unremarkable. They had looked for-
ward to the pregnancy and to the child, and at first both mother and 
child had been well. But even in the clinic, the nurses had noticed that 
his wife had occasionally been “unreliable” in caring for the baby; for 
example, she had gone to the hospital shop, leaving her infant alone in 
her room crying. During the rooming-in period there had always been 
other patients who had looked out for the baby, and at first no one was 
terribly concerned about this behavior.

When the father did confront his wife, she reacted evasively and 
then suddenly withdrew into silence. He experienced her as being very 
changed and withdrawn, and he was not able to establish emotional 
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contact with her again. He, the other patients, and the nurses had also 
begun to notice that she increasingly treated the infant as if she were a 
doll, becoming involved with her when she felt like it but then abruptly 
laying her down for reasons that nobody could fathom. Only during the 
course of a conversation with the psychiatrist who was brought in for 
consultation, and whom Mrs. F. continued to see after her discharge, did 
it become clear that at certain times the thought came to her that she 
must kill her child. For this reason, she removed herself from the baby’s 
vicinity for fear that she would not be able to control her impulses.

Mrs. F. listens apparently unmoved to her husband’s report. I learned 
later that she had been treated with neuroleptics, which would explain in 
part her restricted affect and her facial immobility. Because her husband 
and relatives feared that she might neglect the baby, or give in to her 
impulsive fantasies, outpatient psychiatric treatment notwithstanding, 
inpatient care was finally advised. Mrs. F. looked at me tensely and with 
hostility, stating brusquely that she was quite capable of taking care of 
her child herself, and that she was not at all in agreement with this plan. 
She was the mother, and it was she who should deal with her child. Mr. 
F. added that the child welfare office had been notified; they would orga-
nize round-the-clock care for the infant at home. The patient’s mother 
had also arrived to care for the child for a while.

Patient History

Mrs. F. is the younger of two children, with a brother 4 years older than 
she. She could tell us very little about her relationship with her mother, 
who, according to her, was “a difficult woman.” Her father had suddenly 
“keeled over dead” when she was 10. Either she had forgotten most of 
her early childhood experiences, or she failed to report them. During our 
initial conversations, Mrs. F. treated me in a very reserved and dismissive 
way, stressing that she was not there voluntarily. Her answers were curt, 
or she remained silent while staring at the floor. She sketched out a frag-
mentary life story, characterizing it as “a normal life” without particular 
high or low points. She had gone to preschool and school, done profes-
sional training, married, and had a child. The patient neither expressed 
nor mentioned any affect along with the description of her life, but great 
affect was palpable in the countertransference and was overwhelmingly 
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experienced by me as a tremendous diffuse tension. Only much later, 
when Mrs. F. was feeling better, did I learn that her mother “had sacri-
ficed herself for her children and done everything for them.” She had 
“ruled over” the home like a “mother hen”; she was always active and 
looking after the children. She had suffered from “depression,” however, 
and had been admitted for inpatient treatment several times because, 
Mrs. F. said, “she wanted to take her life.” The patient neither could nor 
would recall these times. She only remembered images of the emergency 
care physician, the police, the ambulance, and the psychiatric clinic.

These events occurred while Mrs. F was in elementary school. At 
about the same time, her father died unexpectedly of cardiovascular dis-
ease. Since then, her mother had constantly “leaned on her children for 
support, and clung to them.” The thought that her mother was now 
taking care of her little daughter made Mrs. F. “completely crazy.” For 
this reason, she pressed constantly to be discharged, and wasn’t willing 
even to consider inpatient treatment. Initially she lacked insight into 
her illness; later on, she was unable to assess what she would be able to 
achieve in terms of her relationship with her infant. After each weekend 
pass her symptoms became worse, and she felt completely exhausted 
and overburdened.

Consideration of Attachment Dynamics

Although the patient’s history is fragmentary, it may be assumed that Mrs. 
F. grew up with a very difficult relationship with her mother; this may 
be characterized as a disorganized/ambivalent attachment. Although the 
patient’s mother seems not to have suffered any psychotic breaks with 
associated neglect or abuse, she had clearly suffered repeated bouts of 
illness, with depressive phases that included suicide attempts or sui-
cidal thoughts that required inpatient treatment. We may suspect that 
Mrs. F. experienced her relationship with her mother in childhood as 
very inconsistent, possibly even as “hot and cold,” alternating between 
exaggerated or controlling overprotectiveness and the breaks in the rela-
tionship that resulted from the trauma of her mother’s suicide attempts. 
During her depressive phases, Mrs. F.’s mother was undoubtedly not 
emotionally reachable, and she was probably also unreliable in her care-
giving behavior and the sensitivity of her interactions. The patient would 
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not have been able to experience her mother as a haven of safety and a 
secure base for exploration. Furthermore, during her mother’s so-called 
healthy phases, the patient felt controlled, dominated, and confined in 
her ability to explore.

Mrs. F., now a mother herself who has to relate to her baby daughter, 
reacted with disorganized caregiving patterns similar to her own moth-
er’s; these were characterized by alternations between relational close-
ness and constancy toward the child, on the one hand, and disruptions 
in the relationship that were difficult for outsiders to comprehend, on the 
other. This interactional behavior was observed very early on. Mrs. F.’s 
attachment history, however, does not explain her fantasies, or the urge 
to kill her child. We may suspect that the depressive images contained 
in the fantasies were originally associated with her mother, then directed 
against her own inner child—her own self—and now projected onto 
her actual child. Attachment theory provides no adequate explanation 
for this painful process, which may be better described as an instance 
of projective identification: Mrs. F. learned as a child from her mother’s 
rapidly changing and inconsistent behavior to control both the fear she 
felt as a result of her mother’s encroachments and the fear (and aggres-
sion) that resulted from the relational disruptions, so as not to endanger 
further her relationship with her mother. These very early, and therefore 
now unconscious, fears and aggressions, arising out of mother–infant 
interaction patterns, had presumably been stored and suppressed in 
procedural memory. They were now reactivated in the relationship with 
Mrs. F.’s own child, where they burst out of the past and into the open. 
To an outsider, her symptoms appear to be psychotic fantasies because 
there is no immediately accessible understanding of the conflict. In fact, 
Mrs. F. herself has neither memory of nor emotional access to her aggres-
sive impulses, because the early interactional experiences and associated 
aggressive affects are stored only in procedural memory. Thus, her own 
unconscious aggression manifests itself in fantasies of killing her child, 
while at the same time she entertains unconscious fears that her mother 
could do something to her child.

It will be very important in the therapeutic process to establish an 
effective therapeutic safety net. The secure base offered to Mrs. F. in ther-
apy must be sufficiently strong, sensitive, and predictable that it will be 
able to contain her emergent aggressive impulses.
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Therapy and Course

During the first 3 weeks of treatment I spoke with Mrs. F. for 5 minutes 
three times a day. More prolonged contact was not possible, because of 
her intense defensiveness and her aggressive tension, and because of the 
clearly palpable mistrust that I experienced in the countertransference. 
Our interactions were precisely planned, scheduled, and firmly tied into 
the structure of the day. After a few days, our short meetings became 
very important to her; she sat expectantly by my door before each one. 
As time went on we became able to extend our conversations to two 
10-minute sessions, then to two 20-minute sessions, and finally, toward 
the end, to one session of approximately 40 minutes daily. This process 
reminded me of the changes that take place in frequency and duration 
while breast-feeding a developing child.

In contrast to my usual technique of leaving the structure of therapy 
to the patient (particularly in cases of relationship–resistant attachment 
strategies), in this case my technical approach focused on providing a 
safe structure. In her ambivalence and insecurity, the patient was not 
left to think about the frequency of our meetings; rather, she found a 
therapeutic net of relational contacts and structures, the purpose of 
which was to give her a feeling of greater security. Similar structuring 
of contact was provided by the care personnel and by the structure of 
the unit itself. Trust developed in this patient not only as a result of the 
individual relationship with me, but over the entire course of treatment 
in a therapeutic milieu.

During the early phase of Mrs. F.’s treatment, she wished only to be 
with her child, and it was horrifying for her to think of the baby in the 
care of her own mother. However, we were able to come to an arrange-
ment with her husband, whereby he would take over care of the infant 
during his vacations and whenever he was able to take time off from 
work. He would also bring the child with him to the unit as often as 
possible.

The patient began to take care of the infant with her husband; she 
could now also take long walks and visit home. In this respect, the hus-
band was an important secure base, on whom Mrs. F. could rely without 
reservation. There had already been indications of this when she arrived 
for inpatient admission clinging to his hand. As she gained self-confi-
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dence and competence in caring for the infant, she was able to discuss 
with her husband that he might take more of a backseat and let her take 
over more of the caring for the child.

Mrs. F.’s impulse to kill the child receded increasingly into the back-
ground as a result of ongoing neuroleptic medication. It was very hard to 
discuss her murderous impulses with her, because as she became health-
ier she was deeply shocked and upset by them. The attachment history 
that presumably underlay her aggressive impulses was not accessible to 
conscious processing, so completely split off was it from the patient’s 
experience. But as she became increasingly more competent in taking 
care of the baby, both on the unit and at home with her husband, there 
was no further reason not to discharge her from the clinic and set up 
outpatient treatment.

I was not involved in her further outpatient care, but I know that 
Mrs. F. continued to receive outpatient psychiatric and drug treatment.

Concluding Remarks and Follow-Up

This example points to a problem in Germany: in cases of early post-
partum psychosis, mother and child are admitted to psychiatric clin-
ics together only under exceptional circumstances. There is an urgent 
need that this be remedied in the future. In Germany (e.g., in contrast 
to Great Britain) the consequence of postpartum psychotic illness is that 
the infant must be placed with family caregivers or with strangers, and 
eventually may have to be placed in foster care. The mothers lose contact 
with their children over the course of their inpatient treatment, and the 
result is emotional estrangement from the baby if nobody in her family 
can provide caregiving in the way Mrs. F.’s husband did. In Great Britain 
both mother and child are admitted to the unit during the course of the 
mother’s treatment, so that the mother and child do not have to be sepa-
rated. It is almost always possible to help them form and maintain an 
attachment relationship, and they can usually continue to develop their 
relationship after the illness has subsided.

This example also illustrates how difficult, even impossible, it is 
to use an attachment-oriented approach in working through very early 
attachment relationships, which, like the aggressive affects in this case, 
are presumably stored in procedural memory. We are navigating through 
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preverbal early childhood developments, and these experiences and 
affects are very difficult to access in verbal therapy. They seem to be 
processed best through an understanding of transference and counter-
transference, or by such nonverbal psychotherapeutic techniques as art, 
movement, or music therapy. This requires prolonged treatment. Nev-
ertheless, attachment theory can provide an understanding of the early 
trauma of rapidly changing and inconsistent caregiving, as was the case 
with this patient, and it can give us the theoretical background to under-
stand the need for a consistent, dependable relational structure within a 
clear and comprehensible therapeutic framework.

The Trauma of Prematurity

Premature birth, especially extreme prematurity, is a traumatic experi-
ence for parents and can greatly impede the attachment process because 
of the infant’s need for intensive care and prolonged confinement in 
an incubator. Earlier losses and separations can become reactivated in 
the mother’s memory, and this can further hamper the establishment of 
attachment to the premature child (Brisch et al., 1996).

Initial Presentation and Symptoms

I meet Mrs. L. in a consultation. The nurses in the pediatric intensive 
care unit notice that she is withdrawing increasingly from her extremely 
tiny newborn, who weighed slightly less than 2 pounds at birth. She had 
been highly involved with her child at first, visiting the unit at all hours, 
and calling the physician daily to inquire about the baby’s progress. Now 
she visits more rarely, calls less often, and hardly ever wants to hold the 
infant. The nurses don’t understand this behavior; the newborn’s ini-
tially critical condition has stabilized, and the grave complications that 
Mrs. L. had feared have not set in.

Mrs. L. responds hesitantly to the offer of psychotherapeutic assis-
tance, but she arrives punctually for our first appointment. We had 
agreed to meet at the incubator, where Mrs. L. proudly showed me her 
little daughter and, beaming with pleasure, informed me of all of her 
minor and major developments.

At this first meeting Mrs. L. immediately stresses that she under-
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stands why psychotherapy had been suggested. The nurses had talked 
with her about the fact that she had recently been visiting less. At first 
she hadn’t noticed, but now that she has looked at it more closely, she 
realizes that the nurses may well be correct. Somehow she feels more 
distant from the baby than she did immediately after her birth. She 
doesn’t understand it herself, because she had been sitting by the incu-
bator every day for 3 weeks, sometimes for many hours, thinking about 
and participating in the care of her daughter. Mrs. L. is able to reflect 
and talk about herself in a very complex and insightful way. She wants 
to know why something has changed inside her.

Patient History

Mrs. L. grew up in very sheltered and structured circumstances. She was 
the older of two daughters, her sister being 2½ years younger. She briefly 
described her early life as satisfactory. Even now she can count on her 
mother, who has come for an extended visit and who is running the 
household so that Mrs. L. can spend many hours with her baby at the 
incubator. There appear to be few conflicts here. However, when Mrs. 
L. begins to talk about her father, she begins to cry. He had died in an 
intensive care unit while she was still pregnant with this infant. She had 
so wanted him to see her daughter. He would have been a very proud 
grandfather. In tears, she reports the many hours she spent in the ICU, 
sitting by her father’s bed. While he was in a coma, she noticed how dif-
ficult each breath was for him, and before he died he had been placed 
on a respirator, which she found to be “an unbearable torture.” She had 
always wanted to have children, and as she sat by her father’s deathbed, 
she thought constantly about her pregnancy and his imminent death. 
Even though her child arrived prematurely, it still came too late.

Consideration of Attachment Dynamics

Mrs. L. describes an early childhood of secure attachment. The way she 
has entered into the therapeutic relationship with me and her way of 
reflecting on her father’s death and her experience of it both speak as 
well for security in her way of structuring relationships. It seems likely 
that she has not yet begun to process the death of her father and their 
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long leave-taking in the intensive care unit. The grief process that is still 
taking place has overshadowed the necessary process of attachment to 
her premature infant, and this is all the more difficult in the context of 
the infant ICU and the incubator. It seems that the inpatient care of her 
premature child may remind Mrs. L. strongly of her father’s death in 
intensive care, and of her own loss and grief.

Therapy and Course

It was not hard for me to raise my suspicion that the necessary process of 
parental attachment to her child was being overridden by her grief over 
her father’s death. Our conversations dealt intensely with the passing of 
her father, and her grief. The patient slowly became capable of greater 
emotional openness with her baby, expressed by more visits to the unit 
and her increasingly frequent wish to take her daughter out of the incu-
bator and hold her. During this time she was also able to talk with her 
mother in the evenings about her relationship with her father. In this 
way, she could once again fall back on her mother as a secure base, both 
in conversation and in the current caregiving situation.

Concluding Remarks and Follow-Up

Mrs. L. had no further serious difficulties strengthening her attachment 
relationship with her child, and this case should be seen as an example 
of crisis intervention from the point of view of attachment theory. It 
demonstrates how the necessary attachment process—in this case com-
plicated by prematurity—can be overlain and disturbed by simultaneous 
separation and grieving processes as well as grief work. I suspect that 
without therapeutic assistance the formation of bonding with the pre-
mature child might have taken longer. Preoccupied with her grief, which 
had been reactivated by her experience in the infant ICU, Mrs. L. had 
not been able to open herself to her child optimally so that the neces-
sary mother–child relationship could be established. In terms of usable 
resources, however, she was able to count on her mother as a secure 
base and find support in dealing with reality, working through her grief. 
This case demonstrates how existing positive attachment relationships 
can become activated and serve as “protective factors” in stressful situa-
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tions. These should be promoted, thought through, and made use of in 
psychotherapy.

Even a secure attachment strategy does not protect one from dra-
matic and traumatic life events; however, it is a resource that can allow 
a person to better come to terms with such events, perhaps with the 
assistance of a therapist or other person.

ATTACHMENT DISORDERS IN CHILDHOOD

Up until now, I have been describing maternal attachment disorders and 
their effect on the development of the mother’s bond with the child. Now 
I will switch my focus to the development of pathological attachment 
patterns in young children. After having described maternal attachment 
disorders, it is easier to explain how attachment disorders of child and 
parent mesh in “statu nascendi.” Moreover, the development of attach-
ment disorders in children is easier to describe because children’s life sto-
ries are shorter, and any traumatic events do not lie in the distant past.

For each of the forms of attachment disorder that I have already 
described in the overview in Section II (“Attachment Disorders”), I will 
present a separate case example.

No Signs of Attachment Behavior

Initial Presentation and Symptoms

Five-year-old M. is brought in by his foster mother because of difficul-
ties in preschool. Even after a year and a half in the program, M. has 
still made no friends. He prefers to play alone, both in preschool and at 
home, and withdraws completely for hours at a time. So, although she 
describes him as “easy to take care of,” she has not been able to make 
emotional contact with him. He lives in a world of his own, in which he 
“hides as if behind a wall.” He has never shown any signs that he misses 
her. She is worried about what this kind of behavior means for his future 
in school and in life. She and her husband would like to adopt the child, 
and they are still hoping that M.’s behavior will change and that he will 
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show his foster parents that he is forming an attachment to them. At 
present, however, they are uncertain whether to adopt him—because he 
may well reject them—and they fear that perhaps they are not the right 
parents for him.

Patient History

M. was placed in his present foster family when he was 2 years old. He 
had been severely neglected, both physically and emotionally, during his 
first year in his family of origin. He spent his second year in a variety of 
foster care situations and in a pediatric clinic, where he was repeatedly 
admitted for short periods for neurodermatitis, bronchial infections, and 
possible asthma. By the time he was 2, he had spent a total of almost 12 
months as an inpatient in pediatric clinics with only short breaks—mal-
nourishment and neglect had been the reasons usually given for admis-
sions during his first year. The rest of M.’s history is not well known. 
The mother was apparently an alcoholic who lived in a succession of 
relationships. The foster parents do not know whether M. has siblings. 
According to them, M. made himself at home in the family quickly and 
without problems. His contact with their 7-year-old son was good: there 
was “little fighting and friction, but not much playing together, either.

While his foster mother is telling his story, M. is playing in the room 
without visible emotional participation. We are able to talk undisturbed. 
As they get ready to leave, M. suddenly and unexpectedly clings to me 
and begins to cry because he wants to stay. His foster mother and I are 
both very surprised by this behavior. She explains it by saying that per-
haps he has become fascinated by the new toys in my office. I note in 
the countertransference that I am very irritated by M.’s behavior; I would 
not have expected it, given his foster mother’s description. At the same 
time, I don’t really feel moved emotionally by the child’s reaction; rather, 
his abrupt and immediately expressed closeness evokes in me more of a 
distancing reaction.

Diagnostic Observations of Play

I observe M. over several play sessions to help me make a diagnosis 
before beginning treatment. The boy separates from his foster mother 
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without problems and accompanies me into the playroom, with which 
he is already familiar. After a period of wandering around the room, 
he discovers a wooden train. He calmly and carefully puts together the 
wooden tracks; he makes them open at the ends, however, so that they 
do not form a continuous loop. M. places a number of small human fig-
ures on the train. During the trip they get in and out; some of them fall 
off and lie next to the tracks. The train derails each time, because the 
track ends—the train falls over, and all the remaining passengers spill 
out. M. then puts the train together with a great deal of intuitive feeling 
and attention to detail, and the game begins all over again. The train now 
runs in the opposite direction and derails at the other end. M. repeats this 
game several times, never saying a word to me. He makes no eye contact, 
seems immersed in his own world, and never comments on his play. 
However, from his nonverbal gestures and in the countertransference I 
recognize that he is extremely tense. After he allows the train to derail 
for the third time, I say, “Oh dear, the poor people! In another accident. 
Who’s going to help them?” To this, M. has no visible reaction.

Consideration of Attachment Dynamics

I suspect that with his very unstable family situation and his early neglect 
by his alcoholic mother, M. has been unable to develop a secure emo-
tional attachment. Instead, he has undergone repeated, unpredictable 
separations and stays in the hospital, with changing foster care situa-
tions and new sets of caregivers. To an outside observer, as M.’s pres-
ent foster mother reports, M. demonstrates no attachment behavior. His 
brief emotional reaction to me at the end of our first conversation speaks 
to this in an almost paradoxical way, because the separation reaction he 
demonstrated was to a stranger, something that his foster mother had 
apparently not observed previously. I suspect that M. might have a num-
ber of contradictory, incomplete, or fragmentary inner working models 
with respect to attachment. However, the most stable one appears to be 
to make himself unavailable to any attachment whatever, and withdraw 
completely into himself. This is the pattern that he lives out over the 
play sessions that I observed. His game with the train was perhaps the 
clearest demonstration of it, demonstrating at the symbolic level how M. 
continually “derails”—remains uncared for; there is nothing at the end 
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of the track except another accident. Return trips follow the same pat-
tern. Shuttled back and forth between a variety of potential attachment 
figures, M. presumably feels that he is continually falling out of incipi-
ent attachments, being given away, without adequate care during these 
separations. I suspect that this child has developed an emotional attach-
ment to his current foster parents but that he cannot show it; his previ-
ous experiences lead him to fear that the old pattern of “falling off the 
train” might repeat with his new foster parents. The strongly symbolic 
quality of the train scenario moved me greatly, and made me hopeful 
that it would be possible to work with M. symbolically in play therapy. I 
interpreted his play as an indication of a spontaneous transference with 
hopes and desires for attachment; without such hopes he would not 
have expressed this symbolism in his unconscious play, which perhaps 
betrayed as well the hope of finding—in me in particular—a way out of 
the vicious cycle of repeated train accidents.

In this case, the problem of attachment is so strongly evident that 
conflicts relating to drive dynamics from the anal or oedipal period, as 
might be expected at his developmental age, are insignificant in com-
parison.

Therapy and Course

A 3-year course of twice- or thrice-weekly play therapy ensued, includ-
ing regular, sometimes weekly, conversations with the foster parents.

The child’s withdrawn play was the most important aspect of the 
initial phase of treatment. In the countertransference, feelings of empti-
ness and aloneness showed me that I was feeling unimportant, disre-
garded, and not even perceived.

Although M. preferred to play with concrete things like the train 
or building blocks, during the middle phase of treatment he switched 
to the sandbox. It was notable that at first he could not mold the sand. 
He finally spent a number of hours filling the sandbox with water, flood-
ing it, as he himself was cathartically flooded by his own affects, which 
were under high internal pressure. It seemed to me that M. was affec-
tively moved during this phase, and for the first time he was able to avail 
himself of offers of caregiving or assistance in structuring the situation, 
setting limits, and receiving support while he worked with the sand and 
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water. I had some concern over the fact that this phase in the therapy, 
which from a classical perspective could be seen as a regression, would 
be followed by the 3-week break of my vacation.

When I joyfully greeted M. on my return, he dashed into my office 
and began to “greet” me with fists, kicks, and aggressive outcries. This 
reestablishment of contact, his rage at the pause in therapy, and the sepa-
ration lasted a total of 20 minutes, during which time M. could barely 
be calmed. In the countertransference, I recognized his clear desire for 
closeness and physical contact with me, which he now expressed in 
aggressive form. It was very difficult for me to hold him physically, pro-
tecting myself from his blind rage and emotional violence, while at the 
same time keeping his desire for closeness in mind.

Without a background in attachment theory, I would have under-
stood this outbreak as a Mahlerian “crisis of rapprochement” (Mahler et 
al., 1975), or from the Kleinian point of view as an expression of archaic 
destructive impulses (Klein, 1946). From the perspective of attachment 
theory, however, this behavior was clearly to be seen as a first reaction 
to separation, with both pronounced attachment behavior and anger at 
being abandoned. It may well be that in his protest M. was only show-
ing the tip of the iceberg in terms of his early anger at separation, his 
aggression, and his disappointments about the many separations he had 
experienced. Presumably he had learned to suppress his feelings over 
time, because they did not prevent the separations occasioned by the 
child welfare office or his stays in the hospital.

Then followed a period during which M. acquiesced to separation 
from his foster mother at the beginning of each play session only under 
protest. I explained this clear attachment behavior with protest on sepa-
ration (such as we often see in younger children) to his foster mother as a 
sign of progress. At the height of these separation outbursts and protests, 
she had to spend the entire play session with M.; later she spent only a 
short amount of time in the room with us. Occasionally M. would run 
out of the room during the session to make sure that she was still wait-
ing for him. I myself was very relieved; I could see that his attachment 
behavior toward his foster mother and toward me was becoming health-
ier. But treatment was complicated by the fact that M. was no longer so 
easy to care for—I had to explain to the foster parents why in my view 
this actually represented progress. It seems that M. was demonstrating 
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separation and protest behavior at the preschool door, which neither the 
foster mother nor the preschool teacher were able to understand.

Over the course of treatment it became possible to interpret M.’s 
behavior at the beginning and end of sessions and at weekend and vaca-
tion separations. My first attempts to address his grief and pain were met 
with his demand to “Shut your trap!” But it was becoming increasingly 
important for him, for example, to take toys from the playroom home 
with him over the weekend, some of which he would bring back to the 
next play session and some of which he would return only after a longer 
period of time.

There followed a phase of age-appropriate conflict processing, in 
which themes of aggression, acted out with battles and knights’ castles, 
became significant. Oedipal themes also began to arise in his dealings 
with his foster mother. At the end of one session, M. found it important 
to show her his great castle-in-a-sandbox, with the powerful knights 
who had fought and killed me.

M.’s foster father had agreed to bring him to therapy once a week; 
the foster father’s inclusion in the structure of therapy facilitated M.’s 
identification with him, and resolution of the oedipal conflict was even-
tually possible. However, as always, periods of separation were points of 
contention. Aggressive reactions were evident for a long time after vaca-
tions; however, I had by now become attuned to and internally prepared 
for them. For this reason, my countertransference reactions were no lon-
ger as intense. Toward the end of his treatment, it even became possible 
to talk to M. about his fantasies, feelings, and pain before upcoming 
separations, with the result that his reactions after them became less 
intense. Finally, he began to take toys from the playroom with him on 
his own vacations, and explained to his parents that he absolutely had 
to bring them along. He had developed a secure internal working model 
of me and of his foster parents, who decided to adopt him. During the 
initial and middle phases of treatment, they had been very ambivalent 
about taking this step.

Termination of treatment was preceded by a long period of prepara-
tion. It was discussed with the parents as well as with M., who vacillated 
between the insistence that he wanted therapy to last for “always” and 
the incipient recognition that he no longer wanted to come to treat-
ment sessions because he would rather be playing with his friends and 
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brother. Over a lengthy and ambivalent transition phase, we were able to 
work through themes of separation, rapprochement, and saying good-
bye during the play sessions, partly through direct verbalization and 
partly in symbolic play. Finally, with a lengthy vacation and his upcom-
ing enrollment in school ahead of him, M. and I said good-bye. I con-
tinued follow-up conversations at 4-week intervals with the parents, in 
order to support them with M.’s further development.

Concluding Remarks and Follow-Up

From his very difficult and traumatic early childhood, and in spite of 
presenting a lack of clear attachment behavior, M. had developed into 
a lively and well-adjusted schoolchild who had been able to develop 
secure emotional attachment relationships with his foster parents. When 
treatment began, the development of attachment was the most signifi-
cant problem, after which both anal and oedipal themes could be worked 
through. Seen against another background—that is, not of attachment 
theory—his aggressive behavior in particular would have been inter-
preted differently, and a different technique would have been called for. I 
can imagine that therapists whose techniques are more in line with Mel-
anie Klein’s concepts would have interpreted and dealt with his aggres-
sive behaviors and destructive fantasies more directly and openly.

To date, M. has integrated into school without great difficulties. 
He has built up contact with a number of students (his “friends”), and 
has consistently sought close contact with teachers who are especially 
important to him.

undifferentiated Attachment Behavior

Social Promiscuity

Initial Presentation and Symptoms

Eight-year-old S. is brought to me by staff members of a residential 
school because, even after 2 years of treatment there she continues to 
demonstrate indiscriminate attachment behavior. She talks to strang-
ers she meets at the institution, in school, and on the street completely 
indiscriminately, but with considerable social skill, and she gets involved 
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with them in “pseudorelationships.” She signals to passersby whom she 
has never met before that she needs help, and then goes with them, thus 
placing herself repeatedly in danger of sexual abuse.

Patient History

S. had been picked up by the police as a “street child.” By her own 
account, she had “fended for herself” for several months. Investigative 
work showed that she was a war orphan from an eastern European coun-
try, and she had been told many times in the course of carefully con-
ducted conversations that her parents were dead, but she was convinced 
that her parents were still alive and held fast to this conviction. Little 
is known about her early history and development, as she herself was 
unable to disclose any specific information. According to her, she had 
several siblings, but she couldn’t say exactly how old they were. It is not 
clear when, where, and under what circumstances she became separated 
from her parents, or whether she witnessed their deaths.

Consideration of Attachment Dynamics

There was no way to know whether her indiscriminate relational behav-
ior and her attachment disorder existed before her separation from her 
parents, before their death, or before the start of the war. The trauma 
of the loss of her parents, which she denied, left her having to fend 
for herself. She did this by seeking out relationships indiscriminately, 
that is, her disturbed behavior had an adaptive function and ensured 
her survival. The staff had expected that with continuous therapeutic 
guidance she would give up this pattern and open herself to specific 
attachment relationships with staff members at her residential school. 
Unfortunately, this had not occurred. One potential reason for this might 
be her refusal to grieve the loss of her parents and her persistent hope 
that she would find them again. Perhaps she was constantly seeking out 
sequential short-term relationships to see whether they might be her 
natural attachment figures. She might also have been protecting herself 
from the necessary grief work over her parents by creating short-term 
pseudo-attachments. Her failure to attach to the personnel at the resi-
dential school might mean that they were not sufficiently knowledgeable 
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in attachment theory and were not working with the concept of attach-
ment security.

Therapy and Course

I did not treat this child myself, but supervised the staff members at the 
institution. It turned out that they had thought of S.’s behavior from a 
behavioral point of view. It was understandable that, in the short term, 
S. was continually reinforced in her behavior by a succession of ever-
changing indiscriminate offers of relationship, which is why she saw 
no reason to change. Sanctions placed on her by the staff in the form of 
house arrest met with little success. But the perspective of attachment 
theory made clear that, while she repeatedly began to develop discrimi-
nating relationships with individual staff members, all of these efforts 
had been frustrated by the fact that several staff members had left the 
school. In spite of arranging a “system of support figures,” it had not 
been possible for her to experience constancy of caregiving in the sense 
of a primary attachment over the past 2 years.

Once given a foundation in attachment theory, the staff came to 
understand how urgently necessary such constancy of relationship is 
for the formation of attachment security. The only way that S. could be 
expected to give up her indiscriminate relational behavior on the street 
would be if a secure base could first be successfully established with 
a staff member at the school. So far, she had felt like the “relationship 
orphan” there, and so it had made little sense for her to be open to a 
stable attachment relationship. Attachment theory provided a context in 
which contact between a female staff member and S. could be strength-
ened, and over the course of treatment an almost symbiotically close 
relationship developed between S. and this staff member. S. reacted to 
shift changes, free weekends, and vacations with vehement separation 
protest. Occasionally she ran away, and at those times she would again 
demonstrate her old attachment pattern on the street. As it eventually 
became evident that the necessary constancy of relationship had not 
been adequately provided over a long period of time, the decision was 
made to find a foster family for her. The institution and the youth wel-
fare office discussed the girl’s problems with the potential foster parents 
from the point of view of attachment theory.
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The foster parents were able to take part in psychoeducational and 
therapeutic conversations with the staff. These focused on the impor-
tance of relationship constancy for establishing a secure attachment 
base. They learned about S.’s early history and the indiscriminate attach-
ment behavior that resulted from it, which she used as a sort of defense, 
or coping mechanism. This preparation was necessary to keep the foster 
parents from feeling personally rejected or injured if S. were to run away 
or make friendly relationships with complete strangers.

After appropriate preparation, it was possible to place S. in a fos-
ter family. After about 6 months she began to show definite attachment 
behavior, with protest on separation and seeking closeness to her foster 
parents.

Concluding Remarks and Follow-Up

Consultation with the foster parents indicates that the undifferentiated 
attachment behavior that manifested itself in running away has com-
pletely disappeared, and that S. has developed a very stable attachment 
relationship to them.

Although S.’s behavior could be explained and understood from a 
learning theory perspective, the behavior modification techniques dic-
tated by this perspective and initially used to treat S. had been largely 
unsuccessful. By focusing the staff’s attention on the theoretical con-
cept of a secure base, it was possible to change their perspective and 
behavior. Working together with the child welfare office also opened the 
possibility of placing S. in a stable home with foster parents where she 
would be able to develop an attachment relationship. However, if we had 
not provided the foster parents with the necessary information about 
attachment concepts and explanations of S.’s behaviors, even before the 
foster relationship began, their irritation at complications in the foster 
relationship might have appeared relatively early, which could have led 
them to terminate the foster relationship.

It is probable that S.’s indiscriminate attachment behavior served 
as a defense against the grief work required by the traumatic loss of her 
parents. For this reason, we recommended that the foster parents keep 
the possibility of therapeutic treatment for the child in mind because of 
her war trauma.
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Accident-Prone Behavior

Previous History and Symptoms

In 2 years 4-year-old F. has accumulated such a large file that the out-
patient pediatric surgery staff is amazed by it. The boy is known to the 
doctors and nurses as a “regular customer,” and when he is brought in 
by his parents with injuries—for the umpteenth time—they greet him 
accordingly. He comes in for accidents and injuries, not merely for such 
trivialities as abrasions, cuts, and lacerations. He has already needed 
inpatient care for craniocerebral trauma with concussion.

I am brought in as a consultant, and the outpatient physician tells 
me about the boy. He asks doubtfully about whether such behavior as 
in this situation can be considered normal, whether he should be con-
cerned, and whether psychotherapy might be indicated. He has noticed 
that, even though the boy keeps coming back with injuries, he is always 
friendly and happy when he is brought in. This is quite a contrast with 
the behavior of other 4-year-olds who have been treated in the unit 
before. They remember it and kick and scream as soon as they reach the 
door.

Patient History

From a social history that my colleague had taken, I learn that both of 
F.’s parents are employed. Three children, ages 4, 8, and 12, are left at 
home unsupervised for many hours, cared for only by the 12-year-old. 
Even though F. shows no external signs of neglect, there are indications 
of emotional neglect. I remarked on the fact that F. preferred to engage 
in the fearless play that involved him in accidents during the evening, 
when both of his parents had come home from work exhausted; his 
behavior promptly engaged their attention and caregiving.

Consideration of Attachment Dynamics

My colleague knows nothing about F.’s early childhood development. 
However, the social history indicates clearly that he has not been cared 
for by his parents in a way that would support a secure attachment. 
His most secure relationship seems to be with his 12-year-old sister, 
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who is responsible for him as the primary attachment figure. I sus-
pect that although F.’s evening accidents ensure his parents’ attention 
and caregiving on a behavior level, his internal motivation might be 
interpreted as seeking attachment to them. From a behavioral therapy 
perspective, F.’s behavior is maintained and reinforced by his parents’ 
attention and the time-consuming and intensive treatment he receives 
in the outpatient unit. Not until the issue of attachment is consid-
ered can a deeper motivation for this behavior be appreciated. This 
view has consequences for treatment. It demands from the parents 
that they engage emotionally with their child, to form an attachment. 
They would have to spend more time with him and be more reli-
ably available, and by so doing obviate the reason for the accidents. 
A behavioral approach, on the other hand, requires that the parents 
not react with attentiveness and caring to repeated accidents, and as 
the injuries require treatment, they are unlikely to be willing to do 
this. Furthermore, if we assume that the accident-prone behavior rep-
resents a deeper desire for attachment, ignoring it would probably 
increase accident frequency.

Therapy and Course

No play therapy was undertaken with F.; his parents considered their 
son to be a “daredevil,” and as they made clear to the physician and 
nurses during their next visit to the ambulatory unit, they were not able 
to understand attachment theory. It is rather doubtful whether attach-
ment considerations would have any effect on these parents. On the 
other hand, the perspective and behavior of the outpatient personnel 
had changed. They no longer viewed F. merely as a child to be greeted 
in a friendly manner and then treated. They now felt more emotionally 
stricken when faced with F.’s behavior.

Concluding Remarks and Follow-Up

Over time, it was noticed that F. and his parents came to the outpatient 
unit less frequently. Unfortunately, we do not know whether this was a 
result of changes in relational dynamics or simply because the parents 
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now took their child somewhere else to be treated because of the con-
frontation that occurred in the outpatient unit.

Nevertheless, the perspective of the hospital personnel had been 
broadened by the view of this child’s attachment dynamics, so that they 
now realize that frequent surgical needs in a child may conceal wishes 
and fears based on these dynamics.

Exaggerated Attachment Behavior

Excessive Clinging

Initial Presentation and Symptoms

The mother of 5-year-old P. calls pediatric psychiatry to make an appoint-
ment—not for the child, but for herself. The reason for her call is her 
son’s refusal to go to preschool. P. urgently needs treatment, according to 
her, because, after all, he is going to start school when he is 6.

The mother arrives punctually at our scheduled meeting, holding 
P.’s hand firmly as she comes in. P. has refused to leave his anorak at the 
coat rack, and he sits on his mother’s lap. He is a strong little blond boy 
with dark button eyes—a nice-looking child whose looks alone should 
make him a teacher’s pet. His mother, barely 30, is very attractive. I 
notice later that she is somewhat overweight, which in fact she skillfully 
conceals by wearing an ample dark blue dress. With her widely draped 
dress and her son pressed close to her body, nestled in and seeming to 
shrink in her arms, she looks like a Madonna with child. I encourage 
P. to go over to the toy corner and look around and play with whatever 
he wants while his mother tells me some things. But P. glances over at 
the toys only briefly, and then presses even closer to his mother. She has 
made this appointment on the advice of a teacher, who considers P.’s 
behavior unusual for his age, and the parents are concerned about how 
P. will manage school next year if he doesn’t even want to go to preschool 
alone. His mother reports attempts to separate at the preschool door that 
end in panicked screaming. “With a heavy heart,” she says, she then 
takes him back home. In addition, P. has no friends; he plays only at 
home, preferably with his mother.
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Patient History

The mother reports that P. is her first and only child. The pregnancy was 
“the most beautiful time” of her entire life—only the actual birth did 
she remember as “terrible.” Shortly after it she was ill for a time; this on 
questioning turned out to be an episode of postpartum psychosis, which 
resolved after 4 weeks of medical treatment. I learned nothing about the 
content of the psychosis, and it was clear that the mother didn’t want to 
talk about it. She described the rest of P.’s childhood and development as 
typical and ideal. She felt that the lack of a stubborn phase was “healthy” 
and in no way peculiar, because she “can’t stand stubborn children.” 
Since P. couldn’t nurse as a result of her illness, she continues to this day 
to make liberal use of a baby bottle when he goes to sleep, so that he can 
catch up on the nursing he missed.

Further questioning brought out other separation problems, at bed-
time, for instance. P. could not go to sleep without his father or mother 
nearby. Usually he went to sleep in their presence on the sofa in the liv-
ing room, with a baby bottle.

The father is very dedicated to his work and comes home late. P. 
is often allowed to stay up late in the evening so that he and his father 
can play together for a while. His mother has read that fathers are very 
important in boys’ development. Because P. falls asleep late and she 
allows him to sleep in the morning, she cannot get him to preschool as 
early as the teachers expect.

The mother then jumped up suddenly, put the frightened P. on the 
floor, and without a word of explanation ran out of the room. I was 
completely nonplussed by this behavior. P. was crying and screaming 
shrilly, but he did not follow his mother. I tried to calm him by sitting 
on the floor next to him and suggesting that we play a game with a toy 
car. I assured him that his mother would soon come back, and that I was 
there, too. However, I was irritated and alarmed about what was going 
on with his mother. After about 3 minutes, she returned—pleased with 
herself, but a little out of breath. She had forgotten to switch off the 
light in her car. With this explanation, she sat down on the chair again 
and placed P. on her lap without further comment, although he had just 
begun to get interested in a police car. P. seemed to let everything wash 
over him, but this time he did not nestle as he had earlier. He sat up 
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straight on his mother’s knees and began for the first time to explore the 
playroom with curious eyes.

I handed him the police car, and P. began to play with it on the table. 
He whined and cried continuously as he played; in part this seemed 
to indicate that he wanted help, and in part it seemed like attention-
getting. Finally, he made a show of throwing the car onto the floor and 
then snuggling up to his mother. After some hesitation, he accepted my 
renewed offer of the car, and he resumed his play with it on the table. His 
mother spoke words of attempted comfort, telling him that he “shouldn’t 
act so silly.” At the same time, she turned her attention to me and com-
mented, “Now you have seen it `live.’ P. won’t let me out of his sight, and 
when I leave for even a moment, he creates a terrible stir.

I used this scene to talk to her about my irritation at her disappear-
ance; I had been concerned. She was surprised that it had made any dif-
ference to me, as it had only been for a moment. She reported that she 
left P. at the preschool door quickly—otherwise, she wouldn’t be able to 
get away.

I suggested to her that P. might have had the same reaction that I 
had just now when she left him without a clear good-bye at the pre-
school door. This was a completely new idea to her, because up to now 
she had always disappeared quickly in hopes that P. wouldn’t notice; 
she wanted to get away before he started screaming, something that she 
couldn’t bear.

Consideration of Attachment Dynamics

Presumably, P.’s early infancy had been disturbed as a result of his moth-
er’s difficulties with separation at the end of her pregnancy and her psy-
chotic episode. The scene in my office during our initial conversation 
was an indication that the mother clings to P., leaving him little room 
for exploration, while at the same time separating herself from him 
abruptly out of her own problems with separation, as during our initial 
conversation and at the preschool door. P.’s excessive clinging was in 
the foreground of the picture, while the aggressive behavior seen in the 
ambivalent insecure pattern of attachment was less evident. However, 
the mother’s difficulties with separation, as well as her insensitivity in 
caregiving and in interaction, clearly form the backdrop for this attach-
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ment disorder. Nevertheless, my interactions with P. suggest possibilities 
for interesting him in exploration and helping him to get over the school 
separation. I am reminded of his relationship with his father, who, in 
spite of his professional involvement, finds time to play with his son 
in the evening. P.’s excessive clinging, along with a massive attachment 
disorder, leads to pronounced problems with separation accompanied 
by very inhibited exploration. This is demonstrated not only at the pre-
school door but also at bedtime, when the 5-year-old can’t fall asleep in 
the absence of his parents.

Therapy and Course

I recommended play therapy for P., but this was unimaginable to the 
mother because, in her opinion, P. could not separate from her for so 
long. The father saw things differently, but the mother’s categorical “No” 
frustrated this plan. She wanted “parental counseling,” the goal of which 
would be that her child would be able to enter preschool and eventually 
school. Treatment therefore consisted of once a week “counseling” (actu-
ally therapy for the mother) and sessions that included the father about 
every 3 weeks. The mother liked this arrangement. She wanted more fre-
quent contact, which she arranged between sessions by telephone, with 
questions about P.’s behavior and about what she should do.

The difficulty P.’s mother experienced with separation from her child 
took center stage in this work. She herself had a very close, almost sym-
biotic, relationship with her own mother, with whom she spoke on the 
phone several times a day. She felt very insecure about her own paren-
tal competence, and she had marked problems with self-esteem that 
extended beyond childrearing. Increasingly over the course of therapy, I 
became the mother’s secure base. As a result of this, after 3 months she 
became able to take her son to preschool in the morning and manage the 
separation with the help of the teacher, knowing that immediately after-
ward she would come to me for her session. The therapy arrangements 
helped her feel sufficiently safe that she could separate from her son in 
the morning. Over the course of the therapy, I was able to speak with the 
father and to conclude that he was behaving increasingly as a supportive 
attachment figure. As often as possible, he planned his business activi-
ties in such a way that he would be the one to take his son to preschool. 
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A telephone call from the teacher made it clear to me that she was trying 
to help P. deal with the separation by involving him in play with other 
children as quickly as possible on his arrival. I asked her to consider 
that P. would first have to develop a secure foundation with her before 
he would be able to use her as a secondary attachment figure despite 
his ambivalent attachment to his mother. This intervention, and a new 
arrangement at the preschool, with time set aside in the morning for 
individual care from the teacher, made it possible for the boy to become 
more independent and separate from his mother with little protest.

After about 6 months, P. was able to go to preschool in the morning 
as a matter of course, and the parents considered that the goal of therapy 
had been achieved. The mother felt that there was no further reason for 
therapy, especially since the boy’s bedtime behavior had also changed. 
He was now able to go to sleep in his own bed if the door was open and 
the light was on. It was important to P. that his father take him to bed.

Concluding Remarks and Follow-Up

Undoubtedly, this treatment was only a temporary solution to an acute 
problem. The mother’s pronounced problems would have required 
lengthier therapy, and she mentioned this possibility at our final session. 
Whether or not she will make use of it remains an open question. P.’s 
father’s involvement played a considerable role in the success of ther-
apy and in P.’s changed behavior. He made separation easier for his son 
while at the same time introducing him to the world of exploration. The 
behavior of the teacher was just as important. She took care of P. after 
the morning separations from his mother by offering him short periods 
of individual attention, thereby giving him the opportunity to establish 
a secure base with her as secondary attachment figure.

My relationship with the mother may have functioned as a secure 
base, making the morning separations from her son easier to handle, 
especially on days when the therapy sessions occurred immediately after 
she took her son to preschool. I doubted the stability of this “successful 
therapy,” however, and told the parents that they should feel free to call 
me at any time if separation problems recurred or if there were other 
difficulties. I later learned from the father that P. had developed “quite 
well,” and that he had been proud about entering first grade.
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Inhibited Attachment Behavior

Initial Presentation and Symptoms

I am called in to consult on the peculiar behavior of a 3-year-old girl. 
N. has been admitted for planned surgery. The nurses have noted that 
N. appears timid and overly compliant, in that she was highly coop-
erative and underwent all examinations and preoperative procedures 
“without crying or whining.” One look from her mother was enough 
to make N. overcome her hesitation when blood was being drawn. 
She showed no clear separation reaction when her mother left. The 
pediatric nurses reported that, as soon as her mother left, the girl, 
who had previously been so timid, became talkative and very active; 
she explored the unit and seemed to become a different person emo-
tionally. They suspected that coercion might play a role in N.’s rela-
tionship with her mother.

Patient History

In my first conversation with the mother, who gives information readily, 
I learn that her pregnancy was normal and so was N.’s early develop-
ment. N. has a 1-year-old brother, with whom she plays cooperatively. 
The mother has “no problems” with either child: “Both turned out well 
and do what I tell them.” N. recently started preschool, which she really 
looks forward to. The mother knows of no separation problems. When 
they went out in the evening, they could leave N. alone with a baby-
sitter, even when she was very young. I bring up the topic of N.’s pecu-
liar behavior on admission. N.’s mother cannot understand our concerns 
about this “normal behavior of a normal child.” According to her, N. 
had simply needed time to get used to the new situation; she is always 
very lively, and in preschool she is known to be a curious little girl. In 
response to my questions, the mother adds that she is very strict with N. 
at home, as you have to “make clear who makes the rules.” Obedience 
is very important to her; a glance should be sufficient. Although she is 
prepared to mete out physical punishment, this has not been necessary 
because N. knows that she is serious. The threat of punishment alone 
suffices.
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Consideration of Attachment Dynamics

I presume that N.’s peculiar and overly conforming behavior is an 
expression of her attachment relationship with her mother, which 
requires that she move within clearly set boundaries enforced by threats 
of punishment. These delimit both her attachment and her exploratory 
behavior. Inpatient admission and procedures such as blood-drawing 
must have been frightening to her, but she did not dare to show the 
expected comfort-seeking reactions to her mother out of fear of being 
punished for disobedience. She suppressed her attachment needs while 
her mother was present. I understand this excessive conformity to be a 
disorder, since the suppression of attachment needs in situations of fear 
can lead to elevated physiological reactions with somatic and psycho-
somatic consequences, similar to those found in avoidantly attached 
children.

Therapy and Course

No therapeutic bond could be established with N.’s mother. We had 
three more conversations during the time that N. was in the hospital, 
but my attempts to acquaint the mother with the implications of attach-
ment theory went nowhere. She insisted that she had been brought up in 
the same way, and she expected her child to learn order, and right from 
wrong. She considered it progress that, although she herself had received 
many beatings as a child for disobedience, she was managing to raise her 
children by strictness alone.

Concluding Remarks

No follow-up information is available. However, this case illustrates 
why it is advisable to look for problems of attachment dynamics in chil-
dren and adolescents whose behavior is overly conforming, especially 
when fear-provoking situations do not evoke age-appropriate expectable 
attachment behavior. Whether this situation causes psychosomatic dis-
turbances related to stress and its elevated physiological reactivity is the 
subject of continued research.
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Aggressive Attachment Behavior

Initial Presentation and Symptoms

V., a 9-year-old schoolgirl, comes to me at the insistence of the child 
welfare office after she had physically attacked and injured her mother 
several times. Aggressive quarrels between daughter and parents were 
known to occur, and V. had already been suspended from school because 
of constant aggressive behavior toward other students.

Both parents arrive at our initial appointment drunk. Their 9-year-
old daughter is with them, and they are accompanied by a caseworker. 
I am barely able to extract a structured history, because the parents feel 
like they are in a court of law. Summoned to appear by the child wel-
fare office, they are boycotting the proceedings by remaining more or 
less silent. V. responds to my attempts at conversation with aggressive 
and provocative insults. She sizes me up exactly, tests my reactions, and 
swears at me repeatedly. When I discuss with her parents the possibility 
of inpatient treatment, V. begins to cry, clings to her mother, and protests 
that under no circumstances will she permit herself to be separated from 
her: “We stick together.” A few minutes later she is heaping loud abuse 
on her mother, on the grounds that it is her fault if she, V., has to go into 
the hospital.

Consideration of Attachment Dynamics

V. is the sixth child of her parents, who have been alcoholics for many 
years. She had very unstable early childhood relationships with both of 
them. The family has been known to the child welfare office as a “prob-
lem family” for a long time. V.’s older siblings (three children are in foster 
situations, and one sister lives in a home; only V. and the brother, who 
is 2 years older, live at home) have also had trouble with antisocial and 
aggressive behavior. Reports from the child welfare office make clear 
that aggressive quarrels with each other and with their children char-
acterize the parents’ day-to-day relationship style, especially when they 
are drunk. Presumably V. learned very early that aggression—primarily 
verbal aggression in the form of insults and provocation—are everyday 
forms of establishing attachment and contact. I experienced this very 
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directly in our initial contact, as I saw V.’s insults as a way to create 
the possibility of a direct personal relationship with me. In her daily 
relationships with teachers and classmates, however, these aggressive 
ways of initiating relationships lead to the opposite result, as they are 
not understood to represent a desire for attachment and relationship. 
V.’s actions cannot be adequately explained at a purely behavioral level, 
because while her aggressive and insulting behavior does gain attention 
for her, it also ends up getting her rejected. From that perspective, con-
tinuing aggression makes no sense. From the point of view of attach-
ment dynamics, however, V.’s aggressive behavior may be understood as 
an attachment disorder, a pattern of relating established in the course 
of aggressive quarrels with the mother. When the possibility of a sepa-
ration (inpatient treatment) comes up, V. reacts with clear separation 
protests and plainly demonstrates that she is attached to her mother, 
though her attachment behavior is accompanied by the use of insults. 
Of course, these aggressive quarrels could also be an expression of rage 
and disappointment. However, in that case we would expect that she 
would set boundaries more clearly and distance herself from her mother, 
with whom she has a history of frustrating interactions with reason to 
believe that these frustrations will continue. Attachment theory makes it 
possible to understand the attachment of victims of abuse, coercion, and 
brutalization to the perpetrators.4 For V., aggression is a familiar means 
of establishing and intensifying an albeit insecure attachment between 
herself and her mother.

Therapy and Course

It became evident over a few meetings that V.’s parents possessed nei-
ther the motivation nor the insight for psychotherapy. Yet, admission for 
inpatient treatment, while therapeutically sensible, nevertheless seemed 
unpromising because the experience with children like V. is that they 
soon run away from inpatient facilities and return home. Such behavior 
frustrates many institutions to the point where they are no longer pre-
pared to cooperate, and these children may lead a “vagabond” existence, 
shuttling among the institutions to which they have been remanded, a 
variety of youth home and foster care situations, and their natural par-
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ents, with whom they seek out frequent periods of intense contact. In 
cases of abuse and maltreatment, parents in such family constellations 
often pull out all stops to discover the undisclosed places where their 
children are living.

We discussed with V., her parents, and the child welfare office the 
possibility of a group home for girls close to the family’s neighborhood. 
Parents and child both agreed to this solution, and V. moved into the 
group home on a trial basis. This way the potential for attachment con-
tact between V. and her parents was not precluded; instead, such contact 
could be cultivated under more structured conditions. The possibility of 
structured parental visits and weekend passes was considered and justi-
fied from the perspective of attachment theory in discussions with the 
staff of the group home.

Earlier in my career I would not have considered such an approach 
very promising and would have made a case for stricter separation from 
the parents and for inpatient child psychiatric care; I would not have 
proceeded from an assumption of attachment between parents and child, 
given their prior history of frequent aggressive quarreling. Given V.’s rage 
and disappointment, and her aggressive behavior toward her parents, I 
would have expected her to feel relief only if she were separated from 
them and not subject to further frustration.

Concluding Remarks and Follow-Up

With her admission to a group home and with parental visits that main-
tained the relationship, V.’s development became calmer. She was able to 
attend school regularly again, and as her attachment to the caregivers in 
the home increased she became able to cultivate the relationship with 
her parents, taking into account her need for closeness as well as for dis-
tance—she learned to distance herself when her parents’ drinking made 
them unavailable or when the aggressive quarrels arose, and fall back on 
helpful relationships in the group home. She no longer had to provoke 
her parents aggressively in order to achieve or maintain an attachment 
relationship with them.

In summary, I want to stress that attachment phenomena must be 
taken into account in cases of aggression, abuse, or brutalization. In gen-
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eral, we assume that it is necessary to separate the perpetrator and the 
victim. Unfortunately, there is as yet very little research on the effects 
that trauma has on attachment, on the one hand, and on the other, how 
separation conditioned by the trauma affects the development of chil-
dren. Therapeutic approaches that allow for the possibility of physical 
separation with intermittent interaction in the form of structured vis-
its between maltreating parents and child victims have, in my opinion, 
not been adequately tested because the theoretical principles involving 
attachment in the perpetrator–victim relationship have not been suffi-
ciently considered and researched.

Attachment Behavior with Role Reversal

Initial Presentation and Symptoms

Five-year-old D. is brought in to see me by her mother, who says that the 
child has refused to go to preschool for the past 3 months. The mother is 
not able to explain this behavior, as D. had always liked preschool.

Throughout our first conversation, D. maintains physical contact 
with her mother: she stands next to her, holds her hand, and looks 
directly into her mother’s face. When the mother, describing the situa-
tion, begins to cry, D. climbs onto her lap, dries her tears with her hands, 
and comforts her mother by touching her tenderly.

Patient History

D. is her parents’ only child, and the couple has recently separated. It 
came as a complete surprise to the mother when the father moved out 
and, as she says tearfully, her world “collapsed.” According to her, D. had 
a very intimate relationship with her father; current visitation guidelines 
state that she is to visit her father every 2 weeks. The mother is very 
depressed about the separation and is receiving psychiatric treatment for 
depression. She believes that D. is suffering greatly by being pulled back 
and forth between her mother and her father. After visiting her father 
over the weekend, she is always “completely destroyed and disturbed.” 
On Mondays, she is unable to separate from her mother and go to pre-
school.
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During our second session the mother tells me that she threatened 
to kill herself and her daughter 4 months ago. D. was very upset about 
this and since then has not slept in her own bed, but in her father’s for-
mer bed, next to her mother’s bed.

The mother says that D. was an eagerly awaited child; she describes 
D.’s early development as unremarkable and ideal. She herself gave up 
her profession to devote herself to her family. D. had always been a 
lively and sunny child, curious and open. She loved preschool, and 
everyone there liked her. Now she is sad; she sits around, won’t go to 
preschool, and doesn’t even leave the house anymore. The father is to 
blame for everything because, in the mother’s view, he abandoned the 
family.

Consideration of Attachment Dynamics

I suspect that D. had a very secure attachment to her mother, but that 
the acute stress of her parents’ separation has resulted in an attachment 
disorder with role reversal. D. experiences her mother as depressed. The 
mother is presumably clinging to her daughter since her separation from 
her husband, using her as an “attachment-antidepressant.” Her threat to 
kill herself and her child has frightened D. considerably, so that she now 
worries even more about her mother. I observed this role reversal when 
D. comforted her mother in her grief, taking over a mother’s responsibil-
ity. D. cannot continue her own normal exploratory behavior—going 
to preschool, getting together with friends—because of the vigilance 
demanded of her in her effort to support her mother. Over the week-
ends, when she is connected with her father and separated from her 
mother, she fears that the mother might kill herself in her depression. 
For this reason, the weekend visits represent a great attachment conflict. 
Attachment conflicts are typically found in children of divorced parents 
when attachment behavior and relationships with both parents exist, but 
here the situation is dramatically heightened because D. is not merely 
faced with a possible deterioration in the relationship with her mother if 
she turns to her father, but instead with the actual loss of her mother as 
a result of her depression and suicide threats.
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Therapy and Course

D.’s mother was willing to let D. begin play therapy, but she was skeptical 
about how it could improve D.’s behavior. Shortly after the initial consul-
tation I received a call from the mother’s attorney, asking me to provide 
an expert opinion, stating that D.’s emotional development was threat-
ened by the weekend visits with her father. The mother had reported to 
the lawyer how very “disturbed” D. was after these visits. Therefore, as 
the legal representative of his client, he was concerned for the well-being 
of the child. I attempted to explain that, although I was quite prepared 
to make myself available for treatment, I could not simultaneously act as 
an expert witness in a divorce proceeding. However, the mother and her 
attorney insisted on an expert opinion. Because I refused, our relation-
ship ended, and there was no treatment.

Concluding Remarks and Follow-Up

This example makes clear how especially great is the role played by 
attachment dynamics in cases of separation or divorce, and how children 
may be plunged into conflicting attachment loyalties and ambivalent 
feelings about both parents. The expressed wish of many children that 
their parents should “get together again” is evidence of their efforts to 
resolve their attachment ambivalence. It is necessary to take these aspects 
of attachment dynamics into consideration with great therapeutic sen-
sitivity both in the treatment of children and in discussions with their 
parents, so that the children, who are intensely attached to both parents, 
can maintain these attachments and find a new modus vivendi. If divorc-
ing parents use or abuse their children’s attachment capacities, needs, 
and relationships in order to resolve their own psychic conflicts (in this 
case a depressive suicidal crisis), then the typical attachment behavior 
characteristic of role reversal may occur. The children are expected to 
provide a secure attachment base for their depressed, injured, and suf-
fering parents. They must satisfy their parents’ attachment needs and 
stabilize them while suppressing their own fear of loss of the parents. It 
is important to realize that without therapeutic help a new pathological 
attachment may develop out of such paradoxical attachment relation-



178 TREATING ATTACHMENT DISORDERS 

ships, which the children may then bring into later attachment relation-
ships.

Psychosomatic Symptoms

Failure to Thrive

M. was referred to me by a pediatrician versed in endocrinology who has 
diagnosed failure to thrive. No hormonal cause could be determined, 
and he wondered whether the cause might be psychogenic.

Initial Presentation and Symptoms

M., a 14-month-old male infant, is brought to the initial consultation by 
his young parents (mother, 22; father, 25). The mother reports that dur-
ing a recent medical checkup normal growth was found to have ceased, 
and repeated examinations confirmed that growth had in fact slowed. 
Tests to rule out hormonal disturbances found no pathology. Neverthe-
less, the mother is convinced that there are still tests that have not been 
done and that it is only a matter of time until some illness is found. She 
is very alarmed and cannot understand why she has been referred to a 
child psychotherapist. I experience both parents as distanced, dismis-
sive, and reproachful. In the countertransference I sense clear rejection. 
They feel that they have been mandated to see me, misunderstood, and 
placed on the “psycho-track.” With great patience I listen to the litany 
of detailed reports about tests already conducted and results obtained. 
The parents have also brought letters from a variety of physicians for my 
information. My impression is that these letters are meant to convince 
me of the organic genesis of the growth retardation.

M. is the first child of these parents. Four months ago the mother 
has begun working again; the father is professionally independent. He 
is very successful, apparently the result of his great dedication to his 
work—“he works day and night,” his wife says. M. has been in family 
daycare since his mother returned to work 4 months ago. She brings 
him in at 7:00 in the morning and picks him up again at 6:00. The 
daycare mother is very flexible and generous; the child occasionally 
sleeps over with her as well. M. is one of four children being cared for 
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by this woman. Although M.’s mother sometimes gets the feeling that 
the daycare mother is caring for the children “for profit alone,” she is 
nonetheless pleased with her flexibility, because it allows her to work 
full time in her old position. During our conversation, her son is sit-
ting on the floor in a baby chair next to her. After a while he begins to 
whine and then becomes irritated. His mother manages to distract and 
quiet him by pulling a succession of toys out of her bag as if by magic. 
He plays with these for a while, but then throws them down and begins 
to whine again. I have the impression that M. wants to be taken out of 
his chair and into his mother’s arms so that he can move, or perhaps 
even explore the playroom a little. I offer this possibility to the parents, 
but they both reject it on the grounds that M. would only want to be 
taken by the hand and led around the room, and then we wouldn’t be 
able to talk anymore. The conversation finally ends when M. starts to 
cry, and the parents get up and terminate the conversation. The parents 
are prepared to come again “if we absolutely have to,” but they don’t 
see the point in it.

Consideration of Attachment Dynamics

M. was a planned child of this young couple, both of whom are very 
dedicated to their jobs. My initial impression, confirmed by our later 
conversations, is that both parents demonstrate a rather aloof caregiving 
pattern; they respond in a functional and monotone way to their child’s 
attachment and exploration needs. They interact with their child based 
upon their own needs. I suggest that they try to attune themselves sensi-
tively to the child’s signals and needs, but the parents neither accept nor 
act upon this advice.

In our first conversations I see reason to suspect a psychogenic cau-
sation of the retarded growth; an avoidant attachment disorder between 
parents and child may have led to emotional deprivation made even 
worse by the daycare situation. There M. is the fourth of four children, 
and, although he is physically well cared for, I suspect that the experi-
ence of emotional attachment that he needs is not sufficiently available, 
either from the daycare mother or from his parents. M. demonstrated 
clear attachment signals and sought closeness, but his parents neither 
understood these signals nor responded adequately to them. They felt 
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that they risked spoiling him if they responded to his whining and took 
him out of his baby seat. “We want him to know what’s what right from 
the start.

Therapy and Course

As prescribed, the parents came every 2 weeks to sessions that took on 
the character of parent training. We talked about M.’s development, 
his wishes, needs, play, curiosity, and interests, and over time the par-
ents became more adept at perceiving their child’s signals and needs. 
A pediatrician, whom the parents viewed as their primary consultant, 
was seeing the child at the same time. As several weeks passed, the par-
ents began to trust me more and to turn to me for answers to specific 
childrearing questions. As a result, I was able to videotape a mother–
child play interaction and to watch the video with the parents. They 
responded positively to this approach, which resembled the sensitivity 
training we had first used for interactional training with the parents of 
premature infants. Together we observed the child’s behavior and reac-
tions, his mother’s responses to them, and the perceptions to which she 
gave priority. We also discussed other possible ways to respond. As a 
result, the parents’ creativity increased, and it became easier for them 
to tune in to the child’s inner world. (It is crucial when beginning this 
type of perception and sensitivity training to reinforce the parents’ posi-
tive perceptions and behaviors so that they do not come to doubt their 
own competence, even when, as with these parents, competence at first 
seems to be in short supply.) After 6 months, M.’s growth curve began 
to normalize. He was now able to get about freely, and his parents could 
perceive his need for exploration—one of the things we discussed was 
how to make an apartment safe for a curious 2-year-old.

The parents and I continued to meet irregularly over the next 2 
years. M.’s retarded growth, the presenting complaint, was no longer an 
issue because by then it had begun to normalize. The parents now came 
to me with questions about child development, and they made every 
effort “to do everything right.” M.’s stubbornness, and the parents’ origi-
nal fear that they might spoil him, became the most important themes 
in therapy.
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Concluding Remarks and Follow-Up

The initial disorder, with its tendencies toward the development of emo-
tional deprivation, was reversed in therapy. At no time during this period 
was M. treated with hormones, as no growth hormone deficiency was 
ever found. The parents’ aloof caregiving and their low sensitivity to 
the child’s signals improved over the course of their consultation and 
sensitivity training with me. This enabled them to interact with him 
more responsively and take better account of his age-appropriate need 
for exploration. It remains an open question whether and how their 
underlying dismissing attachment strategies were changed by these new 
experiences. Nevertheless, the child’s attachment security appears to 
have been supported by the parents’ changed interactional style in that 
the development of an extreme attachment disorder with psychosomatic 
reaction was avoided.

Eating Disorders

Initial Presentation and Symptoms

A female friend of G.’s mother (whose own child I had once treated) calls 
to set up an appointment for her, asking whether I treat children with 
eating disorders. She accompanies her friend and her 8-month-old son, 
G., to the initial session.

At first glance, G. appears to be a normally nourished boy. He sits 
in his baby chair looking about curiously while his distraught mother 
reports that he is a poor eater and that she spends hours each day trying 
to feed him. Often her eyes fill with tears at his refusal to eat. Every week 
she visits the pediatrician, who weighs G. and gives her the same report: 
“No weight gain.” All the tests for organic causes have come back nega-
tive, but she is convinced that something is wrong with her child, and 
further tests are scheduled. In the meantime she is at the end of her rope, 
and she dreads each next feeding. She is preoccupied with food. Finally, 
her friend suggested that she make an appointment with me; perhaps it 
is she who needs help more than the child. In fact, the mother is com-
pletely exhausted and despondent, and she begins to cry. While this is 
going on, G. is becoming increasingly agitated in his baby chair, and he 
wants to be held. She picks him up, but he continues to be agitated. The 
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mother is not able to respond to him because she is preoccupied by her 
own thoughts and her narrative.

Patient History

G.’s mother is 25 years old, and G. is her first child. She reports that she 
and her husband had wanted a child. The pregnancy was apparently 
completely normal, although she tended throughout to brood and fret 
about all the things that could possibly go wrong. She discussed preg-
nancy and birthing for hours on end with her mother and other women; 
at times she got herself worked up at the thought that G. might be handi-
capped, or even die at birth. When he had to be admitted to the infant 
clinic for several days because of jaundice, it was enough to cause her 
world to collapse. He was breast-fed for only a short time; she apparently 
nursed him for only 3 weeks. It may be that lactation was disturbed by 
her being upset. G. bottle-fed eagerly, but he often vomited afterward. 
She was very worried about this and went to the pediatrician for advice. 
When he established that G. was gaining weight slowly, she went into 
a panic. She had been besieged with advice from all sides (especially 
from her mother) about how to feed G. She said that her mother called 
almost every day to inquire about G.’s condition, always wanting to 
know whether she had cooked meals and whether she herself was eating 
enough. Her mother was thus becoming involved with all aspects of the 
household. G.’s mother feels that she is being watched and controlled 
from all sides: by the pediatrician, by her mother, and now perhaps by 
me as well. Her husband tries to support and relieve her, but he works 
shifts and so a regular feeding schedule is not possible long term.

Consideration of Attachment Dynamics

I suspect that the attachment of G.’s mother to her own mother is rather 
ambivalent; her feeling of insecurity and of being controlled and watched 
is consistent with this. In her distress, she calls her mother often, but at 
the same time she wants to be able to care for and make decisions about 
her child on her own. Fears during pregnancy that the child might be 
handicapped are not unusual. Apparently, though, they have taken on 
greater significance in this case because, in her fear and distress, G.’s 
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mother turns to many people, including her own mother. However, she 
derives little security from doing so. Although the baby is of normal 
weight, and there is no acute danger that he could starve, a vicious cycle 
has developed. Because of her own insecurity, this mother suffers from 
low self-esteem with regard to her maternal competence. She spends 
hours with the child, completely fixated on feeding, while at the same 
time she is extremely angry and irritated about this form of relationship. 
Because this is “a life-and-death matter,” she naturally doesn’t want to 
let her baby starve, and as a result is unable to set clear boundaries. She 
re-creates an ambivalent attachment pattern with her child, and feeding 
becomes the focal point of the ambivalent interaction. As a result, G. is 
actually developing an eating disorder with vomiting and refusal to eat.

Therapy and Course

I assured the mother that I did not want to be another person telling her 
what to do, but that I wanted to offer her support and safety in this dif-
ficult situation so that she herself would be able to determine when and 
how often to feed the child. Furthermore, I let her know that I could see 
quite clearly that she has a very loving relationship with her son. She 
has been made very unsure of herself by an overabundance of recom-
mendations and second-guessing, especially from her own mother. She 
sighed loudly and agreed with me. We talked about whether it would 
help if I discussed with her pediatrician the possibility of not having G. 
weighed weekly, and letting her decide when to make an appointment 
for a weighing. At first the mother was relieved by this idea, but then 
she later added the caveat that she didn’t want to deal with long waiting 
periods between calls and appointments; if she needed an appointment, 
the pediatrician would have to see her on short notice.

She also agreed with my suggestion that she call me whenever she 
felt the need, and I agreed to return her calls as soon as I could. At first 
she wanted to call before and after each feeding because she felt so tense, 
believing that each feeding “could only go wrong.” For the first few days 
she made heavy use of the phone, and I was able to reassure her about 
the feedings. She convinced herself that everything would go well and 
that she would give G. the proper amount of food or, at my suggestion, 
allow her child to decide how much to eat. After each feeding I had to 
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reassure her that G. would not starve, even if he took small portions, and 
that she did not have to justify this to her mother. Within a few days the 
interaction around feeding became less tense, and she felt calmed by our 
telephone conversations.

Her boundaries with her own mother became the focus of subse-
quent sessions. G.’s mother still wanted closeness and support from her 
own mother; at the same time she wanted to establish boundaries, and 
to assume primary responsibility for caring for and raising her child. Her 
entanglement in the relationship to her own mother, however, made it 
difficult for her to serve as a secure base for her own child. The relation-
ship between G. and his mother was well on its way to an entrenched 
ambivalent attachment pattern, by way of an eating disorder, but, little 
by little, she was able to take steps toward establishing boundaries with 
her own mother, among other things by limiting their telephone calls to 
a single conversation per week. I suspect that this was possible because 
she could call me at will, using me as a secure base in therapy. Her con-
tact with the pediatrician also became less tense because she no longer 
viewed him as a supervisor and because she could now regulate distance 
in accordance with her need for security and attachment.

Treatment stretched out over a total of 4 months, after which the 
eating disorder was less of a problem. However, we continued to meet 
at greater intervals every 2–3 weeks to discuss her interaction with her 
own mother as well as her son’s increasing desire for exploration. At 
each session I allowed the mother to determine when our next meeting 
would be. This was followed by periods during which I saw her increas-
ingly less often, a trend occasionally interrupted by upset telephone calls 
when she was “swamped” by the child’s “incessant exploration.

Concluding Remarks and Follow-Up

This case demonstrates how a woman’s preoccupied “state of mind” 
with respect to attachment can be reproduced in her interaction with 
her own child and can crystallize symptomatically around an eating dis-
order. The particular symptom itself is undoubtedly variable; a similar 
pattern could arise in relation to sleep disorders, for example. Given 
her ambivalent attachment relationship with her mother, the emotional 
security that the mother receives in the therapy relationship allows her 



 Treatment Cases from Clinical Practice 185

to be more relaxed in her interaction with her child and to work on the 
ambivalence in the relationship with her own mother. The possibility of 
her determining, herself, the frequency of sessions as well as the degree 
of closeness and distance with the therapist was helpful here.

From a classical psychodynamic perspective, it could be said that 
both the detachment from her own mother as well as a relaxation of 
the ambivalence in the mother–child relationship was achieved with 
the help of an alliance with the therapist. To a certain extent both the 
pediatrician and the husband had already been able to serve in this way. 
However, G.’s mother had not been able to perceive the pediatrician as 
sufficiently helpful because she had developed a maternal transference 
to him in which she experienced him as controlling—and this only 
intensified her ambivalence. Only as a result of her reflection on her own 
relationship with her mother and the structuring of our relationship and 
arrangements, which were derived from this reflection, could she relax 
and thereby improve the mother–child interaction.

In spite of my offer to be available for further contact later, G.’s 
mother did not contact me. I therefore don’t know whether new interac-
tional disorders developed during later developmental phases.

ATTACHMENT DISORDERS IN SCHOOL-AGE CHILDREN

The attachment disorders of infancy and early childhood that I have 
described can also appear during the school years. The symptoms differ 
at different ages, however, not only because separation is a prerequi-
site for going to school, but also because the problems that surround 
achievement and the onset of puberty, with its aggressiveness and sexu-
ality, must be dealt with for the first time.

School Phobias

Initial Presentation and Symptoms

J.’s mother calls to set up psychotherapy for her son, who is almost 11. 
Her voice is urgent and upset. The boy is supposedly in his first year 
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at a new school; however, except for the first 2 weeks of the school 
year, he has not attended classes in 3 months. I schedule an appoint-
ment right away. The mother cancels a few days later, however, because 
her son has been diagnosed with a bacterial stomach infection, which 
could explain the stomachaches he has had in connection with going to 
school. This illness has to be treated first. According to her, the father 
suffered through a similar illness with severe stomachaches.

Three months after this first phone call, the mother calls again and 
urgently requests another initial consultation. The situation has not 
changed at all, in spite of a variety of medical tests and even surgical 
intervention.

In the initial session, I encounter a very upset mother who is under 
a great deal of pressure—she races through her son’s life story without so 
much as a comma or a period, but manages to do so in a very differenti-
ated way and with great emotional involvement. The boy, by contrast, 
sits hunched up on a chair with his head bowed, looking downtrodden, 
with a mixture of apathy and depression. He takes no part in the conver-
sation. I speak to him directly and encourage him to add to or correct his 
mother’s information, but he rejects my saying that his mother knows 
best.

The boy has not gone to school for almost half the year. With the 
support and guidance of his mother he has done all of his homework 
and diligently kept up with the material being covered in his classes. All 
attempts to bring him to school, however, have foundered on his stom-
achaches, and the nausea that includes gagging and vomiting. Over this 
period there have also been great changes in his behavior. Although he 
was once cheerful and outgoing, he has become increasingly withdrawn, 
sits around the house, and no longer participates in sports. He has 
become isolated and lonely. This distresses even him, so that he some-
times cries out his misery in his mother’s arms. Everyone is at a loss.

Patient History

The mother’s report was highly reflective, and she talks fluently. J. is the 
second of two sons, his brother being 6 years older. He also attends a 
middle school, and there have been no problems with him. She describes 
her pregnancy and the boy’s birth and early childhood development as 
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completely unremarkable. According to the mother, he had been a lively, 
curious, and cheerful child. He had no trouble achieving good grades 
in primary school, and for this reason no one thought it necessary to 
discuss his transition to the middle school. However, a few days after 
entering the new school, he complained that he felt ill; first he reported 
nausea and stomachaches, and then he vomited. His mother could not 
bring herself to send him to school “in such a condition.” A variety of 
physical tests were done in search of the cause of his illness, and finally 
a bacterial stomach infection was diagnosed and treated with high-dose 
antibiotics. J.’s complaints abated for several days, but then the symp-
toms resumed unchanged. At this point a surgeon was consulted. He 
diagnosed an umbilical hernia, and outpatient corrective surgery was 
performed. Characteristically, the pains decreased for several days after 
the operation, and the boy went to school for 2 hours on a trial basis. 
However, he became ill again and had to be picked up. After that the 
mother gave up her half-time job to care for her son’s physical needs at 
home and to help him with his schoolwork. The father had been travel-
ing on business a great deal, and the question arose whether J. might 
have been infected by the father with some tropical virus or other exotic 
illness. The next step under consideration is comprehensive testing at 
an institute for tropical diseases. The mother spends a great deal of time 
with this son; the 17-year-old has largely separated and is not home 
much.

The mother feels completely overwhelmed by the situation. Nei-
ther tests nor treatments have brought about any symptomatic change, 
and she has seen her son become depressed and withdrawn, which dis-
turbs her greatly. In her excessive caregiving, she has absorbed all of her 
son’s emotions and changes. Thus, she brought with her to our second 
meeting a notebook containing a detailed “document” in which she had 
recorded the course of his illness, tracked by date and intensity, and 
including even the slightest changes in symptoms.

When I ask her for more information, I learn that J. greatly fears a 
particular female teacher at school, whom he had experienced as strict, 
unfair, and very demanding during those first 2 weeks. He confirms this 
when I talk with him; I am also told that he has not integrated himself 
into the class at all. He does, however, have a good friend who is in the 
same class, but this contact has broken off almost completely because 
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of his illness. It was very difficult for J. to get used to so many new 
students; all the new faces disturbed and frightened him. He also expe-
rienced the new teachers, whose behavior he could not predict, as more 
or less threatening.

During a projective test based on picture stories about the adven-
tures of a little pig, the boy’s associations focused on going out into the 
wide world and exploring. He expressed the fantasy that if he separated 
from the family, his mother might forget him if he wandered off too far.

Consideration of Attachment Dynamics

From a classical psychodynamic perspective, it appears that J. has a 
symbiotically close relationship to his mother, who cares for him exces-
sively. His transfer to the middle school in town, and the separation from 
his mother associated with it, leads to anxiety that expresses itself at a 
psychosomatic level as school phobia. His wishes for independence, as 
J. fantasizes them in a projective test, are split off, because he uncon-
sciously fears that his mother might forget him if he were to go out into 
the world. His symptoms ensure that separation from the mother will 
not occur. However, because the parents do not understand the psycho-
dynamics, they look for somatic causes of the stomachaches, involving 
a wide array of tests and treatments including even surgery. Clarification 
of the oedipal relationship with the father has not been very successful 
because he is often away, and he is therefore largely unavailable. In the 
transference to the female teacher whom J. experiences as so demanding 
and rejecting, the ambivalent relationship to the mother is replayed. J. 
wants to establish boundaries in his relationship with the teacher, but he 
fears his aggressive impulses, which in the transference are really meant 
for the mother.

From the perspective of attachment dynamics, however, it appears 
that J. has an ambivalent and controlling–caregiving attachment to his 
mother, who emanates powerful attachment needs vis-à-vis J. As a result, 
she relates to J. in a way that is inappropriate for his age, and she worries 
about every little vicissitude of his emotional and somatic development, 
acting as a sort of hypersensitive regulator. The mother is not very aware 
of J.’s needs for exploration and autonomy. It is additionally possible 
that the boy represents a secure base for the mother when the father is 
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on his business trips, which last for several weeks. The school situation, 
and the possibilities for exploration and self-reliance that it represents, 
cannot be successfully negotiated given the existing insecure attachment 
relationship because, although J. wants greater autonomy, he fears that 
his mother will not allow it. All of the medical tests, and the entire home 
setup, including J.’s refusal to go to school and his mother’s direct care-
giving, demonstrate how much mother and son need each other in their 
entangled ambivalence. The mother had taken some steps to “individu-
ate” within the family as the children got older; now, however, she has 
given up her part-time job to stay home and take care of her sick son. 
This, too, can only be understood as the mother’s own ambivalence in 
the face of her unconscious fear of autonomy and exploration.

Therapy and Course

The parents still believed that a tropical virus was the most likely cause 
of their son’s illness, and they were only willing to consider psychody-
namics as a secondary possibility, so a final round of inpatient diagnostic 
tests was agreed to by all. Psychotherapy with J. and counseling with 
the parents were undertaken in the inpatient medical setting with the 
cooperation of the pediatrician, the goal being to enable the boy to go 
back to school.

The required tests, including blood tests, were completed in 2 days, 
and the findings were discussed at a meeting of the colleagues treating 
the somatic symptoms, the parents, and me. An organic cause of the 
symptoms was ruled out in view of the numerous preliminary tests. The 
parents pressed for gastrointestinal studies as a “final test,” but since 
there was no evidence of gastrointestinal illness, we were able to dis-
suade them from this course. Instead we shared with them our psycho-
dynamic perspective. We advised them that, in our assessment, the boy 
wanted greater autonomy, and that he viewed his new school situation 
with curiosity as an opportunity to explore and develop, but that at 
the same time he continued to feel closely attached to his mother. The 
mother reported that J. had always been her problem child and that it 
was true that she found it hard to “give him freedom.” For this reason, 
the son always slept in the mother’s bed while the father was traveling. 
Although I recognized these oedipal aspects, I did not place them in the 
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foreground. In order to ease the son’s ambivalent relationship with the 
mother, we considered whether the father might be able to arrange his 
professional schedule for a while so that he could take the boy to school 
in the morning.

At the time, J. could not imagine getting on the bus to go to school, 
either alone or with friends. Even though he vigorously opposed being 
taken to school by his father, and though he could hardly imagine not 
getting stomachaches, we carried out this plan on a trial basis. Because 
the father was considerably clearer and more structured than his wife in 
his relationship with their son, he foresaw no problem in picking him up 
at the hospital clinic in the morning and taking him to school. For the 
first several days J. insisted that his father accompany him to the class-
room. (The teacher had been informed of this plan.) He complained to 
his father of stomachaches and nausea at first, although these were less 
evident in the clinic.

J. couldn’t sleep on the third day, and he woke up with nausea and 
a stomachache. Because the treatment team and the parents were now 
increasingly convinced that the symptoms had a psychodynamic basis, 
the boy was given a hot water bottle but was required to go to school that 
morning. Accompanied by his father, he attended school as planned, 
even though he felt ill. Once there, his father “pushed” him through the 
door, and the teacher greeted him in a friendly manner. He was able to 
follow the lessons and did not have to cut the day short. He was also 
accepted by his classmates.

After 2 weeks there was another meeting with son and parents 
to discuss the progress that had been made as well as the difficulties 
encountered. We were able to plan J.’s discharge from the clinic so that 
the father’s role in the therapy could be continued from home. Dis-
charge was followed by a period of individual outpatient treatment for 
the son and intensive counseling for the mother. I offered to talk to her 
on difficult mornings after the boy had left the house. It was clear dur-
ing these telephone calls that the mother could barely tolerate her son’s 
complaints about stomachaches and nausea, so little could she disen-
tangle herself from him emotionally. On the whole, however, J.’s school 
attendance stabilized. His relationship with his father and their activi-
ties together, which included crafts and motorcycling, were the main 
focus of his individual sessions. He no longer mentioned school phobia 
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or stomachaches. Intensive individual counseling for the mother with 
occasional couples meetings continued on an outpatient basis. By then, 
the mother could think about starting to work again, and this led to a 
general relaxation of the situation. As a result of the sense of security 
gained during counseling, J.’s mother was able to engage with her own 
exploratory process. This included acceptance of her son and other fam-
ily members as separate individuals, and embracing more autonomy and 
self-reliance for herself. J. was a talented boy and soon was sufficiently 
integrated into school that he could participate successfully in his class 
work. In spite of an absence of almost 6 months, he completed the year 
successfully because his mother had worked through the subject matter 
with him at home while he was ill.

Concluding Remarks and Follow-Up

This intervention, founded in attachment theory and strengthened by 
the father’s participation, both supported the son’s wish for exploration 
and autonomy in the presence of a high level of ambivalence while at 
the same time loosening his pathologically entangled attachment to his 
mother.

The triadic mother–father–son relationship can also be interpreted 
from an oedipal perspective. J.’s oedipal conflicts had not been dealt with 
up to that time, and the father’s task was to extricate the son from the 
ambivalent attachment relationship with the mother.

J. had a successful school year and was promoted, which made him 
very proud. He also took up sports again with his club. According to his 
mother, his behavior toward her was increasingly aggressive and adoles-
cent. This became a subject of discussion in the individual sessions with 
J., which were taking place at increasingly greater intervals; he com-
plained that his mother treated him “like a baby,” which embarrassed 
him in front of his friends and teammates.

It was important to explain this change in J.’s behavior to his mother, 
both in terms of the onset of puberty and with regard to the aggressive 
components associated with ambivalent attachment. The mother was 
very relieved that J.’s behavior was “completely normal” and that she 
doesn’t have to worry but can now “take care of myself more.”
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underachievement

Initial Presentation and Symptoms

I receive a telephone call from a couple whose 14-year-old son, M., is 
about to be suspended from school. The mother, who is quite upset, 
tells me that this event was preceded by several school transfers. Now 
M. must leave his present school, which means that he will not gradu-
ate with his class. For years M. simply has not participated in school; he 
sits with his head on the desktop for hours on end, doesn’t get involved 
in class, and has become very withdrawn, unapproachable, and close-
mouthed.

Patient History

M. was the couple’s first child. He was followed by two sisters, 2 and 
4 years younger. The sisters are very successful in school and go their 
own way. M., however, has always been a problem child, particularly 
for the mother. In spite of the aptitude he has demonstrated on all the 
school tests, he consistently holds himself back, remaining silent and 
aloof in school. He refuses to do his homework or participate in class. 
He has repeated this pattern in several schools. The mother is now 
despairing. She wonders whether she will be able to find a way out for 
her son.

During our initial consultation M. is taciturn and sullen. He claims 
not to understand why he is even there. Yes, he wants help—but then 
again he doesn’t. In the countertransference I experience him as distant, 
withdrawn, and rejecting, but at the same time very troubled; as he says, 
himself, he constantly gets stuck “in the same pattern.” While talking to 
the parents alone, I learn that the mother had been in treatment for her 
own anxiety symptoms several years before.

She recalls that all transitions (preschool, elementary school, junior 
high school) had been associated with considerable problems. M. had 
always preferred to withhold himself, so that from the very beginning 
she had to spend a good deal of time “setting him on the right path.” 
The parents are distressed about his behavior because success is highly 
regarded by the entire family.
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Consideration of Attachment Dynamics

All attempts to motivate M. to participate in school with behavioral ther-
apy have failed. M. consistently gravitates to the same pattern, provok-
ing suspension from school for noneffort, with subsequent school trans-
fer. The mother has been intensively involved with him during the entire 
time. However, her efforts to motivate M. to adopt different behavior 
have been unsuccessful as well. Over the years a very intense relation-
ship between mother and son has been built as a result. The beginnings 
of the age-appropriate desire for autonomy associated with puberty were 
not yet in evidence. Although the mother is in a better position to handle 
anxiety and separation now as a result of her own treatment, she con-
cedes that her son may be less able to do so.

My understanding of attachment theory leads me to believe that M. 
has a close, ambivalent attachment to his mother. His nonparticipation 
in school enables him to maintain this intense attachment; at the same 
time, it lets him bring his fantasies about aggression and autonomy that 
are bound up with it into the interaction nonverbally. Autonomy may 
be made more difficult as well by M.’s disinclination to identify with his 
father, who is very dedicated to his profession. His lack of effort within 
a family that is highly performance-oriented guarantees high levels of 
attention from his mother.

I suspect that it will be necessary in therapy to promote the son’s 
age-appropriate exploration and autonomy and the activities connected 
with them, while at the same time supporting the mother in her ability 
to recognize her son as an individual. For the time being, how helpful 
the father is in supporting this strategy is an open question.

Therapy and Course

M. was sullen when he arrived for individual therapy. Sessions consisted 
primarily of small-talk because he didn’t “want to talk about anything 
else.” He tended to be monosyllabic. In the countertransference, it was 
very difficult to tolerate his way of relating by means of silence. I did 
learn that M. occasionally fears that he might drop dead. He breathes 
much too quickly when he has such fantasies. He has had several acute 
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anxiety attacks in the past. Once he even had to end a vacation and 
return home alone with his mother. These diffuse feelings of anxiety and 
psychosomatic fears, which are often associated with a “nervous heart” 
or anxiety neurosis, most recently occurred when M. was about to get on 
a cable lift. Working through this scene, with the accompanying images 
of leaving all his family members behind, plunging and crashing (the 
attachment of the car to the cable could break), and dying, led to inten-
sive processing of his wish for and anxiety about autonomy. Over the 
entire course of his individual therapy, which took place at M.’s request 
sometimes weekly and sometimes every 2 weeks, his parents, and espe-
cially his mother, were drawn into the treatment. In my individual con-
versations with the parents, and occasionally alone with the mother, we 
focused on her anxieties surrounding her son’s individuation and the 
significance of the father as a figure of identification for him.

M. became increasingly able to enter into relations with his circle of 
friends. He now more frequently went to parties and discos at night. At 
first, the mother was very anxious about this and had trouble sleeping 
until her son “finally” got home. We discussed this scenario for a fairly 
long time because in it the close entwinement between mother and son 
was clearly evident. Over time M. came to understand the entangled 
nature of attachment with his mother and that, although he wanted to 
become more autonomous, this aroused considerable anxiety, including 
the fear of death.

At the same time, M. was continuing his studies at an evening 
school, which he attended regularly and quite successfully. The lack of 
effort described earlier no longer occurred. He was also demonstrating 
more self-reliant behavior. The high point of the individuation process 
occurred when the parents planned a summer vacation out of the coun-
try for several weeks, and M. simply refused to go along with them. He 
was far more interested in structuring his own vacations with his friends 
and planning outings, camping, and other activities. I had to support 
the mother emotionally so that she could go on her vacation in spite of 
her anxiety at not knowing exactly what her son might be up to dur-
ing her absence. M. did have an accident during his vacation and had 
to be admitted for inpatient treatment; however, he had no permanent 
injuries. The fact that he coped with everything without his mother, and 
that his mother “survived it,” placed a heavy burden on the mother–son 
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relationship. This experience, after all, embodied both the mother’s and 
son’s fears that increasing exploration and independence were linked to 
fatal dangers and risks. The experience of overcoming these risks repre-
sented clear progress in therapy.

It was also important for M. to be mobile—that is, to “have wheels”—
so that he could get around in a manner appropriate to his age without 
having to depend on “Mom’s Taxi.” Because of their common interest 
in motorcycles, M. found a new topic of conversation with his father, 
which intensified his identification with him.

Concluding Remarks and Follow-Up

M. was able to make a good start on the process of individuation and 
autonomy. This might not have been possible but for the mother’s attach-
ment-oriented therapy that took place in tandem with his. Because M.’s 
mother was able to experience therapy as a secure base, she was eventu-
ally able to endure her son’s steps toward autonomy. Simultaneously M. 
stopped experiencing fantasied separation as potentially life-threaten-
ing, and he was able to engage in age-appropriate interaction within his 
group of teenaged friends.

Aggressiveness

The most significant characteristic of this attachment disorder is that 
aggressive behavior can serve to establish and maintain attachment. If 
this attachment dynamic is not understood, aggressive behavior (e.g., in 
school) will be met with punishment. If neither the need for attachment 
nor the way it is expressed is understood, the result may be an attenua-
tion of the attachment between teacher and child, thus leading to inten-
sification of the disturbing behavior.

Initial Presentation and Symptoms

Eight-year-old T.’s parents contact me at his teacher’s urging. T. creates 
disturbances in class almost constantly—he is provocative, can’t keep 
still, hits other children, and is “almost impossible to keep in class.” His 
parents are completely baffled, because at home their son is well inte-
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grated into the family and into his circle of friends in the neighborhood 
and doesn’t demonstrate the aggressive and provocative behaviors the 
teacher describes.

Patient History

The parents don’t understand why T., who has up to now caused them 
no problems, should begin to act so aggressively after changing teachers 
in third grade. The parents blame the teacher for T.’s behavior; they feel 
that she does not structure her class well enough and is unable to control 
the students. They feel all the more justified in this opinion because T.’s 
behavior is not at all conspicuous at home. This discrepancy has caused 
considerable tension between the parents and the teacher, who feels that 
the parents don’t understand her. The parents are of the opinion that the 
teacher needs pedagogical counseling.

T. was the only child, and because the mother worked only in the 
morning, she could help him with his homework or other activities if 
he wanted. Supposedly, however, T. mainly played in the street with his 
friends and was “completely happy.

Consideration of Attachment Dynamics

Given his behavior at home and the fact that no difficulties had appeared 
during the past school years, it may be assumed that T. has had a secure 
attachment to his parents. Now T. is attempting to establish a relation-
ship with the new teacher; he is frustrated in these attempts, however, 
because she is new to the class and is completely overloaded by having 
to build relationships with all the many unfamiliar children. It might 
have been helpful if T. had already developed a secure attachment to 
his class so that group attachment could have replaced or bridged the 
attachment that had not yet developed to his new teacher. However, it is 
clear that his attachment to the group is not yet strong enough, and that 
T. is dependent on his new teacher as an individual attachment figure 
in school. By expressing his anger and disappointment at not having his 
needs for support met by engaging in aggressive behavior, he ensures 
prompt attention so that his wish for attachment is reinforced at this 
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level of behavior. Over time, however, his behavior leads to withdrawal 
on the teacher’s part, and a vicious cycle develops.

A classical dynamic view might lead one to wonder if T. has a nega-
tive transference to the new teacher. But the patient’s history gives us 
few indications of what aspects of the teacher’s behavior might have trig-
gered such a negative transference.

Therapy and Course

At the parents’ request and with the teacher’s consent, we scheduled a 
meeting with both parties. I reported that T. is very well adapted and 
well-behaved during individual play sessions with me. This did not sur-
prise the teacher because, after all, T. has individual contact with me and 
is not part of a group. I concurred with her view and supported her idea 
that his behavior in the group is certainly more difficult because, given 
the class size, he has to compete with many other children for her atten-
tion. The teacher reports that she is constantly busy dealing with the 
commotion he creates, his running around, and his provocative behav-
ior, and that often she spends half the class time trying to get T. under 
control. Twice she has had to make him stay after school, after which 
he became amazingly cooperative. In fact, he looked forward to staying 
after, something she couldn’t understand. Normally children talk during 
this time or try to evade it. She fears that T. may continue to disturb the 
classroom in order to have the “pleasure” of staying after school.

On closer questioning, it turned out that T.’s teacher had taken over 
a very large class with many active, and even hyperactive, children, and 
that she felt herself stretched beyond her capacities in trying to structure 
the class and establish attachment relationships with so many children. 
She felt particularly overloaded, compromised, and rejected as a result 
of the aggressive and provocative behavior, which she felt unable to deal 
with.

Over the course of several further conversations, we pursued ques-
tions of attachment dynamics. Like all children in class, T. sought con-
tact with and attachment to his new teacher. Obviously, his disturbing 
and aggressive style of behavior was well suited to engage the teacher in 
interacting with and relating to him alone. I considered T.’s positive reac-
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tion to staying after school as a sign of his unconscious wish to establish 
a very personal attachment relationship with the teacher. This perspec-
tive was new to the parents as well, and they were relieved that their son 
had not become a bad and aggressive child who was headed for expul-
sion. We thought of the idea of having the teacher “stay after school” 
with T. twice a week for half an hour, but that these sessions should be 
scheduled independent of whether he had provoked her or not. By the 
time of our next meeting 3 weeks later, she had completely resolved her 
problem with T.’s aggressive behavior. He was friendly and engaged with 
the teacher during their “special time,” and he showed her his best side. 
He was now motivated and cooperative in class, supporting the teacher 
and acting like a model of class participation. However, now the problem 
was how to create a transition for T. from this individualized attention 
back into the group, since the teacher was not prepared to give him such 
attention long term. We held another meeting together with T., and we 
talked about his wish for attachment to the teacher. T. was very relieved 
that he was no longer seen as a bad boy who only caused trouble and 
had to be sent to stand in the corner. Because his attachment to the 
teacher had become more secure in the meantime, he did not appear to 
take it too hard that the individualized “after-school sessions” would be 
reduced and eventually ended. He now felt that his teacher appreciated 
him for his positive contributions and that his relationship with her had 
improved in spite of the competition from the other students.

Concluding Remarks and Follow-Up

This case of an aggressively troublesome student demonstrates that 
“time-outs” and sending the child to stand in the corner, both of which 
increase distance and threaten termination of relationship, do not lead to 
a solution of the problem but actually intensify the undesirable behavior 
in cases where a wish for attachment lies behind the aggressive behavior. 
If treatment is to succeed, everyone must understand the attachment-
related issues involved and must be drawn into a therapeutic alliance 
based on this understanding. Without attachment-oriented interven-
tion, the relationship between the teacher and T. would probably have 
continued to worsen. Although individualized play therapy would have 
satisfied T.’s attachment needs, there had never been a deficiency in this 
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area that would have led to such a problem at home in his attachment 
to the parents. I suspect that if he had been treated in an individual play 
therapy that satisfied his needs for attachment and emotional support, 
he would have adapted very cooperatively, but that his behavior toward 
the teacher would have stayed the same.

There were no problems over the rest of the school year. T. became 
a diligent and interested student who was much appreciated by his 
teacher.

ATTACHMENT DISORDERS IN ADOLESCENCE

Attachment and self-reliance have particular significance in adolescence. 
Age-appropriate autonomy vis-à-vis parents is more easily negotiated 
when secure attachment has been achieved. When it has not, there are 
often disturbances in the individuation process.

Addictive Symptoms

The following example examines in light of attachment theory the addic-
tions so often seen in adolescents. It describes how substance depen-
dency—in this case, on many types of drugs—can coexist with addic-
tive relationships. These varying forms of addiction are not necessarily 
present in combination. The progression from romantic obsession with 
certain stars or music groups to disturbances involving addictive or very 
symbiotic relationships is a fluid one.

Initial Presentation and Symptoms

Seventeen-year-old S. came to me, accompanied by a staff member from 
the child welfare office, after several police raids had found her drunk or 
in possession of small amounts of drugs. She repeatedly told the welfare 
workers that her troubles were the fault of her 30-year-old “friend,” who 
often walked out on her and took up with other women. If he loved her 
the way she wanted, she would not have to drink alcohol or take drugs; 
she would be in seventh heaven without them.
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S., at the initial consultation, is a well-dressed young woman wear-
ing a good deal of makeup. She attempts to establish contact with me 
with small talk—“So, how’s it going, and what can I do for you?”—
thereby reversing our roles. She is clearly making an effort to present 
herself as autonomous and independent; she does not want to reveal 
any chinks in her armor or ask for advice or help. Her skillful chit-chat 
maneuvers me into the role of the one seeking help.

Patient History

S. tells her family history as if it were a novel: exciting, dynamic, and 
creative, with many colorful examples.

She is the only child of rich parents. She has no idea where in the 
world they are currently traveling; she hasn’t had regular contact with 
them for 2 years. She lives in a group home at the moment. She thinks 
that she may have been artificially conceived and that her father may not 
be her natural father. But that is unimportant. You can’t depend on men 
anyway, so why should she give any thought to who her natural father 
is? Her mother spends all her time thinking about her own career, and 
as a child S. had been just another beautiful “ornament” to set out next 
to all the other museum pieces that her parents had collected. She had 
lacked for nothing—she had had an overabundance of toys and presents, 
and she had no idea how many nannies had taken care of her, or when 
they came or left. When one left, another was always available. She saw 
her mother occasionally for brief periods when they would make spe-
cial excursions to the zoo or the movies, and so on. She always looked 
forward to these highlights, but somehow she always ended up disap-
pointed because even when her mother spent an entire afternoon with 
her she was “never really there.” When I asked S. what she meant by 
that, she answered defensively, “You know, being there, heart and soul.

S. first began to experience difficulties in adolescence, when she 
was constantly falling in love with different boys and could think of 
nothing else. According to her, school and learning were simply “passé.” 
She was always bitterly disappointed in her relationships with boys and 
men because they were so undependable, and so she “sailed” from one 
to the next. I stay with this image and ask whether she has always looked 
for a harbor. S. becomes pensive and says, “Yes, you could look at it that 
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way. Like a ship on the high seas, constantly discovering new exotic 
islands, losing oneself completely in fantasies. How wonderful it would 
be on these islands . . . except there is no harbor, no harbor where the 
boat could be anchored safe from the waves, or where one could make a 
homey and familiar place ashore.

Our dialogue branches out into philosophical matters, which the 
patient ornaments with quotations and examples from The Little Prince. 
She also mentions that her mother has married for the third time, and 
that S. is not exactly sure where she is. She has had no contact with her 
father for 2 years. She went to a number of private schools because of 
her academic problems, but she failed at each because, according to S., 
she always “fell fatally in love.” At some point, out of frustration, she 
began to drink at parties; when she was drinking, her pain at being left 
by yet another boy was tolerable. She had her first sexual encounter at 
the age of 12, and sexually too she slid from one relationship to another. 
Again, I stay with her image and ask whether, when “sliding,” she had 
ever wanted support. She became pensive again and said after a while, 
“Yes, support, being held, not being alone anymore, having someone 
who is always there for me. But those are silly fantasies that can never 
come true.

I sense clearly that she is becoming sad and thoughtful and with-
drawing into herself. Eventually she reports that it was in such phases of 
depression that she first began to try drugs: never regularly but always 
when things got particularly bad and she could no longer endure her 
pain, grief, and yearning. I am surprised at how apparently openly, 
reflectively, and insightfully she is able to talk about herself.

Consideration of Attachment Dynamics

S. traces her present problems to her unclear parentage. It is an open 
question whether or not she was really wanted and planned, or only 
served as a narcissistic display for her parents, but in any case she was 
never drawn into a real emotional attachment or relationship with them. 
A series of nannies had taken care of her, and at some point she had 
stopped hoping that any one of them might stay longer. Her contact 
with her mother, and their excursions, meant a great deal to her, but in 
the end she came to feel that this was a formal kind of contact with very 
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little emotional significance. She looks for a “safe harbor” where she can 
drop anchor. It would hardly be possible to express a desire for attach-
ment more clearly.

S. began in adolescence to try to realize this desire in a variety of 
relationships, including sexual ones, but these failed, in part because 
the boys of that age could not respond to the intensity of S.’s desire for 
attachment. This deeply disappointed her. Early attachment disappoint-
ments and the entire sweep of her grief about the attachment to her 
parents that she had not let herself feel came to the surface. Eventually, 
the pain became so great that she tried to suppress it with alcohol and 
drugs, or at least to make it tolerable. But the development of addiction 
did not blunt her attachment needs.

A dynamic is thus created in which the drug itself becomes a pseu-
dosecure attachment object that is supposed to take the place of genuine 
attachment. The drug is always there, always available; it comforts pain-
ful feelings and leaves behind it a sense of being supported and relaxed. 
It can be used as needed, and it can satisfy desires and needs for sup-
port, security, and dependability, which S. can regulate herself; needs for 
attachment and autonomy can be satisfied and handled flexibly, using 
the drug as a “surrogate.” As long as it is available, the drug is more 
dependable than any human. It can run out, but conflicts around rela-
tionship dynamics or attachment difficulties are never held responsible, 
only the lack of money. Eventually, with her increasing drug dependency, 
the desire for attachment and friendship disappeared. The drug superfi-
cially satisfied all desires and needs.

These considerations point toward an avoidant attachment pattern. 
S.’s capacity to talk about herself introspectively is not consistent with 
this assessment because, over the course of therapy, it became clear that 
her facility in talking about herself, her needs, and her relational wants is 
superficial and not accompanied by any real conviction or feeling.

From a classical psychoanalytic perspective, one might see in this 
patient an oedipal conflict with her largely absent father, or perhaps 
unresolved oedipal issues in general. Her rejection by, and then of, her 
natural father and the search for relationships with older men that is a 
consequence, as well as the rapid and spontaneous transference relation-
ship that occurred during our first two conversations, all speak for this. 
This dynamic is surely present, but in my diagnostic consideration and 
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in my approach to therapy it is not central. Rather, I consider problems 
of attachment dynamics to be primary.

Therapy and Course

In contrast with the usual behavior of adolescents (including adoles-
cents with quite advanced addictions who are hesitant about coming to 
therapy or even refuse to do so at all), S. said that she wanted to continue 
therapy after our first dialogues. She stated, however, that several ses-
sions per week was out of the question for her.

A stormy transference relationship developed. From some perspec-
tives, this might have been be interpreted as either an erotic or an oedi-
pal transference, but from my perspective it was her primary unsatisfied 
wishes for attachment that were central to the transference.

S. was constantly frustrated and disappointed at the structuring of 
the setting and the limited number of sessions. These disappointments 
made it difficult for her not to “chuck” her treatment and search for a 
better or different therapist, or even quit completely. Precisely because 
her wishes were so excessive, and her attachment disorder so reminis-
cent of a pattern of social promiscuity, I did not give in to her desire to 
increase the frequency of therapy but, rather, kept it to 2 hours per week, 
sitting. In my experience, it is an error to try to satisfy too quickly the 
attachment hunger of such patients. No sufficiently secure base exists 
yet to allow them to tolerate disappointments and frustrations, and all 
too often the relationship is terminated quickly, even though provision 
for their needs has been made. Such patients then look for a new pri-
mary attachment object in the hope that the new one will be more reli-
able and will satisfy their unstillable attachment needs.

In this case, a therapeutic process developed in which I had to toler-
ate with great sensitivity the young woman’s frustrations and disappoint-
ments, her rage, and her relentless wishes and demands. For a long time 
I felt in the countertransference as though I were perceived as a thing—
interchangeable, used today, and perhaps chucked aside tomorrow. S.’s 
affective reactions were very powerful. For considerable periods she 
oscillated between her intense desire for relationship and her termina-
tion fantasies. Only during the midphase of treatment, after 60 sessions, 
did I begin to experience a more stable relationship, in which I started 
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to feel that I was being perceived as an interlocutor. There now began a 
clear phase of grief processing connected with the resolution of the vain 
hopes she had held out for her relationships with her mother, her father, 
and all of the nursemaids. She was now able to react with sadness, and 
greater relatedness, to the fact that her wish for more therapy and greater 
closeness would not be satisfied if she immediately reacted with threats 
or with fantasies about terminating therapy.

During this period, S. began to attend school again. However, a cri-
sis developed when she reached the age where she could no longer live 
in the group home and would have to move out. With the help of the 
child welfare office she found a solution. Although she would continue 
to live alone, she would be looked after on an individual basis by a youth 
worker, who would provide home visits and support in negotiating day-
to-day social demands. It was important to S. for the youth worker and 
me to maintain contact with each other and understand what the other 
was doing. In her fantasy, we became her substitute parents, and her 
most important attachment figures.

Issues of autonomy, exploration, and attachment came to play a 
role in her relationship with the youth worker, and also with me as her 
therapist. S. wanted the youth worker to visit less often, and increasingly 
wanted to decide and negotiate matters alone. Occasionally she missed 
therapy, and then, with embarrassment, telephoned me to apologize. 
During that phase of treatment, I saw this less as resistance than as the 
beginnings of autonomy.

Concluding Remarks and Follow-Up

S. made great efforts to continue treatment. In her fantasy, at least, it was 
never supposed to end; it should not terminate or be interrupted, which 
she considered “unnatural.” She continued in school, and she gradu-
ated. She became increasingly more skilled at making her own decisions 
and planning her life. Even though she occasionally drank at parties 
or smoked a joint, she was no longer in acute danger of redeveloping 
a drug addiction or dependency. It is still an open question how much 
her behavior is a residual symptom, an unresolved problem relating to 
attachment and relationship, and how much it is an age-appropriate 
adolescent desire for pleasure and exploration.
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S. began to develop longer term partnerships and relationships. She 
was able to deal in a more constructive way with periods of grief without 
increasing her reliance on drugs. I received sporadic letters, postcards, 
or telephone calls from her—“signs of life.” I answered them, and made 
myself available as a secure base in accord with the shifts in her desire 
for contact or distance. The danger of fusion, once so desired by her, 
no longer existed; that is, it had been possible to work through and 
resolve the transference without the permanent termination that would 
be required by other psychodynamic approaches.

Antisocial Behavior and Delinquency

Antisocial behavior includes such manifestations as lying, stealing, run-
ning away, minor transgressions of rules and norms, truancy, and delin-
quency (including petty theft and even muggings), and is becoming 
increasingly widespread among adolescents.

Initial Presentation and Symptoms

Thirteen-year-old P. is sent by the court for psychiatric treatment after 
he has been arrested several times. He was known to attend school only 
sporadically, and he had come to the attention of the court because of 
frequent shoplifting, forged signatures, and attempted check fraud. He 
also took frequent “joyrides” in his father’s high-horsepower car, and 
had once caused a high-speed accident that resulted in damages.

P. is a stocky, obstinate, and depressed-looking boy who comes to 
treatment unwillingly and resists admission to the clinic, even though 
he allowed himself to be taken to the unit “like a sacrificial lamb.” He 
has already been schooled by his brushes with the law and the resulting 
interrogations, and all I can get out of him at our initial conversation is 
that he is innocent and misunderstood by everybody. If only the auto-
mobile accident hadn’t happened, he wouldn’t be here. His parents will 
pay the damages, so why should he be admitted for inpatient treatment? 
Automobile accidents like that happen every day, but not everybody who 
causes an accident is sent to see a psychiatrist.

P. is very glib, argumentative, and clever for his age, and he tries 
to defend himself by these means. Neither his life story nor any of the 
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“charges” brought against him have anything to do with him. In the 
countertransference, I oscillate between annoyance, the desire to con-
front, and even to provoke, P. with his misdeeds, and a feeling of help-
lessness coupled with an impulse to turn him away. What am I sup-
posed to do with this maladjusted adolescent who is just not interested 
in therapy? Any efforts on my part are bound to be wasted.

Patient History

P. is an only child. At the time of his inpatient admission, his father 
was not available, as he was serving time in prison on a variety of fraud 
charges. It was hard to persuade his mother, who works shifts, to come 
in for an initial consultation because, although she felt relieved that 
P. had been admitted as an inpatient, she also wanted to “fight for his 
release.” As far as she can recall, she tells me, his early childhood devel-
opment was unremarkable, but in fact she doesn’t remember the details 
of her pregnancy, the birth, or his early development. She clearly resists 
remembering that time, letting me know that it is all in the past and, 
anyway, it isn’t why she’s here.

Apparently, P.’s difficulties began at puberty, when the boy was teased 
in school for being overweight. He stopped wanting to go to school, and 
often stayed home while his mother went to work. Over the past year 
he had spent days on end locked in the house with the blinds down. All 
attempts to lure him out of his “cave” went nowhere. During this period 
he had frequently sat in his father’s car at night, and then one night he 
had driven off in it—his mother couldn’t say how often he went on such 
expeditions. Then he got involved in the accident. Although the dam-
ages were serious, the family would pay.

P. was not “crazy,” his mother told me, which was why she would 
fight for his release from the psychiatric unit. She made light of his pre-
vious thefts and swindles, including the check fraud. She spoke with 
great difficulty about the problems related to the father’s imprisonment. 
P. had watched his father hide from the police until the day he was taken 
by surprise and arrested while trying to visit the family. P. had suffered 
greatly as a result of this, as his relationship with his father was very 
important to him. All contact with the father had been prohibited by the 
court, because the court “absurdly” believed that P. had been involved in 
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the swindles and that his father had told him where considerable sums 
of money had been stashed.

Consideration of Attachment Dynamics

I suspect that P.’s attachments are insecure and that neither his mother 
nor his father represent a secure base for him. His father’s arrest weighs 
more heavily on him than the separation from his mother caused by the 
inpatient admission. This could indicate that P. is more ambivalently 
attached to his father than to his mother. Although he claims that he 
cannot survive without his mother, and that she wants to “fight” for 
him, at the emotional level it is hard to discern real attachment. I get 
the impression instead that the mother is fighting over P. so that she 
can keep him at home to satisfy her own attachment needs. It remains 
unclear whether the father is exploiting his relationship with P. for his 
fraudulent activities.

It is possible that P.’s reaction to his father’s arrest was an intensified 
grief reaction: that he locked himself in his room, depressed, to mourn 
the loss of his father there. If so, he may have stopped being able to go to 
school because his ego functioning was overtaxed by his intense reaction 
to the separation. Symbolically, the father’s automobile helped the boy 
to fantasize emotional closeness with his father; P. may feel emotionally 
connected to his father while driving his car. One thing is certain: P.’s 
desire and need for attachment was never satisfied in any way. Over and 
over, even before the clinic admission, he had received more attention 
through his interactions with the police and the child welfare office than 
from his parents. An entire network of secondary caregivers figures was 
concerned about him. Although his parents expressed care indirectly to 
the extent of battling over relationship, they never demonstrated it in 
concrete, caring ways.

P.’s delinquent and antisocial behavior may be understood as an 
attempt to have his needs for care (which remain unsatisfied by his par-
ents) addressed by social institutions, as represented by the child welfare 
office workers and judges. Seen in a larger context, society, challenged 
by P.’s behavior, is asked to be a secure base with clearly structured rules 
that can protect P. from his own impulses and tie him into the social 
framework.
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Therapy and Course

The treatment setting consisted of individual therapy twice a week and 
group therapy three times weekly. This schedule was established on the 
grounds that P. would be more able to risk age-appropriate relationships 
with a peer group in group therapy if he first developed some emotional 
security in individual therapy. P. was seen as something of a loner who 
avoided contact with others on the unit and who made arrangements 
about many things for himself alone. Although he did show up more or 
less punctually and willingly for his individual sessions during the initial 
phase, he was obstinate and sullen during the sessions, gave insolent 
responses, and clearly resisted treatment. In the group, in contrast, he 
kept very quiet. There, he was withdrawn and avoided relationships, even 
with his designated support figures on the unit, while acting extraordi-
narily well-behaved and well-adjusted at the same time. It would have 
been easy to forget that he was there.

On the unit, P. was showing us the other side—the well-behaved 
and well-adjusted side—of his personality. He plodded along, apparently 
without emotional desire or need for attachment and relationship. His 
behavior was such that there was no reason to continue treating him on 
an inpatient basis—superficially, at least. I argued, however, that from 
the perspective of attachment dynamics an enormous emotional needi-
ness (indicated by hanging out in his father’s car, stealing it, engaging in 
the same kind of criminal behavior) might be hidden behind his aloof 
behavior in the group.

This set the stage for our individual sessions, where P. with increas-
ingly regularity used therapy to discuss everyday issues, such as time off 
and privileges. Finally, we found a topic that filled many hours. P. was 
very knowledgeable about automobiles and racing, and he could talk for 
hours on all manner of details in this area. An outsider might view this 
as resistance: by talking about automobiles he avoided his own feelings. 
From the point of view of attachment dynamics, however, I understood 
that he had gained enough emotional security in his individual therapy 
to talk about the difficult situation he faced in his relationship with his 
father—through the topic “automobile.” At first, I said nothing to him 
about this. Only after many hours, and again by means of a discussion 
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of the technical details, were we able to talk about his father’s car, which 
P. had turned into scrap. His relationship with his father was not yet a 
subject of explicit discussion; P. simply ignored any attempt to talk about 
his father directly. He attended group therapy at the same time, where, 
although he didn’t talk about emotional matters, he was now recognized 
and valued by the other adolescents for his technical knowledge.

Staff members noted that after group sessions P. and the others 
went to the canteen, where he would stock up on sweets, which he 
devoured indiscriminately. I understood this to be another expression of 
his attachment desires and needs, although in the classical literature it 
would have been interpreted as regression to the oral phase. In my view, 
P. was attempting to regulate the emotional needs and depressive feel-
ings (stemming originally from his early development, and activated in 
therapy) with sweets and oral gratification. Only after many more hours 
did P. become able to talk about his desire to visit his father in prison. 
This confirmed my assumption that the father was P.’s primary attach-
ment figure.

I handled this wish very concretely, discussing with the court and 
the legal authorities how such a visit might be made possible. P. was 
almost transformed after his first visit to his father. He was consider-
ably less depressed and more lively, and he participated actively in the 
life of the unit. A short while later, with tears in his eyes, he was able 
to talk about his father in group therapy for the first time. The fear that 
he had fantasized about in individual therapy—that the group would 
laugh at and ostracize him—proved unfounded. The group reacted with 
great sensitivity and sympathy, and was impressed by how he handled 
his situation. This strengthened his attachment to his peer group, and so 
the group, as well as his individual therapy, became an important secure 
base from which and with which to explore his inner and outer world. 
At first P. had observed the unit rules with docility; later he resisted the 
rules, either ignoring or breaking them. Now he was considerably more 
able to observe the unit framework and negotiate free time and special 
privileges with reference figures. All in all, he had become much more 
capable of establishing relationships.

There followed a phase of intense effort to draw the mother into 
the treatment with regular family sessions. So far, she had either come 
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to appointments late or had canceled them on short notice. P. finally 
realized that the wish for involvement that his mother repeatedly 
expressed did not correspond to reality; she consistently used other 
important matters and appointments so as not to have to visit him. It 
took a great deal of effort and many confrontations to move the mother 
in the direction of a somewhat more reliable relationship, and the effort 
was not particularly successful. In his individual therapy, P. engaged in 
grief work, which, with his now-secure attachment base, he could now 
allow himself to do. He recognized that the desire for emotional sup-
port that he directed toward his mother was much more likely to be 
fulfilled by his father—but that his father was now unavailable, except 
during very limited visiting hours. For a long time P. vacillated between 
whether to return to his mother or look into the possibility of a group 
home. He was eventually discharged and went home, at his and his 
mother’s request.

Concluding Remarks and Follow-Up

As subsequent outpatient treatment showed, P. was now able to set clearer 
boundaries with his mother and keep himself from being drawn to such 
an extent into her emotional neediness. The experience he gained in 
the therapy group was of such significance that, after discharge, he was 
relatively quickly able to connect with a group of peers, who offered him 
a more secure base for his future development than his mother could. 
During his inpatient admission, which lasted almost a year, P. had also 
stabilized his academic work, and he was subsequently able to attend 
school regularly and graduate.

Neither during his subsequent outpatient treatment nor over the 
follow-up period that came after that did P. exhibit antisocial behavior. 
He was eventually able to begin an apprenticeship. His relationship with 
his mother continued to be distant, but he was no longer as dependent 
on her for reliable satisfaction of his attachment needs. Instead, he was 
sufficiently able to satisfy his needs for attachment through group, allow-
ing him to explore the world as an adolescent with other adolescents. 
He maintained his important relationship with his father with regular 
prison visits.
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Neurodermatitis

Severe psychosomatic illnesses among adolescents, such as neuroder-
matitis, anorexia nervosa, bulimia, Crohn’s disease, and ulcerative coli-
tis place a great strain on family members. Severe physical symptoms 
often demand somatic treatment in parallel with psychotherapy, and 
may include monitoring of blood values, weight fluctuations, and so 
on. An adolescent in circumstances such as these is tied into a treat-
ment regime that may satisfy his attachment needs, but not his wish for 
autonomy. From an attachment theory perspective, it is the therapist’s 
task to help these adolescents find a helpful balance between attachment 
and autonomy.

Initial Presentation and Symptoms

Mr. O. calls and asks in a subdued and timid voice whether he can do 
therapy with me. He doesn’t exactly know what “therapy” is; his family 
doctor referred him to me. He says that he has many problems, but that 
he can’t talk about them on the phone.

A very tall, slim, 19-year-old man, his head pulled between his 
shoulders as he enters the door, comes to the initial consultation. Tim-
idly he takes only my fingertips as we shake hands. I notice that he has 
a bandage on his left hand. He looks at me through his steel-rimmed 
glasses with a mixture of distrust and expectation. He waits for a long 
time until I finally take the initiative and begin to ask him questions.

He tells me that he’s coming now because he has major problems 
with his girlfriend. She’s actually very nice; she takes care of him, and 
he gets along with her quite well; the day-to-day relationship is not a 
problem. They have been living together for 6 months. Although he 
had yearned for this, he finds that he often can’t endure being with her. 
He becomes aggressive and has to leave the apartment because he fears 
an “explosion.” Violent thoughts like this come to him particularly 
when they are “very close,” or being intimate with each other. He is 
very unhappy about this and doesn’t know what to do. His girlfriend 
interprets his behavior as rejection, which makes him very sad. He has 
had skin problems for many years, and they have recently “blossomed.” 
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Because his skin is “open and bloody” in many areas, he is currently 
unable to work.

Patient History

Mr. O. was the eighth and last child in a very large family. He himself 
believes that his mother “had actually had enough after six.” He remem-
bers the names, ages, and birthdays of his siblings only with a great deal 
of effort, and he is not at all sure whether what he says is correct. He states 
that everything in his life has been very chaotic, and that his mother had 
been completely overburdened by her many children. He remembers his 
family as a place where everyone had to fight for his own survival.

He had skin problems even when he was an infant. His earliest rec-
ollections revolve around the daily fights he had with his mother when 
he was a preschooler because he did not want to let her put ointment on 
him. But his yelling and screaming were useless: “With my mother, you 
didn’t have a chance.

When his skin problems got particularly bad during puberty, he had 
several long inpatient admissions for cortisone treatments. He remem-
bers his time in the hospital as having been very pleasant. He particularly 
recalled an older nurse whose care for him had been especially loving. 
He always preferred to have her rub ointment on his skin.

He had a hard time graduating from school because he missed so 
much class time due to his illness. At present he is in an apprenticeship, 
but he is not sure whether he will be able to complete it because of his 
skin problems. He tells me also that he had a “special relationship” with 
his 4-year-older sister. “That,” he says, “is a story all its own.

Over the course of the dialogue, Mr. O. speaks ever more softly and 
incoherently, in fragmentary phrases, and I can feel his sadness and pen-
siveness increase. In spite of his physical size, he actually shrivels in the 
chair. In the countertransference, I have an image of a little injured boy 
who needs many kinds of care.

Consideration of Attachment Dynamics

As the eighth and probably unwanted child, Mr. O.’s relationship with 
his mother is likely to have been very ambivalent right from the begin-
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ning. If one assumes that neurodermatitis has many causes, then one can 
at least speculate that an insecure attachment to the mother might be one 
aggravating co-factor. We may suspect that the mother experienced feel-
ings of aggression and powerlessness toward the son who, as an infant, 
had resisted with such vehemence her daily attempts to put ointment on 
his skin. Also, presumably, the child would have felt this care to his raw 
skin as very painful, and himself at the mercy of his mother’s actions and 
emotions. Although caregiving may be an activity that fosters attach-
ment to the mother, this type of care in the face of vehement protest is 
also a very aggressive interaction. Mr. O.’s mother represented the place 
where he could hope to receive care, relief, and protection for his painful 
skin. However, he also must have hated her for the pain she occasioned 
in her insensitive disregard of his wild protest.5 Such disregard for the 
child’s needs in a situation that provokes fear leads to the experience of 
powerless rage and helplessness. This picture is typical of the disorga-
nized attachment pattern.

I speculate that Mr. O.’s relationship to his mother was molded 
by a mixture of disorganized attachment with an underlying mixture 
of ambivalent and avoidant patterns. However, his ability to relate was 
evident in the fact that he felt emotional relief during his periods of 
inpatient treatment, and was apparently able to establish a positive rela-
tionship with an older nurse, allowing her to care for him without the 
aggressiveness that characterized his relationship with his mother. Per-
haps his older sister may have served as his secure attachment figure. At 
the beginning of therapy, however, I was not at all clear what he meant 
by the “special relationship” with his sister.

It was remarkable that Mr. O.’s father did not appear at all in his 
entire narrative; when I inquired, the patient shrugged his shoulders 
and stated that his father “was always working.” It remains unclear to 
me whether the father was present at all in the family. I suspect that 
the patient was so concerned with himself and his mother that in other 
respects he “disappeared” into the sibling group and was not sufficiently 
seen as an individual by the father.

Because of the difficult, entangled, and aggressively loaded nature 
of Mr. O.’s attachment relationship with his mother, I expect that he will 
demand a great deal of closeness and security as well as caregiving and 
support from me in therapy. However, it will also be important to rec-



214 TREATING ATTACHMENT DISORDERS 

ognize his need for distance, given his background of avoidant attach-
ment.

Therapy and Course

During the first phase of therapy Mr. O. expressed a great deal of con-
cern about his relationship with his girlfriend. He feared that he might 
lose her; but in spite of his intense desire and need for closeness, he 
could only tolerate closeness for short periods of time.

Mr. O. came to therapy three times a week, a frequency that he 
chose himself. He looked forward to the sessions, always arrived early, 
and came through the door beaming. It soon became clear, however, 
that a 50-minute session would be too long for him at first. He tested 
out sitting and lying down, and chose the lying position because he 
could relax better that way and didn’t always have to look at me. In 
the classical psychoanalytic setting the therapist sits behind the patient, 
but at Mr. O.’s request I sat next to him because he felt that this did not 
threaten him or make him frightened. He could relax on the couch and 
look at me from time to time as needed. I was supposed to be with him 
in his feelings, but not (his great fear) “ambush him from behind”: he 
recalled difficult encounters with his mother, who would “ambush” and 
catch him in the evening and then forcibly undress and bathe him before 
applying the ointment to his body, a procedure that seemed to him to 
last an eternity.

In the beginning there were times when he would have to get up 
after 20 minutes because he felt that he could no longer tolerate the 
tension inside him. Sometimes he would sit on the couch for a while, 
and sometimes we were able to continue working like that. However, he 
sometimes had to leave before the end of the session. Mr. O. said he felt 
guilty because he was using “my expensive time” three times a week, but 
then leaving before the end of the session, thereby disappointing me. In 
the context of his difficult attachment to his mother, we were able to talk 
about just how important it might be for him to decide for himself how 
much closeness or distance he needed. Over time, he was able to tolerate 
the physical tension he felt lying on the couch for longer periods.

During the phases of therapy when Mr. O. was looking at his enor-
mous rage toward his mother, murderous fantasies began to appear of 
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which he felt very ashamed. During this time, he experienced me as a 
persecutor who had forced him into “this stupid therapy” and who could 
determine everything, including date, time of session, beginning and 
end of session, and vacations. Any attempt to address his aggression and 
disparagement of me in the transference was met with even more vehe-
ment verbal attacks.

Only much later did I learn that during this time, filled with aggres-
sive tension, he occasionally rode his motorcycle on dangerous winding 
roads. At times he would pass other vehicles at blind spots on the road, 
fantasizing that only a “huge explosion” could free him. These quasi-
suicidal actions may be understood as an expression of his enormous 
early experiences of aggression. At this same time, his skin symptoms 
became so acute that he considered checking into the clinic again. He 
expressed fear that I would not be able to stand him with his “burst and 
bloody skin” and that sooner or later I would send him away, just the 
way his girlfriend had threatened to leave him.

It took a fair amount of time before he was able to discuss closeness 
and distance with his girlfriend: although it was good that she was there, 
he could not tolerate the sort of intense closeness that she wanted with 
him. Their relationship relaxed somewhat when he dared to discuss this 
topic with her and asked to be permitted to set the terms of closeness. 
It was not easy to get his girlfriend to understand that his withdrawal or 
distancing did not mean that he rejected her; quite the contrary. He felt 
well taken care of by her, but he sometimes felt fear of dependency.

Later in the treatment Mr. O.’s relationship to his older sister became 
very important. I understood that she had represented his most stable 
attachment figure. However, this attachment relationship was not with-
out ambivalence. He told me that when he was going through puberty 
his sister would climb into his bed at night. He looked forward to these 
nightly visits and awaited his sister longingly, because he found close-
ness and physical contact with her under the covers to be very pleasant. 
However, at the same time he felt sexually pressured by her: “If I wanted 
to be close to her, I had to pay a price.”

Now we could understand how this “special relationship” had been 
activated in the transference to his girlfriend and why he “exploded” at 
his girlfriend specifically in intimate situations.

Given his early rage, it required a high degree of sensitivity to follow 
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and evaluate his desire for closeness and presence as well as for distance 
and attachment avoidance. Often I did not know what to do; I felt that 
his demands for closeness and security were balancing on a tightrope 
with his aggression and his desire for distance, and that if the balance 
were disturbed rapid termination of therapy might easily result.

He continued to experience me as threatening when I tried too soon 
to talk with him about some aspects of his psychodynamics, and com-
ments on the transference relationship triggered physical anxiety. He 
often reacted in sessions with skin symptoms (acute and extreme itchi-
ness). I had a feeling that he was extremely frail—“thin skinned” in both 
senses of the word; I felt as if I were juggling a soap bubble that a gust of 
wind or a touch at the wrong time would not lift into the air but, rather, 
cause to burst.

After a period of experiencing me as threatening and aggressively 
demanding in the transference, my office became a very reliable and 
structured “cave” for him. He paid attention to the setup and the pic-
tures, as if the room itself were a predictable secure base that he could 
approach with less anxiety than he could me.

Sometimes he experienced anxious feelings of depersonalization 
and could hardly speak. He felt that he was standing apart from himself, 
observing his lacerated and bleeding body, which was in the process of 
“dissolving, starting with the skin.

However, he eventually stabilized. Long vacations were crisis points. 
His skin broke out particularly badly just before a 4-week separation. By 
then it was less difficult to talk to him about his fears of loss, and he said 
that he did not know how he would tolerate this “eternal vacation.” In 
the second session to last before I left, he asked hesitantly whether per-
haps he could take home with him during that time the picture that he 
always saw from the couch. It was so familiar to him, it belonged to this 
room and to me, and he would be able to orient himself by looking at it. 
I was very relieved by this idea and gladly allowed him to take it that day, 
as he wanted to test it out at home and see if it worked. He was consider-
ably calmer during the next (the last) session. The picture had found a 
good place in his apartment. He would “hold on to it” in my absence.

This transitional object allowed him to tolerate the vacation hiatus. 
The picture was a part of a place that he experienced as secure, a part 
of the space where I practiced, and a part that belonged to me, that 
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he could keep with him. Apparently, he still needed a concrete picture 
in order to maintain a sense of security in my absence. In view of the 
avoidant aspects of his attachment, it is understandable that the room 
where I conduct therapy should be named and internalized as a place of 
safety more readily than the direct relationship to me, which activated 
the more ambivalent parts of his attachment.

After 2½ years, Mr. O. and his girlfriend separated. He was no lon-
ger willing to accept her desire for closeness at the level she demanded.

At first he had fantasies about taking a long trip. He had never gone 
on vacation alone. We had spent many hours on this fantasy, and on 
how the “expedition,” which is what he called the planned trip, would 
unfold. He now felt much more secure, at least in his awareness that he 
could continue to separate from me and “explore new continents.

Up until now, this idea had remained a fantasy, so I was very sur-
prised when Mr. O. actually began to think concretely about his “expedi-
tion.” He bought a vehicle that he converted into a sort of camper, whose 
living section could be uncoupled from the vehicle itself and left behind. 
This conversion occupied him intensely for weeks. At each session he 
proudly reported each new bit of progress. His fantasies now concerned 
the properties that such a camper must have in order to be a stable, safe, 
and reliable “caregiver.” He eventually coined the metaphor “mother-
mobile” for this vehicle that he would take with him on his expedition as 
a secure base. He considered the fact that he could uncouple the “mother 
part” from the “mobile part,” allowing him to explore the region inde-
pendently, to be a great advantage, both practically and symbolically. 
He would be able to have his “mother station” with him on the trip as a 
secure base. At the same time, he could separate from it when he wanted 
to explore, in the full knowledge that he could seek out the “mother 
part” again as needed for such things as sleeping and cooking.

Many weeks after he had completed his house/vehicle, he decided, 
with considerable excitement, to plan a 3-month expedition. I wondered 
repeatedly to what extent these plans and fantasies represented a form of 
resistance that would allow him to avoid working through the transfer-
ence in the here and now after he became more stable. Nevertheless, I 
did recognize his growing desire for exploration from the security of his 
base in therapy: in his fantasies at first but then also concretely with the 
camper.
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Finally Mr. O. set off on his expedition. It left me on tenterhooks, 
wondering whether everything would go well and if he would return 
safely. He noticed my anxiety at our last meeting, and he comforted me 
by saying that he would send me postcards from along the way to let me 
know that he was still alive and also where he happened to be.

In fact I did receive numerous postcards over the next 3 months 
from places on his itinerary. I was amazed that he was actually explor-
ing new continents and seeming to make his fantasies come true. The 
trip was not without problems; his mother-mobile left him in the lurch 
several times and had to be repaired. Luckily, he was able to get help, 
and thanks to his own mechanical skills he was able to do a number of 
repairs himself.

I would become uneasy when I didn’t receive a postcard from him 
for a while and then would be relieved when two would arrive at once. I 
followed his itinerary on a map, and so for those 3 months I was attached 
to him in my thoughts and emotions.

Three months after his departure, he stood beaming with his 
“mother-mobile” in front of my office. He arrived punctually at the time 
he had set before he left. He had a great many experiences to relate. I was 
happy for him and relieved that he had survived the trip so well.

From that time forward, he entered a phase of separation from me 
and from his therapy. He was able to think about terminating without 
troublesome fears or new skin outbreaks.

Upon termination he gave me a picture that he had brought back 
from his trip. He thought that I should hang it in my office so that I 
could remember him in his absence—the same way that the picture 
from my office had helped him to endure separation during my first long 
vacation.

Concluding Remarks and Follow-Up

Mr. O.’s therapy, which lasted 3½ years, at three and sometimes four 
sessions a week, had led to marked ego stabilization. Building on attach-
ment dynamics, we were able to work through his disorganized attach-
ment relationship to his mother in particular and his difficult relation-
ship with his sister.

At times, I was almost certainly both mother and father to him in 
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the transference. Particularly during the last phase of therapy, when 
he was planning his trip, it became clear that he wanted to talk to 
me “man to man” about the expedition. With a foundation of growing 
attachment security, it became possible for him to realize his desire 
for individuation and exploration at the concrete as well as the sym-
bolic level. His invention of the mother-mobile allowed him to go long 
distances from his secure place in therapy for a long period of time, 
because he was able to take his secure base (in the form of the mother-
part) with him.

Although his neurodermatitis was not cured, he had no more acute 
outbreaks. This in and of itself was a great relief to him. By the end of 
treatment, he could hold his skin “at bay” with ointments; he had no 
further need of cortisone cream.

I received a wedding announcement from Mr. O. 2 years later and a 
short letter from which I concluded that he was making his way in life. 
He had established himself professionally in a new independent business 
and according to his reports was being successful.

ATTACHMENT DISORDERS IN ADuLTS

Using selected disorders in adults, I will now illustrate how the issue of 
attachment continues to retain its importance in adult symptomatology. 
We will find patterns of attachment disorders that are similar in some 
ways to those described earlier among children and adolescents.

Symptoms of Anxiety, Panic, and Agoraphobia

Bowlby (1973) drew attention to the way symptoms of anxiety, panic, 
and agoraphobia develop, tracing these back to disturbances in attach-
ment development in childhood. In his studies of agoraphobic patients 
he found four different family patterns of interaction that he considered 
to be pathogenic in that they caused the development of attachment 
disorders in children that left them susceptible later to symptoms of 
agoraphobia in adulthood. Guidano and Liotti (1985) did a follow-up 
study based on this hypothesis, and they also found typical familial con-



220 TREATING ATTACHMENT DISORDERS 

flict situations in anxiety patients. The children’s needs for autonomy 
and exploration were inhibited by parental restraints and prohibitions; 
the parents depicted the world outside the family as dangerous and had 
convinced the children that they would not be able to withstand its dan-
gers without constant parental protection. Furthermore, the parents had 
threatened to leave these children on their own if they got into trouble. 
Such threats were transmitted by various means: punishment, parental 
battles, suicide threats, emotional withdrawal, actual absence, physical 
or psychological illness, or even actual death.

Initial Presentation and Symptoms

The local neurologist telephones. Mrs. R. is about to be admitted on 
an emergency basis; she is “terrorizing” not only him and the general 
practitioner, but the entire family as well. In spite of the announced 
“emergency” and “terror,” Mrs. R., an attractive 29-year-old, comes in 
for admission a few hours later accompanied by her 3-year-old daugh-
ter and her husband. She could not part from the child at home, so she 
brought her along with her. She can’t separate from them even for the 
intake consultation. She lets her husband describe her symptoms while 
she herself cries quietly, imparting an impression of childishness and 
helplessness. I have the feeling that I cannot expect anything from her 
and that I will have to understand her nonverbal communications.

A very concerned Mr. R. reports that since the death of his wife’s 
mother a year and a half ago Mrs. R. has suffered from a racing heart, 
irregular pulse, elevated blood pressure, trembling in the knees, fainting 
spells, and anxieties that may even leave her in a panic-like condition. 
She has not been able to stay at home alone for several weeks. He and 
her relatives have been taking care of her, but now his vacation time 
is all used up, and he doesn’t know what to do. Over the past several 
weeks, Mrs. R. has not allowed her daughter to go to preschool. She calls 
her family physician or the neurologist several times a day, because she 
fears that she will “drop dead on the spot from a heart attack.” Outpa-
tient treatment, including antidepressants, tranquilizers, and neurolep-
tics prescribed by the neurologist, have brought no relief. On the con-
trary: his wife is now brooding about her mother’s death even more than 
before. While she used to take care of her sick father, now she can’t even 
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do the basic housekeeping. As he finishes, Mrs. R. says in a low voice, “I 
want to be free and able to live without fear!

Patient History

Mrs. R. was the youngest of five children from a small country village. 
She has brothers who are 14, 11, and 5 years older than she; her sister is 
7 years older. She was the “princess” in the family, spoiled by everyone. 
She remembers her mother as good-natured and generous, and herself 
as a “good and timid child” who clung onto her mother’s apron strings. 
Because of this, it was a great shock for her when her mother suddenly 
fell from her chair, dead of a heart attack, at the age of 68. She describes 
her father as being loving, as well, although she did not have a “special 
relationship” with him. Her parents ran a small farm. They worked hard 
and had little time for the family. The father, who has been in ill health 
for a fairly long time, depends on Mrs. R.’s care and support. Now she 
is tormented by the idea that she might lose him as well; it makes her 
“crazy,” and she feels that she could not survive a second death.

Mrs. R. had refused to go to preschool as a child because she “always 
wanted to be close” to her mother, who took her along when she did her 
farm work. Even when she was 8 she clung to her mother when she went 
down to the cellar to fetch wood. When she was 7, her grandmother, in 
whose bed she had slept, died suddenly of heart failure. Nobody talked 
to her about this at the time because “death is taboo in the family.” After 
her grandmother’s death, Mrs. R. slept between her parents in their bed, 
only moving back to her own at age 12, “against my mother’s protest” 
but with her 5-year-older brother’s support.

After completing high school, Mrs. R. lived with a female friend in a 
neighboring village, where she completed her professional training. This 
separation was not difficult because she was able to spend weekends at 
home with her parents. Subsequently, she worked for several years in 
her chosen profession, which was “a lot of fun” for her. She married at 
the age of 23, and her first daughter, with whom she has a “very close” 
relationship, was born 2 years later. She sleeps with Mrs. R. in her bed 
and does not go to preschool because, if she did, “both of us would get 
panicky and fearful.” Previously, the daughter, by her presence alone, 
had been able to help Mrs. R. contain her anxieties during the day, but 
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for several weeks now neither daughter nor any other relatives and/or 
acquaintances have been able to accomplish this.

Consideration of Attachment Dynamics

Mrs. R. described an idealized and apparently secure attachment to her 
mother. I suspect, however, that her mother, because of the strain of fam-
ily and farm, and particularly after her own mother’s death, was no longer 
sufficiently available to her daughter as a secure base, in spite of their 
spatial and physical closeness. The grandmother, whom Mrs. R. had trau-
matically lost at the age of 7, may in fact have been the attachment figure 
who provided real security, but because of family taboos and denials no 
grief work could be done over her death. From then on Mrs. R. clung even 
more insistently to her mother—who was probably also grieving, but try-
ing to hide this from the children—acting “well behaved and timid” so as 
not to endanger their closeness with aggressive quarreling.

Under these circumstances it is understandable that Mrs. R. did not 
succeed in becoming less enmeshed with her mother. Her rage and dis-
appointment over this could neither be admitted nor expressed, how-
ever, as this would have endangered their relationship. She sought close-
ness to her mother at night in a search for security and comfort, but I 
suspect that she herself had to serve as her mother’s secure base, because 
it was only in the face of her mother’s protests and against her will that 
she was finally able to “move out” of the marital bed at the age of 12. 
Here it becomes clear just how much the mother sought to inhibit the 
development of autonomy in the patient.

The sudden death of Mrs. R.’s own mother was a traumatic repeti-
tion of her grandmother’s death. The memory of that loss, never pro-
cessed or grieved, was reawakened. The patient felt “robbed of all secu-
rity” and “powerless” because she realized that her attempts to control 
and “shadow” her mother had failed with her death. The awareness that 
her father, her secondary attachment figure, could also die put her “into 
a panic.”

With the support of her woman friend, the patient had been able 
to take some small steps toward individuation when she undertook her 
professional training; however, her overly close connection to her par-
ents did not loosen.
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Through her early marriage the patient was able to establish a sym-
biotic pattern in her relationship with her husband similar to the one 
she had had with her mother. However, her husband’s changing shifts 
at work annoyed her, and the nights were a particular “horror.” The 
husband was very sensitive to her needs during the intake consultation, 
and he showed himself to be caring when he brought her in, but the 
demands of his own work made it impossible for him to take care of her 
24 hours a day. For a while her relationship with her small daughter gave 
the patient enough security to tolerate her anxieties. But this system had 
broken down, possibly because of the demands of caring for her father 
and the thought that she might lose him.

It therefore appeared to me that the patient was repeating her own 
childhood relationship patterns in the present, creating a constellation 
in which she, now a mother, urgently needed her own child to protect 
her from her anxieties. This behavior caused her daughter—as it had 
caused the patient in childhood—to give up her own desires for explora-
tion and autonomy. The daughter is not allowed to go to preschool and 
is developing anxieties of her own that threaten to replicate the attach-
ment disorder in the next generation. The basic conflict, both for the 
patient and for her daughter, might be expressed as follows: “I want to be 
free to explore the world and go to preschool when I want to. However, 
I feel that my mother needs me close by. Something could happen to her. 
In the worst case, she might leave me or die of fear. So, I will stay with 
her because I need her more than preschool. At least when I am home, I 
can make sure that nothing happens to her. I don’t want to tell her how 
annoyed I am that I have to stay at home because of her; I fear it will 
make things worse if she feels my anger.

An alternative ready explanation of this patient’s psychodynamics 
might be an unresolved oedipal conflict, which broke out into the open 
when her mother died and her relationship to her father intensified, per-
haps for the first time in her life, because of her daily caregiving duties.

Therapy and Course

Mrs. R. adapted relatively quickly to the psychiatric unit. She was a 
“good” patient, avoiding any conflict with other patients and staff by 
skillfully accommodating herself to their needs. At first, she wanted to 
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meet with me daily, and in these conversations she initially complained 
about her heart symptoms, dizziness, and anxieties. She was able to 
attach to me as a physician who would take care of her physical com-
plaints. However, I reacted to her physical complaints with annoyance; 
I felt tightly controlled by her symptoms. I recalled that the referring 
neurologist had talked about how she “terrorized” the family. If she com-
plained about her symptoms, she did not have to talk about her feelings, 
thereby regulating closeness and distance in our relationship.

After 2 weeks had gone by, she felt physically more stable as long 
as she was on the unit. Her complaints and anxieties receded into the 
background. She was able to participate actively in the life of the unit. 
We were able to negotiate a reduction in sessions to three per week 
because Mrs. R. was increasingly able to experience both the unit and 
me as a secure base. Weekend leaves went satisfactorily, although Mrs. 
R. found it increasingly hard over time to leave home and return to the 
unit. Although she felt homesick during the week, the thought of being 
discharged also made her very anxious. She responded with renewed 
fainting spells and heart palpitations to my attempt to “speed up” her 
development of autonomy by having her participate in group psycho-
therapy, and she expressed her own wishes for the first time, requesting 
continuation of her individual therapy and refusing the “order” to go to 
group therapy. I was aware of how steadily she sought to establish attach-
ment and contact with me, and to regulate the relationship by intensifi-
cation of her symptoms. I was surprised when therapy was terminated 
prematurely after 12 weeks on the husband’s urging—he wanted his wife 
home again. As before, Mrs. R. was very ambivalent about this. She was 
eventually discharged at her request because I recognized how much she 
missed her home, surroundings, and family. In addition, I considered a 
longer separation from her 3-year-old daughter to be detrimental to the 
child’s development.

Mrs. R. wanted to continue to work with me, which I did not con-
sider practical since she lived about an hour’s drive away. Instead, I 
referred her to a closer colleague for outpatient therapy. Six weeks later, 
Mrs. R. called me again. She reported that she had not been able to find a 
therapist in her area and that she wanted to continue with me in spite of 
the distance involved. By then she was somewhat less anxious at home, 
and she was able to bridge the time between her husband’s shifts at work, 
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which she spent alone, “more or less well.” But she could not imagine 
how she would survive the long trip to therapy by herself.

In the end she made a variety of arrangements—at first with her 
husband and later with a woman friend—who drove her to therapy twice 
a week. She enjoyed these trips and became increasingly symptom-free 
because the company made her feel more secure. Still, during the entire 
first year of therapy, she did not feel stable enough to risk the distance 
all by herself. Eventually, it became clear that Mrs. R. had found two 
places of safety: her home environment and the relationship with her 
husband, and the clinic and her relationship with me. With her husband 
as “secure driver,” she was able to travel the long distance to therapy or 
go on trips near her home without symptoms. Although before she had 
been unable to drive to the nearest supermarket alone without feeling 
dizzy, she was now occasionally able to do this (“with my heart racing”) 
if she prepared herself in advance and could imagine that her husband, 
a good friend, or I was sitting next to her in the car while she drove. In 
her fantasy, she was able to “hold onto the driver.

At first, we worked face-to-face; later Mrs. R. lay on the couch. The 
first few times she tried this, she experienced dizziness—“as if the floor 
were moving”—and heart palpitations. Only when I pulled my chair 
next to the couch, so that she could make eye contact with me and reas-
sure herself with my presence, did these symptoms abate.

Grief work over the losses of her grandmother and mother occu-
pied the first phase of therapy. With great effort, Mrs. R. was able to 
recall scenes: the grandmother’s laying out at home, her burial, and Mrs. 
R.’s parents’ “secretiveness.” Over time it became clear that the patient’s 
mother “had always been there” but had not really been available emo-
tionally as a secure base. Apparently, Mrs. R.’s mother had taken her 
daughter into her bed after the grandmother’s death in order to feel her 
daughter’s emotional support. But this meant that Mrs. R. had to give up 
the development of her own individuation and autonomy. Closeness to 
her mother consisted of Mrs. R.’s “shadowing” her constantly.

Mrs. R. disclosed to me during this initial phase that she was again 
pregnant. This seemed to her a “wonderful” solution: she could control 
her abandonment fears by creating a close relationship with her child. She 
experienced the pregnancy very intensely as a “happy time.” Although 
at first she could not imagine separation from this child at the end of 
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the pregnancy, the subject of the birth began to take on greater impor-
tance. She gave birth to a healthy girl. After a short interruption, therapy 
resumed, and she sometimes left the child in the care of her husband.

After a year of therapy, which Mrs. R. experienced as “a sort of preg-
nancy” in her emotional development, she was able for the first time to 
drive to the session alone. In her fantasy, she drove “as if she were on the 
high seas, from one port to the next.” Sometimes she stopped along the 
way because the distance still seemed “endlessly long,” and she didn’t 
think she could tolerate the physical tension. Eventually, however, her 
car became a place of security as well, her husband having checked it out 
for “reliability” before she took the wheel. She felt it to be a “safe convey-
ance” that she could rely on.

In a subsequent phase, Mrs. R.’s relationship with her mother-in-law 
began to take on greater importance. The anger and disappointment that 
she felt toward her own mother had been projected onto her mother-in-
law, with whom she argued fiercely. The patient was now able to speak, 
but only hesitantly, about her disappointment in her mother, whom she 
had always idealized. Memories began to emerge: when she was a small 
child, the mother had brought her along in a pack basket when she did 
fieldwork, had set her down somewhere, and left her “to wait forever.” 
Over time, her relationship with her mother-in-law slowly improved, 
so that Mrs. R. was able to draw her into caring for the children “in an 
emergency.

Her relationship with her father now became our focus in therapy. 
The patient realized just how little she had known her father as a child; 
now she was able to restructure the relationship with him, seeing him 
not only as someone who might die soon.

Over the entire initial phase of our work, Mrs. R. greatly idealized 
her relationship with me. When sessions ended, and during the separa-
tions resulting from vacations and illnesses, Mrs. R.’s symptoms would 
intensify, and at first she vehemently rejected any attempts to interpret 
this as an expression of hostile feelings. Only later did it become pos-
sible to talk about the rage and disappointment she felt when I was not 
constantly at her disposal.

This also presented the possibility of working through oedipal trans-
ference aspects, which, however, are not the focus of this discussion.

After almost 3 years and approximately 250 hours of treatment, 
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Mrs. R. began, for the first time, to think about terminating therapy. By 
now she was able to run her household independently, take care of her 
children, and come to therapy without inordinate anxiety. She tolerated 
periods of solitude much better. Only occasionally did she now react 
with anxious irritation when, for example, her husband got home later 
than expected after working the night shift. A period of intense dreams 
followed, which depicted leave-taking in all its variations. After work-
ing through issues of terminating therapy, Mrs. R. was finally able to say 
good-bye to me before Christmas, at a time of her own choosing. She 
called me occasionally after that, just to reassure herself that I could still 
be found in the same place.

Almost a year later, I received a very anxious call from Mrs. R., 
who said that she was beginning to suffer from all of the old symp-
toms again. She realized that this was connected with the fact that her 
younger daughter would soon be starting preschool, but even though 
this connection was relatively clear she felt that she might still need my 
support in handling this separation. I saw the patient for 10 more ses-
sions, in which she focused intently on the relationship with her daugh-
ter as a separate individual and the impending year of preschool. Both 
the trigger and the issues were clear to Mrs. R., but she needed me again 
as a support to get through this phase. We met over the period when 
her daughter attended preschool for the first time, and Mrs. R. had to 
leave her at the school door. She came to therapy for the next few weeks 
so that she could “really feel sure that everything would be all right.” 
After that, she said good-bye once more, with the understanding that she 
could call me again in similar difficult situations.

Concluding Remarks and Follow-Up

This treatment shows that Mrs. R. probably had an insecure–ambivalent 
attachment to her mother. Although she lived close to her mother, she 
had hostile feelings toward her, both because of her frustrated desire for 
attachment and of her inability to experience autonomy and exploration. 
She had lived through two traumatic situations: the sudden deaths of her 
grandmother and her mother. She had not been able to grieve over either 
loss, and after the death of her mother this finally led to an emotional 
crisis, which was characterized by psychosomatic symptoms, anxiety, 
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and panic attacks as well as agoraphobic symptoms. These symptoms 
enabled her to secure the reassuring presence of another person at all 
times. It became clear that Mrs. R. constantly needed other people as 
secure bases to stabilize herself emotionally.6

The clinic, the psychiatric unit, and the attachment relationship 
with me represented securities that she could not and did not want to 
give up after her discharge. This made clear to me how hard it is for such 
patients to switch from inpatient to outpatient treatment when neither 
the place nor the secure attachment relationship can be transferred eas-
ily to other therapists. If continuing treatment with the same therapist is 
not possible, patients with anxiety disorders especially require a planned 
phase-in of the new therapist during the inpatient period.

Mrs. R. was able to rely on me again as an auxiliary secure base 
when her second daughter began preschool, confronting her with sepa-
ration. Although Mrs. R. was able to reflect on this problem by herself, 
she still needed me for emotional support so that she could allow her 
daughter to go through the separation process. At that time I was doubt-
ful about whether the treatment had succeeded, since the patient still 
needed to call me frequently. I therefore focused on the resolution of 
transference issues.

Over the past several years I occasionally received Christmas 
cards from this former patient, who enclosed greetings and some brief 
thoughts. I read these cards with mixed feelings because I wasn’t sure 
how to interpret them. Ten years later, I learned from the patient that 
she was completely immersed in her former profession and that she was 
now looking forward to her adolescent daughter’s increasing autonomy. 
It turned out that the Christmas cards had been inspired by her memo-
ries of terminating therapy before Christmas and recalling our good-bye 
during the beginning of Advent. Thus, she had intended the cards as a 
brief message that things were going well for her.

Depressive Symptoms

Initial Presentation and Symptoms

Mrs. W., age 55, comes to the clinic accompanied by her husband. Her 
family physician has ordered her admission because she has become pro-
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gressively more depressed over the preceding several weeks. Now she 
clings to her husband’s arm, and he accompanies her into the interview 
room; she insists that he come along and also that he report the his-
tory of her acute symptoms. Mrs. W. sits hunched and dejected in her 
chair; she is stiff, expressionless, and almost motionless. The husband, 
clearly moved, reports that his wife has changed completely over the 
past several months. Once she had been active and energetic, taking care 
of the house and children. Now she spends hours lying in bed in the 
morning and can’t do the housekeeping; things are piled up all around. 
She nods and agrees, tears rolling down her face. Talking about herself, 
or everything else for that matter, has become too much for her. She is 
very depressed about the change. Previously she had been known as 
an excellent housewife and mother who easily kept house and garden 
under control. Some days she finds it hard even to get dressed, let alone 
to clean, tidy up, or bake a cake. Treatment with antidepressants has not 
been very successful; over the past 2 weeks things have actually gotten 
considerably worse. When I ask about it, Mrs. W. reports that she occa-
sionally thinks about suicide. She feels that she can’t go on this way; she 
would rather be dead, so ashamed does she feel, and so guilty about her 
husband and children. A person who has sunk so low, she says, has no 
right to live.

Patient History

Mrs. W. was the oldest of four children. Her two sisters are 3 and 8 years 
younger, and her brother 5 years younger, than she. Even when she was 
very young she supported her mother in the house and in raising the 
children. Everyone considered her diligent, purposeful, and friendly. She 
met her present husband when she was 19, and married at 21—as soon 
as she came of age—so that she could “finally get out of the house.

Her greatest wish had always been to have a large family like the one 
she had grown up in, and she had three children, two daughters and a 
son, at intervals of 2 years. She had felt completely fulfilled and happy 
raising the children, building the house, taking care of the garden, and 
supporting her husband in his career. It had been a lot of work, but these 
had been the happiest years of her life. Her husband was secure and well 
respected in his work, and all of her children had been successful as 
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well. She had been very affected by the departure of the children when 
they moved away to study or to work.

This depression was triggered by her son’s announcement that 
he wanted to get married soon, at the age of 22. This was completely 
incomprehensible to her. He was in the middle of his studies, and she 
felt that he should complete his professional training and achieve finan-
cial security before starting a family. Mrs. W. brooded about this day and 
night, but she could not convince her son, and she wondered what she 
had done wrong. Thank God, her daughters were ambitious and worked 
hard, and they visited her more often, now that she was ill. This had 
become a necessity, if only because she needed help with the housework 
and the large garden. Previously, though, she had always been able to 
cope with these herself.

Consideration of Attachment Dynamics

It is probable that this patient had been given the role of mothering her 
siblings early in life and had had to serve as their attachment figure. 
Presumably, her own desire and need for attachment security was not 
adequately satisfied, as she was forced to accept too much responsibility 
at too early an age, and to curtail her own desire for exploration. This is 
the pattern she repeated in her own marriage. Her deliberately managed 
early home-leaving at the age of 21 can be interpreted as a reaction for-
mation. In order to be no longer burdened with the responsibility for her 
siblings and her family of origin, she tried to free herself of her role as 
attachment figure. She could only do this by marrying early, and against 
her father’s will.

Mrs. W. recalls her role as mother and housewife as having been 
very satisfying and fulfilling. There was much closeness between her 
and her children. From the attachment and exploration viewpoint, she 
felt that she served her children both as a “safe haven” and as a secure 
base. The depressive crisis and the inability to deal with the children’s 
autonomy had only begun to emerge as they began to develop in age-
appropriate ways away from the family.

The triggering event that Mrs. W. describes, the planned early mar-
riage of her youngest son, reevokes the other attachment losses that 
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Mrs. W. has suffered, and which she cannot work through because she 
can accept neither her own nor her children’s individuation. These dif-
ficulties now come to a head with her children’s developing indepen-
dence. The depression intensifies her clinginess to her daughters. Her 
husband often stays home, thereby neglecting his own professional obli-
gations. He brings her to the clinic and visits her often. In general, her 
attachment relationships become more anxious, but at the same time 
Mrs. W. feels herself unloved and shoved into the clinic; she reproaches 
her family because inpatient admission represents a separation from 
them that causes her a great deal of anxiety and that she is unable 
to process emotionally. The decision to admit her was made because 
of the increasing danger of suicide, but it had also led to an intense 
preoccupation with attachment. On the one hand, inpatient admission 
had intensified the unconscious desire for contact with the family even 
though Mrs. W. consciously felt “lonely and abandoned.” On the other 
hand, treatment in the clinic made possible a physical separation from 
the primary family and thus fulfilled the patient’s desire for autonomy 
and individuation.

Therapy and Course

Mrs. W. presented as endogenously depressed. She cannot understand or 
reconstruct why she has become so depressed. To the outside observer, 
there is a definable trigger: namely, the son’s impending marriage. But 
the patient herself cannot reconstruct the conflict around this or under-
stand why the impending separation from her son would trigger depres-
sion of such severity. For this reason she is not open to explanations 
that center on her conflict with her son. She feels very bad, but without 
knowing why. As far she is concerned, this terrible illness has come out 
of the blue, and she just hopes that it will abate again. She views it as the 
kind of stroke of fate that one simply has to survive.

In accordance with our understanding of her attachment dynamics, 
Mrs. W. was assigned a “reference person” or caregiver on the unit whose 
role it was to be available to serve as her primary advocate. All family 
contacts, their duration and frequency, and all leaves (initially in the 
company of the caregiver) were agreed to in direct discussions between 
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Mrs. W. and this designated individual, and in consultation with the 
therapist. Initially, these contacts took place at 30-minute intervals and 
lasted no more than 5 minutes each.

It turned out that the patient’s suicidal tendencies were more con-
crete, and therefore also more serious, than had appeared on admission, 
so she was to contact her designated caregiver (or a substitute if the 
caregiver was not on duty) every half hour during the first several days. 
If the designated caregiver left the unit, responsibility for the patient was 
always transferred to a substitute. That is, a great deal of attention was 
paid to relationship constancy and closeness, and as a result Mrs. W. 
knew that there was always a specific caregiver assigned directly to her. 
If she failed to report at the specified time, the caregiver would look for 
her to see how she was doing and to reestablish the attachment relation-
ship from his side. This resulted in a very intense relationship. After 2 
weeks the severity of Mrs. W.’s depression began to decrease without 
changes having been made in her antidepressive treatment (which on 
admission seemed to have been adequate). Husband and children were 
regularly mobilized to provide care and companionship; Mrs. W. could 
telephone family members regularly and go for walks with them. Week-
end leaves, however, were not possible at first because of the consider-
able suicide risk. Mrs. W. found it difficult to make arrangements for 
the entire weekend for fear of her suicidal tendencies. She did not know 
whether attachment relationships with her own family, which, after all, 
were going through major changes, would give her as much security and 
stability as the supportive milieu and “holding” relationships available 
to her on the unit.

In the individual sessions we focused primarily on Mrs. W.’s symp-
toms. I tried to accept her complaining and reproachful attitude toward 
her children and husband, by whom she felt abandoned because she 
thought they visited much too infrequently. My attempts to address her 
need to feel cared for were initially rejected with a shrug. She came regu-
larly to individual sessions, which at first took place thrice weekly, but 
this was not enough for her. At the end of the hour she had a difficult 
time separating and would begin to complain about sleep disorders and 
her lack of motivation while we were saying good-bye.

After 2 weeks she also began to participate in group psychother-
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apy, which consisted of a combination of movement therapy and verbal 
processing of what she experienced there. The group also allowed her 
to identify with other patients and become less dependent on the staff 
and myself. Mrs. W. soon felt accepted in the group, which included 
other women of her age with similar depressive symptoms. In addition, 
the group included young patients who were dealing with postadoles-
cent autonomy, and because of this the issues of separation and attach-
ment began to be addressed more frequently. As a result, Mrs. W., whose 
symptoms were slowly improving, was also able to grapple with the 
issue of autonomy in individual therapy. The young people in the group 
reminded her of her own children who “were now growing up and leav-
ing home.

Over the course of treatment, she became able to understand the 
extent to which she had satisfied her own unfulfilled early attachment 
needs by creating close attachment relationships with her children. Rela-
tionships outside the family were not so important to her, because her 
need for attachment was fully satisfied by her emotional closeness to her 
children and to her husband. She said that she did not know what she 
would do with herself without the children and her household, because 
autonomy, exploration, and the concept of a life of her own still seemed 
very foreign to her.

She was introduced to new possibilities for creative activity in occu-
pational therapy on the unit. She developed a passion for painting on 
silk. For the first time in her life, she had time to pursue interests and 
hobbies that she had never considered while she was involved with her 
family. On weekend leaves she was able to discover and create a “new 
partnership” with her husband that did not include the children. Over 
time she began to enjoy hiking and bicycling on the weekend, and she 
came to see that life with her husband “could be meaningful in old age” 
too.

By then, her son’s relationship with the girlfriend he had originally 
intended to marry had broken up. Mrs. W. was very relieved, even though 
she now understood that her son’s marriage plans had been only a part of 
her problem. It looked as if the children, too, could now work on their 
own autonomy, encouraged by their mother’s successful processing of 
individuation issues.
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Concluding Remarks and Follow-Up

Mrs. W. developed a very close relationship with another female patient, 
whom she continued to see after discharge. Outpatient treatment con-
tinued at longer intervals; the frequency of sessions was left up to the 
patient herself. She came in for outpatient sessions about once or twice 
a month. As she no longer had to take her family and children into 
consideration, these sessions usually revolved around her newly gained 
autonomy and the possibilities that her new hobbies presented.

Mrs. W.’s admission occurred as the result of a severe depressive 
crisis resembling an endogenous depression with suicidal tendencies. It 
was not possible at first to work with her conflicts, as she had no access 
to them. Both the setting on the unit and the very tight caregiving regi-
men used there were designed to fulfill Mrs. W.’s need for attachment 
security. As a result of this developing base, Mrs. W. was able to work 
through her fears of separation and pursue new ways of exerting auton-
omy. Outpatient follow-up treatment showed that Mrs. W. was becoming 
more self-reliant and becoming less needful of the constant emotional 
presence of her husband and children. The use of antidepressants alone 
would almost certainly not have adequately addressed the patient’s need 
for attachment and exploration, let alone satisfied that need.

The fear that inpatient hospitalization might deepen a depression 
further is not justified if carefully thought out and if structured sup-
portive contact is made available. Mrs. W.’s ego functions were stabilized 
by the structuring of her relationship with her primary caregiver and by 
clearly defined beginning and end points. With the increasingly stable 
secure base that she developed during her inpatient treatment, Mrs. W. 
dared to grieve both her separation from, and the restructuring of, her 
family—both her family of origin and her present family—and begin the 
process of exploration and individuation.

Narcissistic Symptoms

I have already discussed the link between the development of self-
esteem and attachment in the theoretical section.The development of a 
secure attachment based on an attachment figure’s sensitive caregiving 



 Treatment Cases from Clinical Practice 235

is an important prerequisite for the construction of a stable sense of self-
worth.

Initial Presentation and Symptoms

A handsome and well-dressed middle-aged man in suit and tie comes to 
an initial consultation that he had sought because of difficulties working 
and concentrating. His youthful and dynamic appearance is somewhat 
belied by his graying temples. Mr. Z. dominates the conversation from 
the outset and asks precise questions. In the countertransference, I feel 
like a student at an oral exam. I get the impression that Mr. Z. is becom-
ing increasingly anxious about the possibility that I might participate 
actively by asking him questions, or that some sort of relationship might 
actually develop between us. Mr. Z. has come to me for concrete sugges-
tions—or, better, for an educational program—that will enable him to 
get his concentration problem under control. He is irritated when I tell 
him that I have no such program, especially when I don’t know much 
about the onset or cause of his concentration disorder. Eventually, he 
tells me hesitantly and in bits and pieces: it all began 6 months ago when 
his wife suddenly left him.

Patient History

Mr. Z. is the oldest of three sons, with brothers 1 and 4 years younger 
than he. He had always been “the big guy,” the successful son loved by 
his parents for his accomplishments, leadership, and commitment. He 
idealized and spoke with great admiration of his father, whom he had 
begun to help with his business at an early age. For his whole life he had 
had very rivalrous relationships with his brothers in which things had 
generally gone his way. As the firstborn and crown prince of the fam-
ily, he had always been helped and supported. He was very well liked 
in preschool. He was a favorite of his teachers in school because of his 
high achievement, and he completed his studies with flying colors. After 
a number of affairs and while still a student, he met his present wife, 
and they were soon married. She is a very attractive woman, and, as far 
as he is concerned, she was made for the role of mother to his children. 
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The couple had a daughter and a son, but Mr. Z. does not describe a 
particularly close relationship. At the time of the children’s birth he had 
been very much involved in work and had only been able to spend a few 
hours a week at home. Housekeeping and childrearing were his wife’s 
“department.” His children were as successful as he was and had com-
pleted their studies with distinction. Mr. Z. appears very proud of his 
children as he relates this. When I ask him about his relationship to his 
wife, he shrugs his shoulders. Everything was going OK, and so he can’t 
understand why she suddenly packed her bags 6 months ago and moved 
out. She told him that she finally wanted a life of her own, to be free 
and independent, and to enjoy life. She had never lacked for anything 
in the marriage, and they never worried about financial matters. He says 
that he has no problems with relationships and that he gets along with 
everybody. He is valued for his diplomacy in business matters, women 
like him, and many people envy his success. He has never had any real 
problems before. Over the past several weeks, however, his sleep and 
concentration difficulties have become so severe that he now needs con-
crete help. When asked about friends and other important people, Mr. 
Z. says that he has a lot of friends—business friends and sports friends; 
he is a social person. However, I sense that there has never actually been 
a person in his life with whom he has had a genuine emotional relation-
ship.

Consideration of Attachment Dynamics

I suspect that Mr. Z.’s childhood attachment relationship to his mother 
and father had been rather avoidant. Evidently, achievement and success 
were highly prized in the family, and attachment and relationship were 
exclusively defined around them. Obviously, Mr. Z.’s achievements and 
success were in line with his parents’ ideal. In addition, he idealized his 
parents, especially his very successful father, because of their achieve-
ments, and they served as role models for him. His internal working 
model may be telling him that close relationships can be established 
and maintained through achievement and success. However, a genuine 
emotional attachment in which Mr. Z. could feel “at home” was some-
thing that he had not yet experienced. He describes his relationship to 
his own children and to his wife as functional and well organized, but 
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without emotional involvement or perceptible attachment. In the same 
way, he tries to keep me at a distance, to control me and functionalize 
our relationship to the extent that I am there merely to serve as advi-
sor for the educational program he desires. Evidently, this is a typical 
dismissing, functionally oriented relational strategy; Mr. Z. employs it 
successfully in business, but it gives him no way to enter emotionally 
into the psychotherapeutic relationship, or even into a close relationship 
with his family.

Against this backdrop, it is understandable that his wife, having 
completed her childrearing duties, left him once the children had finished 
school. Even given this attachment-avoidant background, his family and 
his relationship with his wife evidently provide him a certain amount of 
security and help orient him. He is very pained by her departure, and 
is so emotionally unnerved that he reacts with psychosomatic sleep and 
concentration disorders that can also be understood as depression. Even 
though his relationship with his wife had not been close, consonant with 
his avoidant attachment pattern, her departure is nevertheless a loss, 
which points to his actual attachment desire and need.

From a self psychological perspective, one could say that Mr. Z. has 
a severe narcissistic disorder and that he has been able compensate for 
it up until now by achievement and business successes and by the way 
he arranged his family life. Mr. Z. had not been confronted with deficits 
in the development of his self-worth, or with other narcissistic injuries, 
because up until now his life had consisted only of successes. He had 
been successful in maintaining the grandiose fantasies that his parents 
had nourished since his childhood. Now, bothered by sleep and concen-
tration problems, he fears that the professional success that he has had 
to date could evaporate. With justification, he feels insecure and anxious 
that the narcissistic edifice he has built could collapse.

Therapy and Course

Initially, I was skeptical about offering Mr. Z. therapy based on attach-
ment dynamics, because it became clear during the initial consultation 
how greatly he had organized his life around avoidant attachment and 
narcissistic success. He was looking for a therapeutic recipe, a program 
to help him get a handle on his sleep and concentration disorders. Per-
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haps this could be better accomplished with behavioral therapy, and 
without confronting him unduly with his attachment anxieties. On the 
other hand, this depressive crisis had been triggered by the separation 
from his wife; he felt wounded and insecure because his wife no longer 
served as a secure haven for his existent attachment needs, however dis-
tancing these might be.

With these aspects of attachment dynamics in mind, I decided on 
a treatment strategy aimed at Mr. Z.’s unconscious and hidden attach-
ment desires. I knew full well how difficult it is to strike a balance 
between making attachment available while at the same time not offer-
ing too much, given the wariness of close relationships that patients 
with avoidant attachment problems experience. It took us a long time to 
find a date for our second appointment in Mr. Z.’s busy schedule. Apart 
from his actual work overload, this interaction also revealed his fear of 
attachment. I patiently helped him look for a date for our next appoint-
ment, which was to be 4 weeks after the first one. Mr. Z. was not at all 
bothered by the long interval; this was precisely the sort of distance that 
offered him security, while at the same time not threatening his attach-
ment dynamics. Over the course of therapy, Mr. Z.’s calendar, that is, 
his avoidant orientation, determined closeness, and therefore also the 
frequency of treatment.

During the initial phase our dialogues revolved around his sleep 
and concentration disorders, the demands of his job, and the success 
that he achieved nonetheless. Following the pattern he had adopted vis-
à-vis his parents, he wanted me to admire him as a successful patient. 
He made a great effort to “achieve success” with his symptoms; perhaps 
he might even become my star patient. Evidently this was the only way 
he could imagine being seen, liked, and sheltered in an attachment rela-
tionship. During this phase I did not formulate any interpretations of 
his attachment dynamics. Instead, I decided to go along with Mr. Z.’s 
approach to relationships; he was operating within an attachment pat-
tern that was comfortable for him and that let him make contact with 
me and continue our dialogue without having to run away out of his fear 
of closeness. A tighter setting would certainly have increased his attach-
ment anxieties to the point where he would have acted out more or even 
terminated therapy.

After having just seen his wife again at the divorce negotiations, 
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Mr. Z. was very upset when he arrived at his next session. She had been 
cold and distant toward him and only wanted to talk about financial 
matters. He, however, still liked her very much and would have liked 
to go out with her in the evening, a notion that she absolutely rejected. 
He experienced this continued rebuff and rejection—her “coldness”—as 
brutal. He couldn’t understand the change that had come over her. This 
was the thanks he got for his years of financial support; he had built a 
fortune, and it had provided security for her and the family. He feared 
that she now wanted only to bleed him dry; she accused him of having 
been interested only in material things and said that he had never really 
been interested in her. This upset him deeply; after all, he had taken care 
of the family loyally for all these years. Perhaps he had been unable to 
give her the sense of closeness and protection that she had hoped for in 
the relationship. The children were evidently on her side, which further 
threatened and upset him. He was forced to recognize that he was very 
isolated and alone.

This event gave me my first opportunity to talk about his desire 
for relationship and his longing for closeness, protection, and belong-
ing. For the first time, at this very turbulent session, he was able to 
hear it. I very carefully chose how much to talk about these desires; I 
was extremely careful to avoid intensifying the depressive crisis, which 
would have occurred had he suddenly felt for the first time the full 
weight of his feeling of aloneness and his desire for attachment. In addi-
tion, he could not afford to be incapacitated at work. However, I also felt 
that he was very relieved to be able to talk about these experiences and 
feelings with another person. From then on, our relationship in therapy 
deepened, even though the frequency of the sessions varied greatly. By 
then, Mr. Z. was able to make room in his calendar for therapy as if it 
were any other meeting; in other words, he gave me a place in his life. 
This also meant that he now gave the therapeutic relationship value and 
room in his otherwise functionally organized life.

Mr. Z. remained in therapy for a total of more than 3 years. During 
this time I accompanied him in his grief work around the separation 
and divorce from his wife. Over the course of this grief work, and as a 
result of our relationship, Mr. Z. became increasingly aware of his own 
desire and need for protection, security, and belonging. He experienced 
painful feelings of grief and rage that were almost too much to bear. He 
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feared that an emotional breakdown would lead to unemployment, that 
he would lose his job, that he would fail, be rejected, and eventually 
stand “before the abyss,” in terms of family and profession both. This 
enormous fear could only be grasped and contained because he was able 
to use the therapist as a secure base. Without this, he would not have 
been able to explore his need for attachment. During our last year, it was 
very painful for him to feel and increasingly recognize that his needs as 
a child had not been met by his parents. He came to feel abused by his 
parents, who had cast him in the role of achiever and praised him as 
the crown prince while failing to satisfy his real needs. With horror he 
recognized that he had raised his children according to the same prin-
ciple, namely, that achievement and success where the most important 
things in life. He became painfully aware that, to be truly successful, 
achievement must be anchored in a secure foundation of attachment 
dynamics.

Although Mr. Z. initially tried to “make up for” the loss of his wife 
through short-term acquaintances and relationships, by the end of ther-
apy he was able to find a new partner, and he entered into a relationship 
with her that evidently had more closeness and emotion than he had 
experienced to date.

Concluding Remarks and Follow-Up

Mr. Z. became vulnerable as a result of his separation from his wife. In 
therapy he was able to work through the acute depressive crisis. He was 
able to feel his early desires and deficits in the context of the attachment 
security developed in therapy. He was eventually able to integrate these 
as components of his new emotional security. This gave him the security 
he needed to enter into a new partnership built on an emotionally more 
secure foundation. From a therapeutic perspective, it was very impor-
tant to recognize his desire for closeness at the outset, while at the same 
time taking into account his avoidant and very dismissing interactional 
pattern. It was crucial not to destabilize this pattern by forcing attach-
ment and relationship on him, thereby provoking termination. This care 
alone made it possible for Mr. Z. to enter into a closer relationship and 
allow his unconscious desires and needs, which had not been met in 
childhood, to express themselves.
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This therapeutic procedure reminds me of the technique developed 
by Kohut in his self psychology. However, even though the empathic 
therapeutic stance demanded by Kohut does intersect with an attach-
ment-oriented technique, the primary focus on attachment dynamics 
differs from Kohut’s approach.

Borderline Symptoms

Initial Presentation and Symptoms

Ms. N.’s mother calls to make an outpatient appointment for her 21-year-
old daughter. She is not sure whether her daughter will agree to therapy 
or even to an initial consultation; she is an adult and can’t be compelled. 
The mother begins a long and pressured monologue over the phone. I 
am not sure precisely who needs relief and help. Eventually the daughter 
does come in for an initial consultation, accompanied by her mother, 
who is visibly irritated when I introduce myself in the waiting room and 
tell her that I want first to speak to her daughter alone. The daughter 
seems to interpret this as a sign of respect, however, and, contrary to her 
mother’s expectations, she sits down willingly for our initial meeting. 
She looks critical and skeptical as well as expectant and demanding, and 
I sense that she will test me. Ms. N. is youthfully dressed, and she wears 
a good deal of makeup; there is a pronounced (and lingering) scent of 
perfume in the room. Ms. N. remains silent; she wants me to ask ques-
tions. A dialogue develops about whether she wants to talk or remain 
silent, or whether she wants me to guess which. We are entangled after 
only a few minutes, and I still have no idea about why she is there. I 
have the feeling that there is no escape, no possibility of evading this 
entanglement. I see what would classically be viewed as Ms. N.’s “acting 
out” as an attempt to make some sort of connection with me in the face 
of a fear that I will deceive her.

We spend a good deal of time at the end of the hour on whether or 
not Ms. N. will come back. It is important to her that I talk only with her 
and not with her mother. We schedule another appointment, although 
Ms. N. leaves open whether she will actually come.

At the end of the consultation, the mother urgently wants to talk 
to me alone. I decline, pointing out that her daughter is an adult and 
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that this is her therapy. I raise the possibility to the mother that she 
could look for a therapist for herself; she is very annoyed by this. Later 
that same day, she calls and tries to describe part of her daughter’s his-
tory; again I decline to listen, pointing out that this is the daughter’s 
therapy and that she herself might want to begin therapy elsewhere. 
The way in which the mother crosses boundaries is diagnostically sig-
nificant, because it mirrors the mother’s competition with the daughter 
and demonstrates how she tries to preempt the daughter’s therapeutic 
relationship to me.

Ms. N. is 20 minutes late for our second session. She is still ambiva-
lent about coming and doesn’t expect much from therapy; perhaps it 
would be better if she saw a female therapist. I feel that she is strug-
gling: she is soliciting a relationship with me and at the same time sig-
naling rejection and refusal. The next day, Ms. N. calls and says that she 
urgently needs an appointment—otherwise something terrible will hap-
pen. I sense her anxiety, and against my usual principle of maintaining 
clarity and structure in the therapy setting I schedule an appointment. 
This time, Ms. N., extremely tense, is in the waiting room 15 minutes 
early. She has had a violent argument with her mother, who is opposed 
to my treating Ms. N. because I had refused to talk to her. The patient 
wants to come to me for therapy, but I have to promise not to accept her 
mother as a patient as well.

Later I learned that Ms. N. has had terrible arguments with her 
parents, especially with her mother, for many years. At times the argu-
ments have become physical. In their aftermath Ms. N. often would feel 
depressed, as if her mother had “steamrollered” her. She was often so full 
of rage that she didn’t know what to do next. She has attempted suicide 
four times already by various means: slitting her wrists, taking pills, and 
lying down in the forest drunk, after having run away. Sometimes she 
fantasizes about killing herself or her mother.

Patient History

Ms. N. is her parents’ only child. She was an “accident.” Her mother 
was only 17 when she became pregnant and married without her par-
ents’ consent. Ms. N.’s father, whom she describes as very authoritarian 
because he “forbids any freedom,” is very different from her mother. Her 
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mother vacillates; on the one hand she spoils and secretly supports her 
daughter, and on the other she gives in to the father’s decisions and opin-
ions. Mother and daughter often unite against the father and together 
overturn his authoritarian orders. But when the father discovers his 
daughter’s “misdeeds,” the mother does not back her up, but attacks 
her, leaving her open to her father’s full rage. She experiences this as 
“betrayal,” and thinks about running away and killing herself. There is 
also constant stress at school. Ms. N. is a mediocre, even poor, student, 
and whether she will actually complete school or not is unclear. Her 
mother has taken care of Ms. N. all her life, but at the same time has 
constantly accused her of having “messed up” her (the mother’s) life by 
having been born in the first place. The patient’s history comes out in 
such bits and pieces that it is hard to reconstruct it; my task is to con-
struct an image of her history from the puzzle pieces.

Consideration of Attachment Dynamics

Ms. N. was the product of an unwanted conception and birth. It is likely 
that the mother’s attitude toward her was highly ambivalent from the 
beginning. The pregnancy enabled her mother to leave her parents and 
marry Ms. N.’s father. Evidently Ms. N. served as an emotional support 
for her mother, but at the same time, Ms. N. constantly experienced 
her mother as “stabbing her in the back” when she “caved in” to her 
father’s authoritarian demands. As a result, the patient felt betrayed by 
her mother, and left to fend for herself. She could never tell whether or 
not her mother’s emotional support was going to be dependable. She 
had a backlog of experience that told her that she could not rely on her 
mother, especially when the father exerted pressure. Her close emotional 
attachment to her mother, on the one hand, and her feelings of having 
been betrayed by her, on the other, led to an attachment pattern that 
suggests “entanglement” with aspects of disorganization. Ms. N. dem-
onstrated her ambivalence in the way she structured our initial consul-
tation. She sought closeness, but at the same time was very distressed 
by the possibility that I might betray her to her mother. Only when I 
separated the two was Ms. N. able to enter into the therapeutic relation-
ship. However, her mother’s acting out exposed her to a great deal of 
unpleasantness as the mother, upset by my rebuff, attempted to boycott 
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therapy. There was no chance whatsoever that the mother would seek 
out therapy for herself, given her own disorder.

The patient was still very entangled in her attachment to her father 
and mother. She had not been able to develop a healthy balance of attach-
ment and autonomy. Ms. N. fought with herself about how to control the 
aggressive feelings that resulted from her disappointments, her mother’s 
boundary transgressions, and her father’s authoritarian attitudes. To Ms. 
N., the only way out consisted of running away, acts of aggression against 
herself, or fantasies of destroying her mother.

The preoccupied or entangled attachment pattern that she lived out 
with her mother established itself relatively quickly toward me during 
our initial consultation. It was necessary to create a setting clearly struc-
tured enough to impart to her a sense of security. But her acting out had 
also to be taken into account (e.g., her emergency phone call) because it 
was an expression of the patient’s attachment disorder; I feared that the 
patient might terminate therapy if she found me unwilling to serve as an 
attachment figure in such situations.

From the perspective of classical psychodynamics, all the early 
defense mechanisms, such as splitting, are apparent. Ms. N. splits her 
mother into a distinctly caring, even overcaring, good mother, and a bad 
mother who betrays her and exposes her to her father. From an object 
relations theory point of view, Ms. N. has not yet developed self or object 
constancy.

Therapy and Course

At first Ms. N. constantly questioned both the setting and the struc-
ture of therapy; she forgot or skipped appointments, demanded “urgent 
appointments” over the phone, or arrived too early or too late. It was 
very difficult to maintain the necessary structure and constancy while 
at the same time reacting flexibly enough to take Ms. N.’s attachment 
needs into account, so that she would not terminate therapy. I did not 
view her acting out only as resistance. From an attachment perspective, 
it is an expression of her entangled attachment to her mother, which is 
now reproduced in the therapeutic relationship.

Over the course of the first year of therapy, Ms. N. “split” the thera-
pist into the one who gave her attachment security and the one who 
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rejected and failed her. Eventually, she was able to understand that end-
ing the session at the end of the hour and observing rules were not an 
expression of “malevolence and arbitrariness,” but a sign of a committed 
and predictable relationship. As a child, Ms. N. had never known pre-
dictability in her relationship with her mother; she had no protection 
from her mother’s arbitrarily changing attachment stances. Weekends, 
and especially my vacations, were initially reasons for Ms. N. to feel that 
I was unreliable, uninterested in her, and, finally, rejecting. She believed 
that she was supposed to function as I expected, and then to come to 
therapy sessions whenever I happened to have time for her. At the same 
time, the rush appointments that I made for her, which took place in 
the structured setting of my office but outside the schedule that we had 
agreed to, constituted “proof” that she could depend on me as a thera-
pist. In the past, from a classical therapeutic perspective, I would have 
seen such a procedure as a collusion in her acting out. From my current 
perspective, however, I now see it as helpful to discuss with the patient 
the attachment dynamics of this repetitive “acting out,” which express 
specific hopes and desires for the presence and constancy of the attach-
ment figure.

It took about a year for Ms. N. to feel sufficient attachment security 
in therapy to allow therapy to enter calmer waters. Treatment revolved 
completely around resolving her entanglement with her mother and cre-
ating boundaries with her father. It was very hard during that time not to 
fall into transference constellations that mirrored her dealings with her 
parents, that is, oscillating between overcaring and rejection or creating 
authoritarian structures that made flexible reaction impossible.

Only over the course of the second year of therapy did it become 
increasingly possible to talk to Ms. N. about her arguments with her 
parents. By now, she was able to look at these alternating and inconsis-
tent interactions in a more differentiated way, and to take a clearer and 
more structured stance toward her mother. She also dared to set clearer 
boundaries for herself in relation to her father, and to stop submitting to 
his authoritarian demands. Previously, Ms. N.’s circle of friends had been 
a constantly changing group of chaotic relationships; now, she found a 
stable place with a group of people who accepted and valued her. She 
no longer had to exclude herself from a group by acting out before they 
excluded her.
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Toward the end of therapy, Ms. N. had gained sufficient security to 
enable her to enter into a stable couple relationship with a partner. She 
thought of therapy as no longer important, wanting to spend her time 
with her partner and her group of friends.

Concluding Remarks

At the beginning of therapy, Ms. N. reenacted in the transference her 
entangled attachment relationship with her mother. Her acting out in 
the form of self-directed aggressive actions and suicide attempts indi-
cates that Ms. N. had to fight against the experience of archaic and dis-
organizing rage. As a result of the security and stability that she gained 
in the therapeutic relationship, she became able to feel her own attach-
ment security and constancy; she could now tolerate separation from the 
therapist, and no longer needed to react by acting out and splitting. To 
this extent, this relationship represented a corrective emotional experi-
ence, a new beginning.

From an object relations perspective, it could be said that the 
patient experienced growing self and object constancy, corresponding 
to a secure state of mind with respect to attachment. As a result, Ms. 
N. was able to let go of the therapeutic relationship and enter into 
age-appropriate relationships. Perhaps more intensive working through 
of the patient’s archaic destructive and aggressive fantasies might have 
been appropriate. In therapy, these fantasies were interpreted as an emo-
tional reaction to her frustrated need for attachment. Over the course 
of treatment, the patient felt sufficiently supported to allow her to look 
at her self-destructive and other destructive fantasies more clearly with-
out reliving them.

Psychotic Symptoms

Initial Presentation and Symptoms

A 19-year-old is referred by his family physician for an “addiction to 
computer games,” and comes to the initial interview with his mother. 
Once his mother has left the room, he reports that all of his friends are 
envious of him because of his computer expertise. It is true that he often 
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plays for hours at a time, but this is necessary to keep in shape and to 
train. In any case, he has everything under control. He goes on to divulge 
that he radiates a force that penetrates the computer monitor and affects 
the combat ability of his fighter jets. He can foresee the outcome of com-
bat; in fact, he has special sensitivity to such radiating forces. At the end 
of our initial dialogue, he acknowledges that I have a “good force,” and 
so he is willing to come for another session. His manner is conspiratorial 
and controlling; he looks at me with a sharp, piercing gaze, as though he 
wants to penetrate and ascertain my thoughts.

Patient History

In the course of subsequent dialogues I learn that O. is the youngest of 
three children. His two older siblings are independent and no longer live 
with their parents. O. became interested in electronics at a very early 
age because his father worked in the field. The father especially was 
very pleased about this and introduced him to computers and computer 
technology, so O.’s interest in these things was not seen as particularly 
noteworthy. But over the past 4 months his mother had noticed that her 
son often got up at night and sat in front of the computer playing games 
and uttering magic formulas to affect the outcome. At such times it was 
impossible to interrupt him. Often he sat in front of the computer all 
night long as if in a trance, and during these times he was inaccessible 
to his parents. Lately he had been saying that his magic powers gave him 
control over the end of the world.

There had been some strident arguments between father and son 
when his father had confronted him about his strange electronic theo-
ries. O. stated that his father understood nothing about modern elec-
tronics, but that he himself can “upload my thoughts to the Internet.

Early on, O.’s mother had introduced him to her very strict faith, 
in which spiritual thoughts played a great role. For many years, religion 
facilitated a close attachment relationship between mother and son. At 
adolescence, however, O. created an age-appropriate boundary between 
himself and his mother, and no longer accompanied her to religious ser-
vices. Instead, he spent hours immersing himself in his father’s technol-
ogy.

Over the past few weeks, he had begun to fail in school—surely 



248 TREATING ATTACHMENT DISORDERS 

the result of his psychotic thinking. A very intelligent young man, he 
still attended classes regularly, and there were phases when he was quite 
capable of following the lessons. At night, however, he sat in front of his 
computer completely immersed in his psychotic world.

Consideration of Attachment Dynamics

Presumably, their common spirituality had led to a close tie between 
O. and his mother from childhood. In early adolescence, when he was 
creating boundaries between them, he turned to his father’s technology. 
This facilitated greater independence from his mother, but produced 
an equally enmeshed attachment to his father. The psychotic symp-
toms—which included the belief that he was a wizard of the force, who 
had magic powers over the computer and could affect and change the 
world—may be interpreted in an attachment context as a simultaneous 
attempt to maintain his attachment to the mother and her spirituality 
and to the father and his electronics at the same time. The psychotic 
symptoms may thus be seen as an attempt to free himself from his very 
enmeshed relationship with his parents and to discover a world indepen-
dent of them, and belonging only to him. Only he knew his way around 
this world, and he could explore his own powers within it. Neither his 
mother nor his father showed much sensitivity as attachment figures. 
O. had been used, or abused, by both of them in their own interests. 
Neither parent sufficiently responded to his age-appropriate needs for 
attachment and exploration. As a result, he found himself in a dilemma: 
as long as he maintained a close attachment relationship to his mother, 
which was based on spirituality, he was her prisoner, and separated from 
his father. To the extent that he turned radically away from his mother 
and immersed himself in his father’s electronics, he was a prisoner of 
his father’s conception of the world, but then he was separated from his 
mother. The formation of his delusional symptoms about his power of 
radiation allowed him an independent perspective; at the same time he 
maintained constant contact with his parents by way of the ubiquitous 
force that only he could control. In his omnipotence he was able to con-
trol closeness and distance as well as the frequency and intensity of the 
“radiation” relationship and attachment. This enabled him to maintain 
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autonomy without having to give up his relationship with both parents, 
although at the cost of delusional symptoms. When he sat in front of his 
computer at night, he was attached not only to his sleeping parents by 
means of his potent radiation but to all people worldwide. He could not 
do without the computer games because the moment he turned them 
off, he feared that he would become separated from the rest of humanity 
and be left alone. In other words, his constant addictive game playing 
also prevented him from feeling lonely and alone.

Therapy and Course

Both O. and his parents rejected inpatient treatment and/or medication. 
Neither parents nor son could imagine the separation implied by inpa-
tient admission. This fact alone demonstrated how closely both parents, 
for their own purposes, were entangled with the boy; they both needed 
him for their own emotional stability. Because O. had read that one can 
become dependent on a therapist, his attitude toward therapy was very 
skeptical at first, and under no circumstances would he agree to more 
than once a week. Only later, when the therapeutic attachment relation-
ship had stabilized, could the frequency be increased to twice weekly 
without causing him great anxiety. I was very skeptical whether such 
infrequent sessions could have any effect, given the severity of his symp-
toms. But I had no apparent choice but to adapt to the intensity of the 
relationship and attachment that O. permitted, and to allow myself to be 
guided by him.

At first O. was distrustful and hesitant about inviting me into his 
delusional world and telling me more about it. I learned only sporadi-
cally at first about his fantasies, which over time revealed themselves as 
a complex delusional structure. Even without an Internet connection, 
his radiation force allowed him to be in contact with the entire world. I 
interpreted this grandiose expansion of attachment and connection as a 
sign of loss of emotional attachment and of secure support in his rela-
tionships with his parents, and simultaneously as an attempt to indi-
viduate.

Relatively soon O. came to believe that he was connected to me tele-
pathically and could read my thoughts. He was relieved that he had been 
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unable to detect any evil intentions on my part, which I interpreted as 
positive transference. Although the delusional symptoms did not change 
to any great extent during the first 9 months, his ego functions stabilized 
sufficiently that he was able to attend school again. The therapeutic rela-
tionship served as his secure base; he came to therapy sessions regularly 
and arrived punctually. The delusional symptoms changed over time to 
the point where he could discuss “God and the world,” transcendence, 
and close and distant attachments and relationships at great length and 
in a more differentiated way. From then on, he also became more able 
to look at his relationship to his parents in a differentiated way. How-
ever, he could make absolutely no connection between the sphere of 
his relationship with his parents and his own fantasy world. He oscil-
lated between two worlds: identifying increasingly once more with the 
religious world of his mother, from which he criticized his “faithless” 
father and his interest in rationality and technology; he also identified 
with his father’s technological world, and from this position he criticized 
the mother’s “superstition.” He thus oscillated between the two parents, 
identifying with one or the other at various times.

During this time, his delusional symptoms were abating; toward the 
end of the second year of treatment, the patient was increasingly able 
to follow his own path. A relationship with a close friend, with whom 
he had previously spent hours putting together technological devices, 
gained in importance during this time. He could now withdraw to his 
room with his friend, thereby creating a boundary between himself and 
his parents, while at the same time not withdrawing into solitude with 
his computer. In the therapeutic relationship, he now seemed more like 
an adolescent who wants to get into deep intellectual discussions in order 
to “understand the world.” He was very critical of me in his arguments, 
rejecting my ideas about how things work, and increasingly creating 
boundaries between us. He confronted me with clear direct questions 
about “God and the world” that he actually wanted to have answered. He 
challenged me to take a position, to “show my colors,” as a way of struc-
turing the relationship with me, and our negotiations over identification 
and boundaries. It was not possible to use the classical technique of 
restating the patient’s questions back to him; he would have interpreted 
this as direct avoidance of attachment, rejection, and withdrawal. What 
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was needed was a “goal-corrected” partnership suited to adolescents in 
which common goals could be discussed and clarified, and in which 
each partner could set his own boundaries and express his own opin-
ions. This friendly back-and-forth, set against a backdrop of growing 
attachment, allowed him to deal with his mother and father as though 
he had used the therapy sessions to test in advance how far he could go 
with his thoughts and ideas. Over the course of his further development, 
these ideas became more realistic, while at the same time sharply intel-
lectual and complex; this kind of thinking was a method that he used “as 
a weapon” for exploration as well as for setting boundaries.

Treatment ended when he decided to pursue professional training 
of which neither the mother nor the father approved. He fought to have 
his way even though he was convinced that his decision would “disap-
point” both parents. It was important to him that a therapist could fol-
low and share in his decision.

Concluding Remarks and Follow-Up

From a therapeutic perspective, treatment had not been brought to a 
conclusion at the time that O. decided to go his own way and terminate. 
It became clear that he also needed to separate from me as a parental fig-
ure, and to go his own way. I had misgivings about how stable he was and 
whether or not his psychotic symptoms would recur. His parents called 
and told me that he had been able to pursue his chosen goal without any 
renewal of his psychosis, to their amazement and to my surprise.

At the same time, we need to deal with our reservation about whether 
this newly won psychic stability might be insufficient to maintain itself 
under greater stress. On the basis of diagnostic criteria, therapists may 
frequently consider that a treatment is not successfully ended because 
this or that issue still could to be worked through. Perhaps it is necessary 
to allow patients to terminate treatment when they believe themselves 
to be secure enough to try, even though there is the potential and the 
danger that their symptoms may recur. If the attachment relationship in 
therapy is robust, patients can always return to it. If they do, they may 
get to the point of attempting termination again, and this time succeed-
ing in spite of the stresses involved.
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Depression in Old Age

Initial Presentation and Symptoms

I got to know Mrs. P. while she was an inpatient, hospitalized for sev-
eral weeks for “severe depressive symptoms.” The differential diagnosis 
included incipient dementia. Mrs. P. was known on the unit for sitting 
virtually immobile in her chair all day long; it was unclear what she 
took in from her surroundings. She said nothing and seemed not to be 
interested in anyone. Watching her, one got the feeling that she was in a 
stupor, inaccessible to outsiders either emotionally or cognitively.

Patient History

Until her inpatient admission, Mrs. P. had shared an apartment with her 
daughter. At the daughter’s disclosure that she planned to marry soon, 
and that it would be best if the mother went to a nursing home, Mrs. P. at 
first protested, complained, and raged vociferously. The next morning, 
however, she failed to get out of bed and had not spoken a word since. 
At first she was thought to have had a stroke, but no pathological find-
ings were found in neurological tests. Because of this, an acute crisis or a 
severe depressive reaction were assumed; later came the consideration of 
incipient dementia. Still, such acute symptoms in connection with a trig-
gering event were not consistent with dementia. Mrs. P. had always lived 
with her daughter, and they formed a smoothly functioning team; Mrs. P. 
did the housekeeping while her daughter worked all day. She could not 
conceive that her daughter might get married and that she would have 
to spend her waning years in a nursing home. A fragmentary patient his-
tory was taken from the daughter, because the mother herself still would 
not say a word about her person or her life. My initial attempts to engage 
Mrs. P. and talk to her hit a blank wall. The tiny white-haired 75-year-old 
woman squinted piercingly at me from behind her wire-rimmed glasses. 
I had a strong feeling that she perceived me, but she didn’t react with 
words, gestures, or facial expressions, and she certainly did not answer 
my questions. Nevertheless, I was fascinated and affected by this patient, 
who lived on the unit like a silent statue. I noticed that I looked at her 
more often, and felt emotionally involved with her. I wondered what lay 
hidden behind her silence.



 Treatment Cases from Clinical Practice 253

Consideration of Attachment Dynamics

First of all, it is notable that the illness with its depressive symp-
toms began when her daughter spoke of an imminent separation. The 
announcement that she wanted to get married and that her mother 
would have to go to a nursing home obviously triggered so much 
fear and terror in the patient that after a short protest, as her daugh-
ter had described, she was rendered speechless in the truest sense 
of the word. The mother’s speechlessness, and her depressive with-
drawal, meant that the daughter had to look after her mother and 
was therefore not in a position to get married and build her life as she 
intended. The daughter was very frightened by her mother’s illness, 
the initial uncertainty about her condition, and the suspicion that a 
stroke might have occurred. The entanglement between daughter and 
mother became even more intense as a result. Several months had 
elapsed in the meantime. Inpatient treatment (including both psycho-
therapy and medication) for severe acute depression did nothing to 
help break through her silence. By then, Mrs. P. was showing signs of 
hospitalism; she was a part of the unit, but not much attention was 
paid to her. She existed inconspicuously and caused no trouble. Her 
daughter visited her regularly several times per week. The daughter 
herself needed psychotherapeutic help as well because of her guilt 
feelings about her marriage plans and the separation that would result. 
From an attachment perspective, one would speculate that mother 
and daughter represented a secure base to each other, but of very lim-
ited scope. The boundaries were demarcated in such a way that there 
was no room for autonomy and exploration. Their living arrangement 
had so far made this unnecessary. But the entire situation was shaken 
by the daughter’s intention to marry. Even the thought of separation 
and the potential expansion of her own scope of exploration brought 
about the mother’s severe reactive depression. The consequence was 
that her attachment to the daughter became more anxious, making 
actual separation impossible. At first I was not at all clear why, and 
in what personal context, this attachment relationship had developed 
into such a close collusion. Therefore I had no clear idea how to work 
with this patient, particularly as she reacted to my various attempts at 
interaction with complete silence and immobility.
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Therapy and Course

Even though Mrs. P. appeared not to react expressively, I nevertheless 
considered it necessary from the point of view of attachment at least to 
maintain contact with her and not to view her as a living statue on the 
unit. I tried to do this first by visual contact and then by talking to her 
repeatedly, without expecting any form of verbal expression from her 
in response. I suspected from her eye movements that she heard me, 
understood, and wanted to be talked to as well. I got the impression that 
she wanted to catch my eye when we sat together in a circle with other 
patients.

One day the staff and patients went out on an excursion, and Mrs. 
P. went along. As we were strolling through the town, I noticed that 
she seemed to shadow me, even though she kept a certain distance. 
It was as if there were an invisible bond of long standing between us. 
As we walked by a music store, I saw a beautiful old instrument in 
the window. I left the group and went inside, wanting to look at it 
more closely. The group, the staff members, and I set a time when we 
would meet at the train station. I played the instrument for a while and 
noticed that Mrs. P. was sitting behind me listening. The instrument 
fascinated me, and I was a little irritated that the patient had followed 
me. I had also lost track of time and was shocked when I looked at 
my watch. I said, “Oh my God, we missed the train,” to which Mrs. P. 
answered calmly, speaking for the first time, “That doesn’t matter. We 
have a lot to talk about.

I was completely confused but very moved. Mrs. P. had spoken to 
me. We walked together in silence to the train station and asked about 
the next train. Then we sat down to wait for it, across from each other 
at a small table in a café. Without prompting, Mrs. P. began to talk about 
how she and her husband, who was a musician, had traveled around the 
world during the war. In the end, after all of the ravages of the war, she 
had lost him anyway. Only her daughter, her “everything,” remained. 
She continued to love her husband in her daughter. Until now, she had 
buried her grief at the loss of her beloved husband deep inside her. Her 
eyes welled with tears as she related her life story, and I now understood 
that the idea of separating from her daughter meant that she would 
have to not only grieve that loss but also make up for a 30-year delay in 
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mourning her husband. When I played the instrument, her memories of 
him had been so vividly awakened that, given the attachment that had 
already been cautiously established between us, she became ready to 
break her silence and talk to me about these matters. Until then it had 
not been possible; the burden she felt in her heart was simply too great, 
and each word had been too much for her.

This very emotional event strengthened the attachment between us, 
which enabled us to do grief work. Over time, I realized that the patient’s 
looks reminded me of my grandmother, who had once been an impor-
tant attachment figure for me. Her condition improved to the point 
where she was soon able to discuss with her daughter the possibility of 
going into a home. It was very important for Mrs. P. to find some sort 
of assisted living and not simply be “shunted aside” in a nursing home. 
One condition was that she should be permitted to bring her own fur-
niture, antiques that had become very dear to her, to her new home as a 
symbolic representation of bygone days. Once an appropriate home was 
found and she went successfully through a trial period there, we planned 
her discharge from the clinic and she moved to the new place. Mrs. P. 
carefully selected the pieces of furniture and mementos she would bring 
with her into this new, if more constricted, home. She continued to come 
for therapy on an outpatient basis; it focused on grief work, over both 
the separation from her daughter and the untimely loss of her husband. 
Mrs. P. was able to look back over her entire life. It was as if she were 
separating from old attachments and entering a new world. As a result, 
she was able to make contact with others in her new living situation and 
enter into new attachments and relationships.

Concluding Remarks and Follow-Up

Mrs. P. became a very valued and engaged member of the community, 
taking part in a number of activities there. We corresponded for many 
years, and she described her new life to me in long letters. She joyfully 
reported her grandchildren’s development and was full of pride about 
how they were thriving and all the things they could do. When she died 
many years later, and I received an obituary from the daughter, I was 
very saddened even though her passing, preceded by a brief illness, did 
not come as a complete surprise.
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SuMMARY

I now summarize several basic ideas that have been developed in these 
case presentations.

Establishing a secure attachment relationship (“secure base”) with 
the patient was an important therapeutic task in every case. This process 
is a prerequisite for enabling the patient to change pathological child-
hood representations of self and attachment figures through work in the 
transference.

During their hospitalizations, the patients almost certainly experi-
enced staff members, other patients, or the clinic itself as such a “secure 
base.” Special difficulties were associated with establishing and structur-
ing a secure attachment relationship with patients who demonstrated an 
insecure–avoidant, or dismissing, attachment strategy. My attempts to 
establish an attachment relationship were particularly unsuccessful with 
patients of this kind when there was no pressure because the patient 
did not feel he was suffering, or when parents with avoidant attachment 
strategies did not want to commit to therapy for their ill child and I was 
unable to convince them of the need.

An understanding of the various attachment patterns made it eas-
ier for me to understand the patients’ attachment disorders and enabled 
me to tailor my technique accordingly. However, these cases also make 
it clear that clinical variations in attachment disorders at the level of 
behavior and symptom may deviate considerably from the patterns 
of insecure attachment identified through research with nonclinical 
groups.

After therapy, the patients were able to structure their relationships 
in ways that were more or less symptom-free, and that allowed them 
greater flexibility in attachment and autonomy as well as in exploring 
the external and the intrapsychic worlds. I consider this as a sign that 
their inner working models of relating had changed in the direction of 
a secure attachment pattern, and that a clearer structure and hierarchy 
among the working models had been achieved. One indicator of this was 
patients’ ability to replace maladaptive with adaptive attachment behav-
ior. The secure base offered by therapeutic attachment allowed them to 
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work through relationship conflicts and to express and integrate loving 
and hostile affects in the transference with less anxiety.

Other attachment figures in the patients’ environment, such as 
spouses or parents, may be regarded as either protective or risk factors. 
Over the course of therapy these relationships must be explored by the 
patient. Especially in cases of insecure–ambivalent and entangled attach-
ment relationships, such as may occur between spouses or between par-
ents and child, illness may be triggered in a previously healthy person 
if one partner develops more autonomy over the course of therapy and 
becomes increasingly able to set boundaries in the relationship.

A certain vulnerability with regard to issues of attachment, separa-
tion, and loss remains for patients, despite their new attachment experi-
ences in therapy. Several of the follow-up histories showed that patients 
who had terminated therapy sought me out again on their own when 
experiencing a recurrence of symptoms or stress. I also experienced 
patients after therapy as being more self-reflective and knowledgeable in 
analyzing a particular attachment dynamic in the context of dealing with 
a new set of problems.

In several shorter, more focused therapy situations, I did not attempt 
to terminate the relationship at the end of treatment, so that the patients 
would feel that they could fall back on me as a secure base if at a later date 
they encountered anxiety-provoking or threatening situations. Some of 
them actually did so. Sometimes, however, I made a great effort toward 
the end of therapy to work toward a permanent termination in order to 
promote the development of the patient’s own autonomy and relatedness 
to others. Notwithstanding, several patients called me again, something 
that I initially thought to stem from an inadequately worked-through 
separation from me. Today (in retrospect and with greater knowledge 
of attachment theory), I interpret this to mean that attachment within 
the therapeutic relationship also remains a lifelong issue. In those cases 
in which I actually succeeded in establishing a secure base with the 
patient in the relationship, I no longer see it as a sign of “failed therapy” 
or “inadequate working through” when patients in trouble turn to me 
again later on.

To the extent that we commit to treatment and place ourselves at 
the patient’s disposal as a secure base, each step that the patient makes 
toward a new perspective on life, and each farewell at the end of therapy, 
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requires that we also partake in separation and grief work. This pro-
cess is all the more intense and painful when it resonates with aspects 
of our own attachment experiences. We must be conscious of our own 
attachment strategies and countertransference processes so that we do 
not hold back the development of a patient’s autonomy out of our own 
attachment needs. This danger is particularly great when therapists live 
alone or (occasionally because of professional involvements) neglect 
their own personal attachment relationships. In my experience, good 
attachment-oriented therapy is possible only if therapists are part of a 
network of relationships that represent a secure base in their own lives 
and for their own emotional attachments. This will help them to let go of 
their patients, but it will not spare them the necessity of their own grief 
work when their patients leave them.
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Section V

Treatment of Early Childhood 
Developmental Disorders  
in an Inpatient Intensive 

Psychotherapy Unit
A New Model of Treatment

The treatment of children, adolescents, and adults who suffer from early 
developmental disorders resulting from, among other things, attach-
ment trauma at the hands of their primary caregivers during the first 
years of life, poses significant challenges to therapists. Such patients are 
generally considered “difficult to treat” by psychotherapists. They tend 
to be ambivalent when entering into a “treatment alliance” and ther-
apeutic relationship and are subject to intense waves of anxiety, rage, 
and shame, which they tend not to express verbally but act on, usually 
outside the therapeutic setting. Because their capacity for symbolization 
and empathy are limited or poorly developed, the process of change in 
these patients is often rocky. In adulthood, patients with “early disor-
ders” frequently suffer from personality disorders, among them border-
line syndrome (cf. Lyons-Ruth 2008a, 2008b; Bateman & Fonagy 2004, 
2006; Allen & Fonagy, 2006; Poettgen-Havekost, 2006; Reinert, 2006).

In this section, I introduce the concept of intensive inpatient psy-
chotherapy of early childhood disorders as practiced in the Department 
of Pediatric Psychotherapy and Psychosomatics, at the Dr. von Hauner 
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Children’s Hospital, in Munich. The concept will be explained based 
on two case histories—one of a girl with an early eating disorder and 
multiple psychosomatic symptoms, the other of a boy who suffered early 
trauma and exhibited aggressiveness.

INTENSIVE INPATIENT PSYCHOTHERAPY  
OF EARLY DISORDERS

Patients—children and adolescents—who sustained physical trauma 
resulting from an automobile accident, burns, or poisons can be treated 
surgically or medically on an inpatient basis in the intensive care unit 
(ICU). It would constitute malpractice not to treat these patients in 
intensive care, partly because many of them require medical and nursing 
care on a one-to-one basis until they are sufficiently stable to be trans-
ferred to a unit, or to be treated on an outpatient basis. Optimal healing 
that prevents complications and later long-term chronic developmental 
deficits requires intensive medical care.

But if children, including infants, are emotionally traumatized 
because they were subjected to various forms of violence and neglect, 
the psychological consequences are generally neither adequately diag-
nosed nor given the kind of intensive therapeutic care that is required 
to treat the early consequences of trauma (Brisch & Hellbrügge, 2003; 
Brisch, 2003; Hüther, 2003; Riedesser, 2003; Papoušek & Wollwerth 
de Chuquisengo, 2003). Such early injuries to the mind as well as 
to the body—and these children have often experienced both—must 
be treated by intensive inpatient psychotherapy (Brisch & Ehrhardt, 
2010).

COMPONENTS OF INTENSIVE INPATIENT PSYCHOTHERAPY

Physical Diagnosis and Treatment

This process has several components that include physical diagnosis 
and treatment. Physical causes such as neurological diseases, including 



 Treatment in an Inpatient Intensive Psychotherapy Unit 261

seizure disorders, psychosomatic disorders, and the consequences of 
physical injury due to trauma must, of course, be identified and treated 
by specialists. Because many of these patients were injured before lan-
guage acquisition, they are often unable to express their feelings and 
inner experiences in words or symbolically, but react with classic physi-
cal symptoms (Papoušek & Wollwerth de Chuquisengo, 2003; Dieter, 
Walter, & Brisch, 2005). The body never forgets early experiences, and 
so the extreme internal stress that is associated with unresolved trauma 
comes to be expressed in the form of psychosomatic symptoms (Ogden, 
Minton, & Pain, 2010). Asthma attacks, diarrheal diseases, infections, 
skin conditions, diffuse physical pain, diffuse trance-like changes in 
consciousness, and collapse such as may occur during extreme rage 
or panic attacks are not uncommon (Brisch, 2010b; Scheidt & Waller, 
1999, 2002; Milch & Wirth, 2001).

Social Services

Many patients have social difficulties in preschool, school, or in their 
work lives because their emotional problems render them incapable of 
integrating into groups and building positive, helpful, and trusting rela-
tionships with group members. They tend to be clumsy or fail in group 
situations because in order to do so they would have to be able to regulate 
their feelings and bring them to bear in dyadic relationships without los-
ing their own internal structure (Sachse & Strauss, 2002; Brisch, 2006b). 
As a result, many patients are excluded from groups, that is, they can no 
longer return to preschool, school, or their workplace. They may become 
unemployed, go into debt, and lose their home, and with it their social 
standing—all of which exacerbates their psychological problems. It is 
crucial that these patients and their families be followed by social service 
agencies because their internal structure can only be worked on after their 
external structure has been more or less stabilized (Brisch, 2011).

Milieu Therapy

During intensive inpatient psychotherapy, the children are cared for on 
a unit that is not located in a hospital, but in an apartment set aside for 
the purpose. As a result, the unit is not like a conventional hospital set-
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ting, but has more of the character of a home with large rooms, a living 
room, dining room, and kitchen, and the like. Rules are established for 
daily living that give the children a sense of security and structure. For 
example, acts of violence in any form are banned and have consequences 
that have been explained to each child in advance. These may include 
less time playing video games or additional chores. The child can reduce 
these consequences by taking more responsibility for his behavior, tak-
ing on extra chores, or apologizing for what he did. Each child has a 
primary caregiver, generally a pediatric nurse who is responsible for “her 
child” and follows him closely from admission to discharge. The nurse 
caregiver’s tasks include activities such as outings to the movies, shop-
ping trips, or visits to an adventure theme park. Ideally, this caregiver 
becomes a secure attachment figure for the child, to whom he turns 
when anxious and stressed, and from whom he receives sensitive help 
and support. The nurse caregiver knows a child’s history and his inner 
developmental processes, and can therefore give him the individual help 
he needs, supporting him as an attachment figure whenever he takes a 
new and frightening step (Streeck-Fischer, 1995; Brisch, 2010a).

The “handovers” between caregivers that take place three times 
a day, during which the child’s progress is discussed, along with case 
supervision (twice a week) ensure that the nurse caregiver is not the 
only person who is aware of the child and his family, but that the entire 
team is engaged. As a result, all staff members are, at least ideally, able 
to respond to the child and his symptoms. In the milieu therapy setting, 
all of the team members take an approach to the child’s behavior based 
on psychodynamics and attachment dynamics. If one of the children has 
a tantrum and is unable to control himself, screams and yells, threatens 
other children, or tries to destroy furniture, he is stopped by the limits 
and structures of the therapeutic setting, and if necessary held physically 
for a brief period. One or several staff members then take the child to a 
padded room that is filled with pillows. This makes it possible for the 
child to act out his rage without injury. One of the caregivers remains 
with the child during this entire process.

Instead of the classic “time-out,” in which the child is left alone in a 
low-stimulus room, the child is given a “time-intensive” in that the child 
is cared for on a one-to-one basis. The caregiver who takes the child to 
the padded room never leaves him by himself, but stays in emotional 
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contact with him and tries to verbalize his violent emotions. The aim is to 
show the child that someone understands his emotions so that he can cre-
ate new emotional attachment-based experiences. As a good attachment 
figure, the caregiver helps the child by co-regulating his uncontrollable 
emotions so that he eventually “de-escalates.” Over time, the experience 
of co-regulation helps the child to become increasingly self-regulating. 
Without the experience of co-regulation of violent uncontrollable affect, 
it would probably be impossible for the child’s capacity for self-regulation 
to mature, particularly given the threatening nature of his affects.

Once the child calms down, he will usually seek out contact with 
his attachment figure, seek to be consoled, or talk to her about what hap-
pened. This moment provides an opportunity to ask what triggered affect 
and rage so overwhelming that they could no longer be controlled. Once 
the entire “rage spiral” has been examined in retrospect, the two of them 
can then look for trigger points such as criticism or rejection by other chil-
dren on the unit. This not only enables the child to develop a capacity for 
affective self-regulation, but also to develop an increasing understanding 
of the triggers and the psychodynamic causes within his own history.

After the time-intensive phase, the nurse caregiver and the child 
try to negotiate a way to reintroduce him into the group, and she then 
accompanies him on his return. Nonetheless, the child knows that there 
will be consequences for his behavior so that he comes to realize that 
his behavior was not acceptable in a social context, and that he broke 
or overstepped the rules of the group. The type of consequences are 
discussed with each child individually after he has calmed down. The 
child then determines the timing of the agreed-upon consequences or 
when and how he can nullify or cancel that consequences by positive, 
prosocial behavior in the group.

This enables a child to make new attachments and relationships 
with his caregivers in the milieu therapy unit and enables him to catch 
up in the maturation process emotionally, cognitively, and socially. This 
sort of care usually has to be given on a one-to-one basis, which means 
that staffing must be adequate for the purpose. When a group consists of 
six patients, all of whom experienced early trauma, two to three caregiv-
ers at a minimum are required per shift in order to follow through with 
this intensive relational work. At night, the children are cared for by a 
pediatric nurse who knows the children and can, just like the day staff, 
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respond to their behavior psychodynamically from an attachment per-
spective because she takes part in staff discussions and is well informed 
about the children’s development.

Such caregiving is especially important at night because the chil-
dren express their distress in nightmares and acting out. Each caregiver 
rotates through the night shift, and in contrast to an on-call service, the 
caregiver must be awake throughout the night in order to detect and 
respond to the children’s signals, and to look in on each child at regular 
intervals to see how he is doing. Traumatized children are generally not 
accustomed to a loving, sensitive caregiver at night because nighttime 
may have been precisely when they experienced the most violence or 
neglect. That is why they often fail to report that they are having a night-
mare, wet their bed, or are covered in sweat. They simply lie awake in 
bed. At first they are astonished that a caregiver would actually come 
on her own to look in on them, recognize that they are anxious or pan-
icked, and then help them out. Once the children are a bit further on in 
their development and have internalized their first experience of secure 
attachment, they will tend more often to make themselves noticed at 
night, and to seek out contact with assistance from their caregiver. This 
sort of change in behavior signals a major developmental step because it 
reflects the growth of attachment security.

The primary caregivers also help the children to practice routine 
daily tasks such as getting up, dressing, eating, cleaning up, cooking, 
washing, and the like. They also support the children in their individual 
and group therapy and make sure that they attend the hospital school 
and do their homework as their capacities allow, assisted by a staff mem-
ber. Open discussions about planning the weekly routine or free-time 
activities help the children to develop social skills in a group setting.

Overall, milieu therapy in the context of an attachment-oriented 
system of primary caregiving aims to help the children make new emo-
tional, cognitive, and social experiences, and to grow within the peer 
group on the unit (Siefen, Ries, & Murafi, 2002).

Individual and Group Psychotherapy

When therapy begins, the children undergo a systematic examination to 
identify their psychopathology, attachment pattern, and types of trauma. 
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Psychodynamic, attachment-oriented, and cognitive diagnostics are bal-
anced by a systemic view of the child’s symptoms within the family.

The children may be given individual psychotherapy three to five 
times a week. This intensity of treatment is important because it facili-
tates the development of attachment to the therapist. Frequently, at the 
beginning, children simply find it impossible to “stand” therapy lasting 
for 50 minutes, and so 15- to 20-minute sessions are usually given. By not 
overwhelming them, continuity is better maintained and the constancy 
of the therapeutic relationship is more apt to be internalized. What is 
most important during the initial phase of treatment is for the child to 
develop a secure therapeutic attachment relationship so that she is less 
anxious and fearful and is able to come to sessions with a greater sense of 
emotional safety. The transparency of the structure and the therapeutic 
setting are also formative of structure in the child and do not overwhelm 
her ego. Emotional stabilization and the ability to regulate affect in the 
therapeutic session are the primary goal.

Over the further course of treatment, the children, who now have 
a more secure emotional attachment relationship in therapy—initially 
in a play situation, but increasingly at the symbolic level as well—are 
able to express their traumatic experiences and the internal conflicts 
and the affects associated with them in the therapeutic relationship, and 
to bring them into the transference. They hope that these experiences 
are understood by the therapist, and that he can respond to them in a 
play situation so that he can then work with them and enable them to 
develop, but also that he can explain and interpret their experiences for 
them. Being flooded by affect that a child is unable to control can be very 
frightening, especially since she may not have any understanding of why 
particular emotions seem to steamroller her and make her feel helpless. 
The “method of choice” in child therapy is play, and with advancing age, 
particularly in adolescence, talk therapy.

Grief work takes on greater importance during the next phase of 
therapy. When the children recognize and have worked through the 
traumatic experiences that they brought into therapy, they are often 
shocked, reflect on their lives, and are saddened by what they have been 
put through and the thought of how their lives might have been different 
under different circumstances. During this phase, the children frequently 
feel worse, and may at times become extremely depressed and even sui-
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cidal. This phase requires loving, attachment-oriented supervision that 
acknowledges their pain and sorrow and the terrible things that were 
done to them, and encourages them along their developmental path.

During the concluding phase of treatment, children are increasingly 
able to integrate their traumatic experiences as a part of their life story. 
They develop an attitude that builds on their understanding of what 
happened to them so that even though they may not understand why 
their parents or other people behaved toward them as they did, life goes 
on and they have the potential for developing in new directions. It may 
still hurt to talk about these old experiences, but for the first time it 
will have become possible to talk about them without being swamped 
by emotions. They develop a new sense of courage to engage with and 
master life (Branik, 2001).

Group therapy also makes use of art, music, and concentrative 
movement therapy (CMT). Here, the children are given the opportu-
nity to express their inner worlds in a nonverbal, creative way through 
painting and modeling, music and movement, all of which help them 
to work through and integrate their experiences (Müller-Braunschweig, 
2001; Gräff, 1989; Stegemann, Mauch, Stein, & Romer, 2008; Spitzer, 
2002; Putzke, 2002; Frank-Bleckwedel, 2000; Plecity, Danner-Wein-
berger, Szkura, & von Wietersheim, 2009). The therapists are part of the 
team and participate in discussions, particularly in case supervision so 
that the various levels and “therapeutic settings” in which the children 
express the diverse facets of their inner world may be viewed in concert 
to develop an integrated understanding of the child’s psychodynamics.

At the beginning of inpatient treatment, the children are frequently 
unable to take part in group sessions. They must first work in the dyadic 
relationship offered by individual therapy, which includes art, music, 
and/or CMT. Here, the therapist tries to stabilize them. Only when a 
child has built a therapeutic attachment relationship with the therapist 
will he be admitted to group therapy. After such preparation, the child 
is usually less afraid of the group because she already knows the group 
therapist from individual sessions and has an emotional connection 
with him. But depending on their affective stability and ego structure, 
such children may not at the outset be able to participate in entire ses-
sions lasting for 90 minutes. Instead, they are removed by their caregiver 
before they get overwhelmed. Sometimes they are able to return to the 
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group for the rest of the session if their caregiver has successfully helped 
them to regulate their affect.

The treatment phases in group therapy may be similar to those 
described above for individual therapy. However, the means of expres-
sion and presentation are different. Play—including in a sandbox—may 
be the “method of choice” for the child to express herself. But in art 
therapy, the method consists of painting and modeling (Bundschuh & 
Picard, 2009; Meuser, 2007); in music therapy, listening to and making 
music with various instruments; and in CMT—with the help of a variety 
of objects—body perception and movement. Here, the patient’s interac-
tions with the group, the individual issues raised by other patients, and 
their various stages of “maturity” affect the overall therapeutic process 
and its overarching themes.

Because many patients experienced trauma during the first and sec-
ond years of life, that is, during the preverbal stage, nonverbal forms of 
therapy are particularly suitable in both individual and group therapy, 
giving the children the ability to open up without relying primarily on 
words to express emotions to which they themselves do not yet have 
access. The children do, of course, talk during nonverbal forms of treat-
ment, and children and therapists can have a “conversation” about music, 
painting, or movement (Papoušek, 2008, 2006; Papoušek & Wollwerth 
de Chuquisengo, 2003)!

During the farewell and separation phase, which generally takes 4–6 
weeks, the children learn what it means to say farewell to and to sepa-
rate from another person while still maintaining their relationship—an 
experience that is in general completely foreign to them. Many of these 
traumatized children experienced a variety of types of endings to rela-
tionships, including very traumatic breaks, but very seldom with clo-
sure. Now for the first time they learn how to adjust to termination of 
treatment, how to look back on the therapeutic relationship, and what 
they experienced during inpatient treatment. They permit themselves to 
grieve and are supported by the team, particularly by their primary care-
giver and their therapist. This farewell may include rituals that the child 
comes up with, including farewell outings, a meal, a final meeting in 
individual and group therapy, and even farewell gifts (Novick & Novick, 
2008; Brisch, 2007e).

The children have generally already met their outpatient therapist 
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during the farewell phase and had preliminary sessions with that thera-
pist. Usually, the primary caregiver from the unit and/or their parents or 
foster parents went with them to the sessions. The precise date of dis-
charge can be planned as soon as all of those involved—the child, par-
ents, therapeutic team, and outpatient therapist—have a sense that the 
outpatient setting is a good “fit” for the child and will serve her needs. 
This ensures that all participants are committed to the continuation of 
outpatient treatment, and that a secure attachment within the new thera-
peutic milieu is likely. The transition from a safe haven in inpatient treat-
ment to a safe haven in outpatient treatment takes time.

Special Psychotrauma Therapy

At the beginning of the stabilization phase, all children learn how help-
ful emotional resources and imagination can be by practicing certain 
visualization exercises that center them in a “secure place,” allow them 
to draw on an inner “treasure,” and introduce them to “inner helpers” 
and their “inner team” (Reddemann, 2010). Supported by their caregiv-
ers, they learn to use these techniques. Children who suffered only one 
episode of trauma such as rape or serious physical abuse may be helped 
by specific therapeutic methods such as EMDR or the split-screen tech-
nique (Tinker, 2002; Brisch, 2006a; Hofmann & Besser, 2003). If chil-
dren who were traumatized by attachment figures early in their lives 
experienced a mixture of violence and emotional deprivation, we term 
this sequential attachment trauma. In such cases, our experience has 
shown that these special methods of trauma therapy are not as success-
ful as the creative therapeutic methods discussed above and the new 
emotional experiences available through milieu therapy and individual 
play therapy.

B.A.S.E.® BABYWATCHING

A B.A.S.E. Babywatching session is scheduled with the children in the 
group once each week. B.A.S.E. Babywatching is a program that was 
developed by the author to prevent aggressive and anxious behavioral 



 Treatment in an Inpatient Intensive Psychotherapy Unit 269

disorders in preschool and school children. It has been demonstrated 
that the B.A.S.E. Babywatching program can be successfully used with 
traumatized children in small groups. During a session, the children sit 
in a circle while a mother sits on the floor with her baby in the middle of 
the group. The mother plays with her baby, diapers and nurses him, and 
in general behaves with her child as she would at home. She comes once 
a week for approximately 30 minutes so that the group may observe the 
interactions between the mother and her child.

These interactions are led by the nurses on the unit. The goal is to 
increase the children’s empathy for the behavior, motivations, and emo-
tional states of the mother and her baby. Because many children have 
only limited empathy, and sometimes none at all, their capacity for this 
sort of engagement can be trained by encouraging them to identify alter-
nately with the mother and with the baby. This reawakens their memo-
ries of early desires and longings, sometimes triggering intense feelings 
of anger and sadness. The nurse, who knows the children well, has an 
understanding of this dynamic, and after the observation period, she is 
able to help the child work through the feelings. Mother–child observa-
tion is especially useful to adoptive or foster children, who may have 
been removed from their family of origin because of violence or abuse. It 
gives them the opportunity to ask why their own parents gave them up 
or why they were removed, and this opens up a wide field for dialogue.

The mother and her baby visit the group once a week for approxi-
mately 1 year, until the baby is able to walk. This allows the children to 
observe the baby’s rapid development. In general, the children neither 
interact directly with the baby nor hold or play with him. As soon as 
the baby begins to crawl or even to walk, the children often find it dif-
ficult simply to sit on their chairs and observe because even at that early 
age the baby solicits play and gets frustrated when the children don’t 
respond as expected (Brisch, 2007d, 2008).

WORk WITH PARENTS

Many of the parents of these children have also suffered trauma in child-
hood, including violence, multiple losses, and separations from attach-
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ment figures. As a result, parents—even foster and adoptive parents—are 
frequently incapable of responding sensitively to the emotional needs 
and frequently extreme behaviors of their children. What happens all 
too often is that their children’s emotional outbursts so destabilize the 
adults that their ability to regulate their own emotions is severely taxed. 
Sometimes they themselves “go off the rails” when their child has a tan-
trum, and they scream at and threaten the child or simply send him to 
his room for a time-out. They become enraged in the face of their own 
child’s emotions and can no longer help him.

In our conversations with parents, we pay particular attention to 
weekends at home, how the parents dealt with their child’s changed 
behavior, and where they got into trouble. The particular form that this 
“trouble” takes is a window onto the experiences of their own child-
hood. We conduct an AAI (Main et al., 2003, 2008; Steele & Steele, 
2008b) with all parents or foster parents, which gives us a good picture 
of their attachment resources and of the trauma that they experienced 
in childhood. This test often elucidates the parents’ emotional difficul-
ties, especially where old patterns may be acted out on and transmitted 
to their own child. Experience repeatedly demonstrates that the parents’ 
understanding for their own child’s symptoms and difficulties improves, 
and that they are more relaxed when dealing with their child, especially 
during weekend leaves once they have had a chance to talk about their 
own stress and conflicts in psychotherapeutic sessions. Even when no 
solutions appear readily at hand, parent psychotherapy has a remark-
ably unburdening effect on their relationship with their child and has a 
positive effect on everyone involved. It helps to stabilize the child, which 
facilitates therapeutic work. If, on the other hand, the parents reject 
therapy in spite of their own considerable emotional problems, chances 
are that they will sooner or later sabotage their child’s therapeutic devel-
opment by, among other things, terminating his treatment prematurely. 
Because of this, it is absolutely crucial to include the parents in intensive 
discussion at least once a week to ensure that the parents and the child 
develop in parallel (Lutz, 2009; Novick & Novick, 2009).

We meet with the parents approximately every 4 weeks to discuss 
the child’s general progress. The child and his caregiver and therapist 
also take part in these conversations. All participants are encouraged to 
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express their thoughts about progress seen in the child or the parents 
since the beginning of treatment or since the last discussion. The goals 
of therapy during the next phase of treatment are also discussed. Here, 
the participants may have completely different points of view, and so a 
consensus or “treatment contract” needs to be arrived at concerning the 
goals of treatment over the next 4 weeks. This procedure makes it pos-
sible to maintain the necessary cooperation of the parents and the child 
over the duration of inpatient treatment, which often lasts 6–12 months 
(Piovano, 2004).

THE HOSPITAL SCHOOL

Most traumatized children have problems in school. Many have been 
suspended from school for tantrums, aggressiveness, or extreme hyper-
activity. In some cases, school authorities simply found them uncontrol-
lable and their continued presence in the classroom untenable. Because 
of their difficulties in regulating stress, many children, adolescents, and 
even adults who were traumatized in early childhood find it very dif-
ficult to use their cognitive functions to their fullest. They fail to meet 
their intellectual potential because so much of their psychic energy is 
used to conform more or less to a group’s expectations, and to regulate 
their often violent emotions. In general, they succeed rather less than 
more. In addition, children tend to suffer from an array of psychoso-
matic symptoms and conditions, which lands them in treatment or in 
the hospital. The result is that they lose school time and not infrequently 
have to repeat classes. In general, their grades are often worse than one 
would expect given their intelligence (Ding, 2009a).

Because this pattern is seen so frequently, children in our inpatient 
program attend the state-supported hospital school from Monday to 
Friday from 8:30 to 12:00 with four to six students of differing ages. 
The classes are conducted by teachers in close cooperation with care-
givers and therapists. The goal is to foster and assess the learning styles 
and capacities of the individual students in the group. The teachers are 
firmly integrated into the team, and they take part in all discussions at 
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shift changes and in case and team supervision. As a result, the child’s 
behavior, social interactions, and academic progress can be discussed 
from an attachment and psychodynamic viewpoint, and the teachers 
take that understanding back to the classroom.

Because many children are not able to function in groups, their 
participation in a classroom must be well prepared in advance. At the 
beginning, they may be unable to work with others for an entire class 
hour; sometimes the best they can do is sit in the classroom without 
participating in school work at all. As soon as a student appears stressed 
out or acts provocatively, the teacher can request help from one of the 
caregivers. The child may have to be removed from the classroom while 
his primary caregiver helps him to collect himself. The two of them can 
then discuss whether and under what conditions he can return to the 
classroom. At the beginning, some of the children in the group may 
have to leave the classroom several times, and then return after they 
have calmed down. In general, uninterrupted classroom time increases 
as treatment progresses. If a class has six severely traumatized children, 
two teachers may be necessary. They can coordinate with each other, one 
of them teaching the group, the other working one-on-one with a child 
who is unable to work in a group. How the child responds to the teacher 
and how the relationship develops depends on the pattern of the child’s 
attachment disorder (Geddes, 2009). The teachers try as much as pos-
sible to work with the child’s regular school. This means that each child 
can be taught individually, and the homework, curriculum, and tests of 
his regular school can be integrated and adjusted according to his cur-
rent capacities, deficits, and learning style. It can have a very beneficial 
effect on children to develop trust in their own learning capacity, and 
to see that school can be a place where they can learn, feel positive, and 
develop as part of a group.

During the final phase of treatment, all members of the therapeutic 
team, including the teachers and parents, discuss what type of school is 
best for a particular child’s cognitive and emotional capacity after dis-
charge. Occasionally, the previous school or type of school needs to be 
changed. Preliminary discussions with the new school and “trial days” 
in the new or old classroom pave the way for discharge and the transi-
tion to the new group.
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SuPERVISION

Comprehensive case and team supervision conducted by external super-
visors is crucial to the success of intensive psychotherapy.

Multiple facets of a child’s behavior must be discussed in case super-
vision, including those that occur in various therapeutic settings such as 
the unit, school, and individual and group therapy. It takes into account 
the changing ego state of each child as it is brought to bear in relation-
ships. The once-weekly case supervision involves the entire staff, includ-
ing young people doing alternative military service, pediatric nursing 
students, and practitioners, to discuss the child’s various behaviors. By 
taking into account the transference and countertransference experi-
enced by team members, they may all come to a better understanding of 
the child’s inner psychological processes and life story.

Only when we understand these processes psychodynamically 
will we be able to convey to the child by our changed behavior and 
our understanding how we experience, understand, and respond to his 
inner world. If we do not, we run the risk of acting on the child, trigger-
ing “counterreactions” and a vicious circle that may spin out of control. 
Attuning oneself to the child’s inner world is an ongoing process that 
does not come to an end when we think “now I understand,” but requires 
ongoing supervision. In addition to the comprehensive case supervision, 
one-on-one case supervision takes place at once-a-week meetings with 
the primary caregiver or with a therapist in order to gain a more nuanced 
understanding of particular episodes and moments in the child’s behav-
ior on the unit or in various therapeutic settings.

Additionally, team supervision takes place every 14 days and 
includes the entire staff. This gives staff members an opportunity to dis-
cuss psychodynamic processes within the staff. This allows us to better 
understand the children’s inner psychodynamics as they affect the rela-
tionships among staff members, and elucidates conflicts that may result 
more from their own emotional problems. As a consequence, individual 
staff members may be encouraged to seek therapy to help them become 
more self-aware (Hopf, 2009; Amini Virmani & Ontai, 2010).
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ExAMPLES

Case 1: Lena

A 9-year-old girl named Lena (name changed) was brought for inpatient 
therapy after she had been treated at various children’s hospitals where 
pediatricians had consistently recommended inpatient treatment in the 
Department for Child Psychosomatics.

Initial Presentation and Symptoms

Since infancy, Lena had suffered from an eating disorder and a failure to 
thrive. As a result, during her eighth month of life a feeding tube was 
inserted directly into her stomach through the abdominal wall (PEG; 
percutaneous endoscopic gastrostomy). This feeding tube enabled her 
mother to feed her in infancy. At the time of inpatient admission to the 
Department of Child Psychosomatics, she was still being fed supple-
mental high-calorie nutrition through the feeding tube each day. In spite 
of these supplements, her growth was at or below the third percentile 
on the growth curve. There seemed to be no relationship between the 
dynamics of growth and the calories she consumed, which were certainly 
adequate for her to thrive. From earliest childhood, Lena had continu-
ally complained of stomachaches, sometimes accompanied by choking 
and vomiting. Twice in her short life, the inlet of her stomach had been 
operated on because of reflux in order to prevent gastric acid from irri-
tating and inflaming the esophageal mucosa (hemifundoplication with 
hiatal grafting). She was diagnosed with a disorder of gastric emptying at 
age 3. Because of chronic constipation, she had received multiple botuli-
num injections in her anal sphincter in order to relax it and facilitate the 
emptying of stool. However, the effect of this intervention was not long 
lasting, with the result that she suffered from constipation for almost her 
entire life and went days without a bowel movement. It was understand-
able that she suffered from stomachaches. Additionally, she complained 
of severe headaches several times per week, which were often accom-
panied by vomiting and perceptual disorders. The latter were treated 
medically because a childhood migraine was suspected. As a result, she 
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became completely fixated on analgesics and demanded a pain pill with 
the slightest hint of an oncoming headache.

At age 6, she was diagnosed with delayed bone age, and up to the 
age of 8 she suffered from premature osteoporosis, although this finding 
normalized later. She was also diagnosed with a metabolic disorder of 
the liver (Gilbert–Meulengracht syndrome), as well as latent hypothy-
roidism. By age 8, she had been treated on an inpatient basis a total of 17 
times at various children’s hospitals throughout Germany. Her inpatient 
stays lasted between 2 and 47 days.

When Lena was only 2 years old, physicians at one children’s hos-
pital recommended a consultation on a psychosomatic unit, where the 
mother and child would be treated together. Although an appointment 
was made, the mother never followed through, and the hospital made 
no further inquiries. Further symptoms, however, led to fresh diagnoses 
and treatments at another children’s hospital. When Lena was 8 years 
old, she was admitted to the child psychosomatic unit in our hospital, 
where she received thyroid hormones, vitamin D for osteoporosis, laxa-
tives, tube feedings, and analgesics as needed for her migraines.

Lena’s eating behavior was remarkable. She picked at her food, ate 
very little, and chose to eat only what she wanted to eat. She expressed 
concern about her “fat legs.” She was clearly afraid of gaining weight and 
exhibited many of the symptoms of childhood anorexia. She used severe 
stomachaches and headaches, which as at other hospitals were treated 
with analgesics, as a reason for her refusal to eat. She also frequently 
complained about pressure in her esophagus, and this too was cited as a 
reason for refusing to eat. In the children’s group on the unit she was shy, 
emotionally withdrawn, closed off, and anxious. After she returned from 
a weekend leave, she had a very hard time separating from her mother 
and suffered homesickness and anxiety because of the separation.

Discussions with the Parents

Discussions with the parents, which initially involved only the mother 
because the parents were separated, made clear the great emotional 
stress with which the mother lived. During the attachment interview, she 
mentioned an eating disorder of her own and severe trauma in her child-
hood. The mother lived very harmoniously with her daughter and at the 
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time of admission received the highest possible state support for the care 
of her daughter. In discussions with the social worker, it became clear 
that the allowance for care represented an important source of income 
for the mother, which she needed to make ends meet. The father initially 
had little involvement. However, because he had more or less regular 
contact with his daughter and she spent weekends and some weekdays 
with him, the father became increasingly involved in our discussions. At 
first these were conducted separately with the mother and father, and 
then after some preparation further discussions were held with both of 
them together.

The Goal of Therapy for the Patient

The goal was to enable Lena to experience new forms of attachment 
and relationship through intensive inpatient psychotherapy, which, in 
contrast to her previous experiences with attachment would be charac-
terized by emotional security, clarity, structure, and emotional support. 
Lena’s nurse caregiver on the unit and her therapists would achieve this 
goal by mirroring her own affects and emotional needs to her, and by the 
new and consistent emotional relationships she made with other staff 
members. As a result, it was hoped, Lena would increasingly express her 
feelings directly instead of through somatic symptoms, thereby incorpo-
rating these emotions into her new relationships. It was very important 
that she reexperience and reassess her body because in spite of her fail-
ure to thrive and grow she thought of herself as obese and unshapely. 
The hope was that her new experiences with her peers on the unit and in 
the hospital school would enable her to forge new emotional, cognitive, 
and social experiences. These would help her develop and over time 
enable her to integrate these experiences into her self-image. It would 
also strengthen her ego structures and emotional resources.

The Goal of Therapy for the Parents

Both the mother and the father needed to be sensitized to the unstated 
emotional needs of their daughter so that they could respond to her 
more sensitively and in a more nuanced manner. Less attention would, 
it was hoped, be paid to her eating, body weight, and somatic symp-
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toms, which was a pattern to which the mother was especially suscep-
tible. It was further hoped that the increasing involvement of the father 
would lead to growing cooperation and a healthier exchange between 
the parents, and that Lena would experience herself once again as part 
of the triadic relationship between mother, father, and daughter. A stron-
ger relationship between the parents would enable the daughter to take 
her place within the family. One important goal was for the mother to 
become aware of her unconscious fears and projections so that she could 
work through her own traumatic childhood. Once aware, she might 
actually start therapy herself so that she could work through her anxiet-
ies and experiences and not project them onto her daughter. A classic 
example was the mother’s own eating disorder, which the daughter had 
been copying for years. The mother needed to come to terms with the 
fact that she was using her daughter’s disorder to keep her own disorder 
and the fears and anxieties that supported them “under control.” To this 
end, it would be necessary to work through the entangled emotional 
attachment within the mother–daughter relationship so that the daugh-
ter might increasingly be able to separate from her mother, develop into 
puberty, and eventually detach during adolescence.

Course of Intensive Inpatient Psychotherapy

Over time, Lena’s eating behavior began to normalize so that tube feed-
ings were slowly reduced and finally discontinued completely. Although 
the tube was still in place, Lena was able to eat an adequately caloric diet 
and she slowly began to gain weight. She also began to complain less and 
less about somatic symptoms, and with help she was able to take in emo-
tional contact in conversation. She began to see an improvement in her 
pain symptoms without the need for medication. Lena also began to have 
more regular bowel movements, which meant that the laxatives that she 
had been taking for so many years could be reduced. At first, she regularly 
returned from weekend leaves with her symptoms exacerbated, and when 
she returned to the unit on Sunday evening she often wanted pain pills.

All of these changes were possible only because Lena learned in 
therapy to talk about her inner stress and associated emotions as well 
as her conflicts and ambivalent feelings—particularly in her attachment 
to her mother, but later also to her father. Instead of communicating by 
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somatic symptoms, she was now increasingly able to use words, and to 
express herself in conversation, but also in art, movement, and music. 
Music and movement, dancing and singing, became her preferred modes 
of expression when she was stressed (Ding, 2009b).

The PEG tube was finally removed after 5 months of intensive inpa-
tient therapy because her eating behavior had stabilized to the point 
that it was no longer necessary. Nonetheless, the PEG tube had become 
so central to the relationship between mother and daughter that they 
could hardly believe that it was gone and that Lena would now be able 
to live without it. The tube had been a “guarantor of survival” and had 
been a completely natural part of Lena’s life. It had given both of them 
a tremendous sense of emotional security—and undoubtedly added to 
the mother’s emotional stability (Subkowski, 2002). It conveyed a sense 
of control, not only about eating and calories, but also about emotions, 
and particularly the associated anxieties and fears. Only after the mother 
and daughter had experienced sufficient emotional security and sup-
port in their therapeutic relationships with the team were they able to 
talk about removing the PEG tube, and to imagine what a life without 
the tube might look like. In our discussions, we were able to talk about 
the grief and loss associated with removal of the tube, but also about all 
aspects of Lena’s newfound freedom. The PEG tube was finally removed 
by the gastroenterologist, with whom we had been working closely. Lena 
and her nurse caregiver planned a “PEG-out” party, which was a big hit 
with the children. Because of its great symbolic value, the PEG tube was 
encased in a nice box so that Lena could proudly show off her old tube. 
After all, it had been part of her for 9 years!

Lena continued to develop beautifully over the following months. 
The physical changes were impressive, and she continued to gain weight 
on her own. Her eating behavior normalized, and because she was 
increasingly able to express herself with words, she now rarely responded 
to stress with somatic symptoms like headaches. Overall, Lena’s mood 
was considerably more stable, and she only seldom seemed depressed. 
If she did find herself in a down mood, she was usually able to find a 
way out with the help of her nurse caregiver, and to understand the 
situation that triggered it. On weekends, Lena had contact with both of 
her parents, who increasingly cooperated and discussed their parental 
responsibilities, including Lena’s educational future. Up to Lena’s dis-
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charge, her mother continued to have episodes of anxiety about whether 
her daughter would be all right without the PEG. However, she was able 
to talk about her fears, and to benefit from the father’s relative calmness. 
By now, Lena was well integrated into the patient group, was able to deal 
with conflict more positively, and actually made friends. After 9 months 
of inpatient treatment, Lena was discharged. The only postdischarge 
medication she continued to take was a thyroid hormone.

Outpatient Follow-Up Treatment and Further Course

After discharge, Lena began to take part in outpatient individual and 
group psychotherapy, which had been planned during the final phase of 
her inpatient treatment. Lena and her parents had gotten to know the 
outpatient therapists, and because of preliminary conversations with the 
parents and a few early sessions for Lena, she had already become accus-
tomed to the therapist and the new setting. After consultation with her 
teacher at the hospital school, which she had been attending through-
out her treatment, Lena began to attend her regular high school. In the 
afternoon, after classes, she went to a remedial day program to continue 
the process of “detachment” and improve her social skills. This form 
of care enabled Lena’s mother to work part-time. However, she did not 
begin psychotherapy of her own, although every effort had been made to 
encourage her to do so during Lena’s inpatient stay.

At a follow-up appointment 1 year after discharge, Lena was eating 
normally and continued to get taller and gain weight. Over that entire 
year she had not been to a doctor a single time for any of the symptoms 
that had originally occasioned her inpatient admission. This was a great 
source of pride to her. The somatic symptoms were no longer as intense 
or widespread as they had been, and Lena’s only complaint was occa-
sional stomachaches. She was now attending group therapy three times 
a week. She was a good student, well integrated into her class. And she 
had made friends. As if that was not enough, the parents reported that 
they were now living together again.

Not only did Lena’s year of intensive inpatient psychotherapy in our 
special setting “cure” her symptoms, it also interrupted the transgenera-
tional transmission of emotional problems from the parents to the child. 
Lena and her parents developed more stable ways of dealing with emo-
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tions, and after her discharge, the provisions made for outpatient care 
only added to that picture. We told the parents that during puberty Lena 
might fall back into her old—or even new—somatic symptoms, and that 
they were welcome to consult with us at any time if they thought it 
necessary.

Case 2: Simon

Eight-year-old Simon (name changed) was brought for inpatient therapy 
by his adoptive parents. They had been seeking treatment for their child 
for the past 5 years, without success, and in fact his symptoms had wors-
ened and become chronic over the years.

Prior History

There was clear evidence that Simon had experienced violence in his 
family of origin during his first year of life, and that his alcoholic mother 
had grossly neglected him. As a result, he had been treated numerous 
times as an inpatient at children’s hospitals, until he was finally removed 
from the family. His adoptive parents had initially taken him in on a 
foster-care basis, but later decided to adopt.

Very early in life, Simon became increasingly aggressive both toward 
himself and others. He hit himself and other children, had extreme 
rage attacks, was almost impossible to calm down, and screamed and 
ranted, often for long periods of time, without being able to control 
himself or allowing his parents to help him “climb down” from these 
episodes. When he was 3, an attempt was made to place him in pre-
school, but this experiment had to be quickly abandoned because he 
was aggressive toward other children and posed a danger to them. After 
that, the parents tried to find help both in Germany and abroad. Simon 
was given various diagnoses such as ADHD, autism, and fetal alcohol 
syndrome.

Symptoms on Admission

On admission, we noted that Simon’s adoptive mother largely communi-
cated with him through pictures. When, for example, she wanted him to 
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brush his teeth, she pointed at the relevant picture. The reason for this 
was that if she told him to brush his teeth or put on his shoes, he erupted 
in rage and screamed at her. Understandably, she wanted to avoid these 
outbursts at all costs. As a result, their relationship was marked by a 
lack of interactive communication because Simon had no capacity for 
regulating his emotions, and because the slightest challenge or stress 
caused him to explode. He seemed to have no boundaries with others 
on the unit such as the nurse caregivers, but he was also impossible to 
talk to and was withdrawn into himself. Even though he withdrew both 
emotionally and sometimes entirely disappeared from view, his behavior 
was often demanding, enraged, and aggressive. These behaviors were 
consistent with an attachment disorder resulting from the trauma he 
experienced as an infant. In addition, Simon had intolerances to numer-
ous foods, in particular to foods children tend to love. When denied 
these foods, he exploded in rage, often several times a day.

Course of Inpatient Treatment

At the beginning of his 10-month inpatient treatment, the relationship 
between Simon and his nurse caregiver and other reference figures on 
the unit was extremely difficult because he found it almost impossible 
to engage in contact with individuals for any period of time. It was also 
not possible to integrate him into group therapy or the hospital school 
because he tended to explode after a few minutes and generally had to 
be cared for on a one-on-one basis because of his tantrums, the length 
of which were hard to predict. He directed his rage at his nurse caregiver 
and other staff members, partly with insults and curses. It was all that the 
case and team supervisor could do to ensure that staff members didn’t 
react to him with “counteraggression.” As described above, Simon was 
treated according to the time-intensive principle rather than with time-
outs. Whenever he could no longer regulate his emotions and stress and 
began to scream and provoke, which at the beginning occurred very 
often, he was taken to a special padded room where he was cared for 
alone by his nurse caregiver until he calmed down.

Over the course of treatment, he finally began to be able to talk 
about what angered him and what made him feel especially provoked. 
Eventually, Simon was able to take part in class work in the hospi-
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tal school, initially for only 5–10 minutes, and to participate in group 
therapy. In CMT, Simon started to get more interested in his body per-
ception, and he slowly began to view his body more positively. At the 
outset, he had only a negative sense of his body because even as an 
infant he had suffered considerable physical pain as a result of physi-
cal abuse. His new experience of his physical self made it possible for 
him to participate more in group activities. Music therapy also enabled 
him to express his emotions through instruments, initially with drums, 
later with a guitar. He was able to use these new perceptions of self in 
his relationship with the music therapist and later with other patients 
in the group. When he made music, the other group members would 
respond with drumming, among other things. The notion that people 
would listen to and even respect him without his having to scream and 
rage was new to him.

At first, he found Babywatching extremely unsettling. However, 
with the emotional support of his nurse caregiver, he began to be able to 
ask questions about his own infancy such as how his own mother might 
have experienced him as a baby and why she had to give him up. His 
emotions fluctuated wildly between deep sadness and rage during this 
time. As he became more emotionally and socially stabilized, Simon was 
able to spend most of his mornings attending the hospital school. This 
experience was very important for him because he had previously been 
completely excluded from school as a result of his behavioral problems.

Simon was never medicated during his inpatient stay. Prior to his 
admission for intensive inpatient psychotherapy, he had on numerous 
occasions been treated medically, without any positive long-term effect 
on his symptoms. Nor was there any evidence that medications encour-
aged his emotional maturation and development.

Discussions with the Parents

We worked intensively with Simon’s adoptive parents over the course 
of his entire inpatient treatment. Adoptive parents whose children have 
histories similar to Simon’s often ask themselves what they did so wrong 
that their child developed such problems. In spite of their best efforts, 
they “failed” to help their child. Sometimes, the adoption agency never 
tells parents about the severe trauma suffered by their child, or that he 
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would in all probability develop an attachment disorder and other symp-
toms of early childhood psychopathology—in spite of optimum condi-
tions within the adoptive family. As a result, they are unaware of the 
need for psychotherapeutic care for their child or even that they need 
support themselves.

A burden was lifted off them when we discussed with them the nega-
tive consequences of early childhood trauma on brain maturation, affect 
development, cognitive capacities, and social behavior—diagnoses that 
their son had already been given. A clear understanding of what was at 
stake allowed them to place Simon in inpatient treatment. Simon could 
return home on the weekends. Another goal of our discussions was to 
encourage the parents to respond to Simon’s rage attacks on weekends 
much like the therapeutic staff did. In this way, he would get a reliable 
and more-or-less uniform responses from all of his caregivers. Because 
he was receiving similar messages, his brain and his inner emotional 
world could develop in the same direction both during inpatient treat-
ment and on weekend leaves.

Outpatient Follow-Up Treatment and Further Course

Simon continued outpatient psychotherapy after his discharge. This 
arrangement had been planned beforehand, and Simon had met the 
therapist in his office, and so his trips to the therapist were nothing new 
for him or his parents. He also began to attend special education classes 
in a school near his home with a person whose role it was to help him 
integrate into the classroom. This person was very important in helping 
him regulate his feelings in stress situations. During the following year, 
Simon began attending his regular school. There, he soon began attend-
ing every other day without assistance, and eventually he went to school 
all by himself. In the afternoon, Simon attended a remedial day program, 
where his improved social skills won him ready acceptance by his peer 
group. His experiences in his peer group were also of great importance 
to his further development. At home, Simon began to take part relatively 
normally in family life, even playing with his adoptive sister. After many 
years, his parents were able to relax again. Even his dietary intolerances 
ceased to be an issue, and both Simon and his parents looked forward to 
a brighter future.
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SuMMARY

The psychotherapeutic treatment of children with early childhood disor-
ders resulting from trauma should begin as early as possible in order to 
prevent the chronic and long-term damage that results from incomplete 
or lacking maturation of affect and stress regulation. Otherwise, these 
will have a negative effect on all of the child’s other emotional and psy-
chosocial capacities.

In our experience, intensive inpatient psychotherapy in small 
groups with a team trained in attachment theory, attachment psycho-
pathology, education, and psychotraumatology is extremely helpful. We 
have seen that children who were subjected to severe trauma early in 
their lives, during infancy and early childhood, have been able to work 
through their traumatic experiences and “catch up” in terms of their 
affect and impulse control. Intensive support for the child’s biologi-
cal, adoptive, and foster parents, and alternate caregivers as well as an 
emphasis on self-awareness for the adults make it possible to minimize 
the risk of the transgenerational transmission of traumatic patterns. In 
general, children treated on an inpatient basis are discharged with better 
biopsychosocial capacities. Assuming that they receive outpatient help 
afterward—which is absolutely necessary—their chances of developing 
positively are greatly improved.

It is our conviction that our experiences with intensive inpatient 
psychotherapy can be modified for other age groups, including in the 
treatment of adolescents and adults with a borderline personality dis-
order or severe antisocial or other disorders stemming from early child-
hood trauma.
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Section Vi

Prospects for  
Further Application

The case studies show that attachment processes represent a challenge 
that may begin before birth—perhaps even before conception—and 
endure into old age. The development of attachment is by no means 
limited to the first year of life. Attachment and exploration, as well as the 
development of autonomy that is bound up with them, are the poles of a 
developmental dynamic that is active throughout life.

We must alert parents, teachers, and social workers to the impor-
tance of attachment as a fundamental motive force in life, so that this 
understanding may be put to use in education and in psychotherapy. 
On reaching developmental milestones—as when an infant learns to 
walk, or to exert its own will, or as when an adolescent demands greater 
autonomy—attachment needs may also strongly come to the fore. Com-
pletely normal growth crises may result from the tensions inherent in 
such phases.

Given this theoretical background, it should be possible to do pre-
ventive work with expectant parents. Anna Buchheim and I started a 
training program for parents in Ulm based on this idea. We organized 
five evening groups, in which we gave first-time expectant parents in 
the third trimester of pregnancy information from infant research. These 
sessions dealt particularly with issues of attachment and separation, 
which we explained with examples. We also integrated a self-assessment 
component, so that parents could examine their own concepts of and 
experiences with attachment and separation. After delivery, we saw the 
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mother and father individually with the infant. We made a video record-
ing of the parents diapering and playing with their infant. Then we ana-
lyzed the tape together with the parents. The goal of this training was 
to improve the parents’ perception and interpretation of their child’s sig-
nals, in order to sensitize them to their own behavior.

Our experience indicates that such training does not meet the needs 
of parents who have attachment disorders of their own. Nevertheless, it 
did prepare young parents to seek therapeutic help when they encoun-
tered difficulties in this sphere. Our program was a first attempt to ensure 
that early childhood development, and the necessary education of par-
ents about it, not be left to chance. Parents often feel abandoned and 
overburdened because they lack experience. Sometimes they despair, as 
they see their attempts to establish an attachment relationship with their 
child run into a dead end. This may make them fearful of another preg-
nancy. Sometimes they hope that they have learned from their mistakes, 
and so look forward to a second pregnancy. However, because their own 
attachment dynamics will not have changed greatly, variations of the 
same attachment and relational drama will be played out with the next 
child as well.

Since having secondary attachment figures may serve as a protec-
tive factor for a child, it may be helpful to encourage parents from the 
beginning to deepen their relationships with such secondary figures for 
the child as friends, aunts, grandparents, and frequent baby-sitters. It is 
important to select these people carefully, and to determine how far they 
are able to commit to an attachment to a child. Only if this is done can 
such secondary attachment figures be positive forces in the development 
of secure attachment (cf. also Brisch et al., 1997).

Information and training in the principles of attachment theory, 
particularly in therapeutic and educational settings, may make it pos-
sible for professionals who work in those settings to open up entirely 
new ways of thinking. As a result, they may be better able to understand 
children’s transition to preschool or elementary school, and to assess 
their learning processes and peer interactions.

The task of getting used to new surroundings in childhood (e.g., 
family moves, or starting school or daycare) and even during adulthood 
(job changes, entering an old age home) could be structured in accor-
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dance with attachment theory. This might mean, for example, that the 
mother would stay with the child and help care for him when he is first 
starting daycare until he has gotten used to the new situation. Separation 
periods could then be lengthened as the child begins to form an attach-
ment to the daycare provider on which he can rely in his own mother’s 
absence. This process of acclimatization and the establishment of new 
attachment relationships require time, particularly in infancy and early 
childhood, and cannot be rushed (Laewen, Andres, & Hédevári, 1990).

Adolescence is another important threshold during which attach-
ment behaviors are activated in conjunction with demands for autonomy. 
It is particularly important to educate parents about adolescence and to 
provide for them a place in which they can talk about their own needs 
for attachment and the anxiety they feel about their youngster’s growing 
independence. Then any attachment difficulties that may have occurred 
earlier will be less likely to be reenacted. Thus, an adolescent crisis can 
present a chance to revise, or to further develop, inner working models.

The final case study shows that separation processes can be worked 
through even in old age if one is able to focus on relevant attachment 
principles. Even older people can be uprooted and moved if sufficient 
time and space are allotted for them to develop new attachments and 
to work through the processes of separation and grief. However, this 
requires that everyone involved understand the significance of attach-
ment and separation—especially adult children who often press for sep-
aration and transfer of aging parents to nursing homes, but also the staff 
employed in such homes.

There has been increasing concern about aggressive behavior and 
violence in preschools and schools. Even though the findings of stud-
ies on the growing incidence of violence are not unequivocal, there is 
a great deal of evidence that the forms taken by aggressive arguments 
and behaviors among schoolchildren have changed considerably, such 
that violent acts continue even after a schoolmate lies bloodied on the 
ground. The ability to empathize with others appears either to have been 
completely lost, or may possibly never have existed.

Attachment research demonstrates that preschool children who 
received avoidant attachment classifications with their mothers during 
the Strange Situation in infancy tend to produce aggressive resolutions 
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when asked to comment on drawings depicting ambiguous interactive 
situations. Children who were classified as securely attached, in con-
trast, produce prosocial resolutions. This finding has led to discussions 
of whether a secure attachment at age 1 is a protective factor, in terms 
of fostering subsequent prosocial behavior with peers. Securely attached 
children may perhaps be able to feel their way more empathically and 
sensitively into another person’s world and find constructive resolutions 
to conflicts precisely because they are able to empathize (Suess et al., 
1992).

Researchers on aggression, particularly Henry Parens (1993b), pro-
ceed from the assumption that there is such a thing as prosocial aggres-
sion or assertiveness—the kind that takes place during exploration or 
in seeking connection with others—that may be differentiated from 
destructive aggression. The former accords with Lichtenberg’s (1989) 
exploratory motivation and Bowlby’s (1969) attachment–exploration 
balance. According to Parens, the destructive type of aggression arises 
from the experience of extreme frustration. This may occur when chil-
dren have needs for age-appropriate care that are not adequately met 
when they are prevented from engaging in healthy exploration, or when 
attachment disorders prevent them from finding appropriate resolutions 
(cf. the case examples in Section IV for more). It is possible to under-
stand the rage, disappointment, and finally aggression that a 1-year-old 
avoidantly attached child must suppress in order not to express his natu-
ral need for attachment to his mother. One can further imagine that these 
feelings, associated as they are with considerable physiological tension 
(Spangler & Schieche, 1995), may be diverted to other relationships. In 
such circumstances, small frustrations may serve as an igniting “spark.” 
This model might also explain the tendency to act out with considerable 
aggression for seemingly trivial reasons.

However, it is also possible that children with extreme attachment 
disorders have lost the ability to feel their way sensitively and empathi-
cally into the emotional world of others as a result of their experience 
of their parents’ insensitive behavior. A child from such a background 
might understandably continue to beat a helpless schoolmate who poses 
no further threat.

For reasons like these, early training of preschoolers and elementary 
school students in sensitivity and empathy might represent a corrective 
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emotional experience. It would facilitate understanding of the defen-
sively excluded aggressive feelings they develop in their attachment 
to their parents and other attachment figures, and help them acquire a 
capacity for empathy and for establishing new connections. This could 
possibly have a corrective effect.

With this as a backdrop, Parens (1993a, 1993c; Parens & Kramer, 
1993) began to offer a very well designed program of sensitivity and 
empathy training in preschools. The preschoolers were visited by unfa-
miliar mothers and their infants. With appropriate supervision, they 
learned to observe the mother–child interaction, to describe it, and in 
this way to feel themselves into the infant’s world.

Children who had successfully completed such a program reacted 
to each other with considerably greater sensitivity and prosocial behav-
ior than children in a control group. Parens developed similar programs 
for elementary schools and high schools, with very elaborate lesson 
plans, including age-appropriate learning goals and methods appropri-
ate to achieve them. In each case, the goal was for the children to feel 
their way into the other person and to develop conflict resolution strat-
egies.

If larger scale preventive programs drawing on the insights of 
attachment theory could be introduced in preschools, we might be able 
to counteract aggression and violence in schools. In addition, such work 
might offer long-term emotional and cognitive corrective experiences to 
at-risk children from difficult family circumstances.

It would be highly desirable, from a prevention perspective, if all 
who deal with the early development of infants and children—parents 
expecting a first child, physicians, teachers, psychologists, social work-
ers, midwives, pediatric nurses, child psychotherapists—were familiar 
with the basic principles of attachment theory. The use of these prin-
ciples could potentially prevent attachment disorders from occurring in 
the first place. In other cases, appropriate action could be taken at an 
early stage; sensitive interaction with a secondary attachment figure, for 
example, might lead to a secure attachment with that figure and greater 
trust in others. This is the goal of a variety of studies of attachment-
oriented intervention (Bakermans-Kranenburg et al., 1998; Bakermans-
Kranenburg, van IJzendoorn, & Juffer, 2003; Brisch, 2007a, 2007b, 
2007c, 2008; Lucassen et al., 2011).
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PREVENTIVE PROGRAMS: 
SAFE—SECuRE ATTACHMENT FAMILY EDuCATION© AND 

SAFE—SAFE ATTACHMENT FORMATION FOR EDuCATORS®

Target Group of the Prevention Program

Parents-to-be—those who are about to have their first child and those 
who have already had one or several—may benefit from taking part in a 
primary prevention program, which can help them improve their com-
petence as parents even before their child is born. Taking part in semi-
nars and other program offerings that make use of new techniques like 
video feedback can help sensitize parents to the needs of their child. 
Clinical experience has shown that, during pregnancy, expectant parents 
are especially open to examining trauma from their own childhoods. 
They reflect on positive attachment experiences as well as traumatic 
experiences in their relationships with their own parents; memories are 
replayed of happy times, anxiety, anger, and disappointment. They begin 
to ask themselves whether they want to pass on their particular family 
patterns of childrearing and attachment to their own children.

Pregnancy is a time during which the parents' preoccupations with 
their own childhoods and pasts motivates them to deal with their own 
“good and bad ghosts.” Once the baby is born, the parents are busy 
with all manner of dynamic processes that result from the day-to-day 
demands placed on them, such as feeding, diapering, and their baby's 
sleep patterns. These demands tend to crowd out their own childhood 
experiences and emotions, although these remain active in the uncon-
scious. They don't simply go away.

Immediately after the birth of a child, parents need extra help 
because many questions surface only after they are confronted with 
them by their infant. We tend to see parents in our outpatient psycho-
somatic clinic only after they have experienced a great many difficul-
ties with feeding, sleep, or building a relationship. Their baby may have 
already spent several weeks crying for many hours, with all attempts at 
consolation having failed. In other words, the problems have begun to 
consolidate and become chronic. Frequently, parents come to our out-
patient clinic only after they have reached a stage of psychological dec-



 Prospects for Further Application 291

ompensation. A prevention program is needed to catch these problems 
early, and to offer parents help before they run into serious difficulties 
during their infant’s first year of life.

Components of the SAFE Program

The SAFE—Secure Attachment Family Education program was devel-
oped with precisely these considerations in mind. The aims of the pro-
gram are to promote secure attachment between parents and their child, 
forestall the development of attachment disorders, and in particular to 
prevent the transmission of traumatic experiences to the next genera-
tion. The name itself—SAFE—was carefully selected to communicate 
symbolically the needs of both parents and children to develop safely 
and securely. Parents are informed about the program and recruited to 
newly organized SAFE groups by means of flyers or other informational 
materials distributed through pharmacies, medical practices (especially 
gynecologists and pediatricians), family education and pregnancy coun-
seling centers, and by reports in the press. Fee schedules differ, depend-
ing upon where the SAFE groups are held and who is organizing them. 
Some of the SAFE groups are organized by family education or pregnancy 
counseling centers or financed by grants so that the parents themselves 
pay only a small portion of the cost. In some cases, groups are organized 
by midwives and psychotherapists who receive a set payment from the 
parents. The groups are in general led by a leader and a co-leader and 
extend over the entire period of the pregnancy through the end of the 
first year.

The SAFE program has four modules. Module I comprises both pre-
natal and postnatal parent groups; Module II introduces video-assisted 
prenatal sensitivity training and individual postnatal video-feedback. 
Module III makes available an individual hotline with counseling. Mod-
ule IV offers parents individual, trauma-centered counseling, including 
psychotherapy, as needed.

The parent groups consist of parents who are in about the same 
phase of pregnancy, which means that the parents come to see each other 
as peers throughout the program. The groups foster a sense of group 
cohesion from the 20th week of pregnancy to the end of the first year of 
life. Parents may make use of the video feedback, trauma therapy, and 
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the hotline as needed. The SAFE groups in effect combine both group 
and individual therapeutic modalities in a single prevention program.

Module I

Prenatal Parent Groups

In the prenatal module, the parent groups meet on four Sundays begin-
ning on or about the 20th week of pregnancy, then continuing during 
the 24th, 28th, and 32nd weeks. The program begins quite early in the 
process, at a time when ultrasound screening for fetal abnormalities has 
already taken place so that the viability of the pregnancy is no longer 
in great doubt. Sundays have proven ideal because couples are gener-
ally more relaxed and fathers are more apt to take part. Parents-to-be 
are given a wide range of information in the prenatal module, and they 
are able to talk about their expectations for when the baby arrives, their 
own parenting skills, their idealizations of their baby (not to mention of 
themselves), their fantasies and fears, and the prenatal development of 
attachment.

Before the course begins, parents learn stress-reduction and relax-
ation techniques so that they can better deal with stress during preg-
nancy and after the birth. Research has shown that anxiety, fear, and 
stress during pregnancy not only affect the mother's capacity to engage 
with her infant, they can also have a negative effect on the infant's irrita-
bility and stress tolerance. Parents who learn stress-reduction and relax-
ation techniques prior to the birth of their child are later able to apply 
them in stressful situations, which are bound to occur, often sooner than 
later, in all families. While the baby is still in the womb, parents have 
more time and equanimity to learn these techniques. Once the baby is 
on the scene, that equanimity is hard to find.

Postnatal Parent Groups

After the birth, parent groups continue in six all-day Sunday seminars 
during the 1st, 2nd, 3rd, 6th, 9th, and 12th month. The groups support 
the parents during this most difficult period of child development and 
adaptation, and in coming to terms with their own relationship now that 
a third partner must be taken into account.
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Here, too, group cohesion is extremely helpful because all of the 
parents are dealing with similar developmental issues. Some of the par-
ents may even get together outside group meetings to support each other 
and exchange experiences. This results in a parental peer group that can 
have a stabilizing effect on the parents even before the birth; relation-
ships are forged that become all the more important once the baby is 
a reality. The seminar sessions deal, among other things, with work-
ing through the birthing experience, which is not always a positive one. 
Sometimes a baby is born under emergency conditions by Caesarean 
section or prematurely, and in these cases intensive group and individual 
therapy are often needed so that the developing parent-child relationship 
is not burdened by fear and negative emotions. Postpartum depression, 
which according to longitudinal studies affects 12–15% of all mothers, 
may perhaps be prevented by early psychotherapeutic intervention in 
the group.

Other topics include intuitive parenting; triangulation between the 
mother, father, and child; interactional difficulties in the context of eat-
ing, nursing, and sleep; and the development of a strong emotional rela-
tionship. Parents bring their babies to the sessions so that the attachment 
behavior of the parents and their child and the exploratory behavior of 
the infant can be observed directly in the group and serve as a learning 
moment.

Module II: Sensitivity Training and Video Feedback

Even before the birth, videos are used to train parents in the parent–
child interaction so that they may become more adept at recognizing 
their own baby's signals in various situations. This training encourages 
them to think about possible interpretations of these signals and gives 
them the confidence to respond appropriately and promptly. Such inter-
actional video training gives parents an experiential basis for responding 
to their infant's signals by watching and discussing specific and concrete 
videotaped situations, including feeding, nursing, diapering, play, and 
dialogue.

Interactional videos of the parents and their baby during diapering, 
feeding, nursing, and playing are also made after the birth. These videos 
are then discussed with the mother and father in individual feedback 
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sessions so that they can learn from their own experiences with their 
baby. The goal is always to better recognize individual signals, interpret 
them correctly, and respond to them appropriately and promptly. As a 
result, irritation or emotional difficulties, including the tendency to mis-
interpret or project motives because of the parents' own history can be 
recognized early, discussed, and dealt with. If the parents are amenable, 
these interactional videos can then be shared with the group and used 
as feedback training by the rest of the participants. In our experience, 
parents are usually very motivated to share these videos with the group 
so that everyone involved can learn from positive interactions and get 
tips for reframing or reinterpreting difficulties or misunderstandings in 
the interaction. In our experience, this sort of open sharing of fears, 
anxieties, and interactional difficulties poses few problems and actually 
increases group cohesion and trust.

Module III: Hotline

The next interventional module consists of a hotline. After the birth in 
particular, adaptation difficulties such as are experienced at bedtime are 
relatively common, and this is where parents often get into trouble for 
the first time, when their baby refuses to go to sleep, cries for hours, and 
cannot be consoled. Often, no apparent reason is discernible (Brisch, 
2007c). Clinical experience has shown that in these stressful situations 
parents often seek out help much too late. In the worst case, parents 
arrive at the hospital after having tried to use physical force on their 
crying baby.

A hotline gives parents the ability to call the SAFE group leader 
immediately to ask for advice and support. It is obviously beneficial if 
the person on the other end of the line is someone the parent already 
knows and with whom she has a relationship of trust from prenatal 
group sessions (Brisch, 2000). The frequency with which the hotline is 
used varies greatly among couples and depends on the particular cri-
ses and stress situations, which are largely unpredictable. The hotline 
allows the various interventions to be targeted because the parents' 
individual histories and resources are known to the group leader, as are 
their particular risks factors and weaknesses. Prior to the birth, video 
training was used to assess and strengthen the abilities of the parents to 
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perceive and interpret a baby's signals. The parents' intuitive parenting 
and general resources are usually well known because they and their 
baby were later videotaped in various situations such as feeding and 
diapering, which means that the group leader can give them quick and 
informed advice. If the parents are projecting their own unconscious 
fears and expectations on their child, and this is the cause of the inter-
actional disorder, such problems can be recognized early and treated in 
parent–infant therapy (Brisch, 1995, 2004b; Bakermans-Kranenburg et 
al., 1998; Beebe, 2003; Bodeewes, 2002; Kühle, Hoch, Rautzenberg, & 
Jansen, 2001; Papoušek, 2000; Zelenko & Benham, 2000; Schmücker 
et al., 2005).

The aim of the entire SAFE program is to ensure that the children 
of parents who took part in the program have developed a secure attach-
ment pattern after the first year of life, and that parental trauma is not 
visited on the child.

Module IV: Individual Trauma Psychotherapy

An Adult Attachment Interview (AAI; Main et al., 2003, 2008; Steele 
& Steele, 2008a, 2008b) is conducted with all parents. The purpose of 
this interview is to assess the attachment resources of the parents-to-be, 
as well as any traumatic experiences that remain unresolved and might 
be brought into their relationship with their children. Experience has 
shown that approximately 30% of parents have unresolved traumatic 
experiences in their past that make individual trauma psychotherapy nec-
essary.

These unresolved traumatic experiences are of crucial importance 
because clinical experience has shown that children can by their very 
natural behavior trigger memories of traumatic experiences in their par-
ents. These “ghosts in the nursery” (Fraiberg et al., 1975) may appear 
when least expected. For example, a child's crying or desire for tender-
ness may trigger memories of childhood trauma in similar situations, 
including rejection and abuse. When this happens, parents may sud-
denly find themselves “embattled” on an imaginary stage over which 
they seemingly have no control. In the worst case, their child becomes 
both an actor and a victim in an old traumatic drama in which she has 
been given a role for which she never auditioned. When that happens, 
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an infant may become a target or object of projection on which violent 
fantasies are played out, including an actual repetition of the violence 
experienced by the parent. This is too frequently the origin of “shaken 
baby syndrome.” Such brief reenactments of traumatic episodes may 
have fatal consequences or may result in lifelong handicap or damage 
because of bleeding in the brain or eyes.

If the AAI shows that parents harbor such unresolved traumatic 
experiences, we try to show them that these experiences, because they 
are unresolved, may put their child's development and the parent–child 
relationship at risk. Reenactments of trauma may create a vicious cycle 
in which the violence experienced by the parents may be passed along 
to the next generation.

One of the specific goals of the SAFE program is to break this 
vicious cycle. If parents can be motivated and are ready, they may be 
able to work through their own emotional “baggage” by using various 
stress-reduction techniques and taking part in trauma psychotherapy 
during pregnancy. After the birth, the parents may be helped by indi-
vidual trauma-centered psychotherapy using modern methods such as 
eye movement desensitization and reprocessing (EMDR). This part of 
the SAFE program aims at prevention by the trauma of the parents from 
being passed along to their children.

SAFE Mentor Training

Information about SAFE mentor training at the Dr. von Hauner Chil-
dren's Hospital, in Munich, is available at www.safe-programm.de/en. 
Regional training centers will be set up in the future. Mentor training is 
available to all professionals who work with pregnant mothers, parents, 
and their infants, including pregnancy counselors, midwives, breast-
feeding consultants, nurses, obstetricians, psychologists, pediatricians, 
child and adolescent psychotherapists, speech therapists, and others. 
What is crucial is that those working in SAFE® groups be able to engage 
with all the members of the new family, and to use their professional 
experience to that end.

SAFE mentor training consists of three all-day seminars with addi-
tional practical days, which can be more or less intensive, depending 
upon the practitioners’ prior experience. After training, the mentors may 



 Prospects for Further Application 297

organize their own SAFE groups. Optimally, two mentors work together, 
one as the leader and the other as co-leader. This model makes it pos-
sible for one mentor to present the information, while the other keeps 
an eye on group dynamics.

Evaluation of and Research on the SAFE Program

The SAFE program did very well in its pilot phase. Since then, a pro-
spective, randomized, longitudinal study has been conducted to com-
pare the SAFE group intervention model with a conventional preg-
nancy, birth, and nursing preparation model. Participants in the control 
group and the SAFE group attended seminars of the same duration 
and frequency so that the effects of the different interventions could 
be studied. The parents in both the control group and the SAFE group 
were at the same stage of parenthood—up to the end of the first year 
of life. The mother–child interaction was videotaped and evaluated in 
both groups at the same points in time, as was the father–child interac-
tion while diapering, feeding, and playing. In addition, the attachment 
qualities of the infants were studied and evaluated at the end of the 
first year of life.

Prenatal and postnatal data were obtained using a questionnaire, 
and all parents underwent an AAI as well as an AAP (George & West, 
2011). Saliva samples were obtained from both the mothers and the 
fathers before and after the AAI and AAP—and from the children at age 
12 months before and after evaluation for attachment quality—in order 
to test physiological stress based on the values of the stress hormone 
cortisol (Brisch, Kern, Schott, & Erhardt, 2011).

Summary

The primary goal of the SAFE program is to support as many parents 
as possible in helping their children develop secure attachment. The 
SAFE program is designed to encourage parents to be more emotionally 
available to their children, and to respond appropriately and sensitively 
to their children's signals despite their own painful and traumatic past 
experiences.

The SAFE program begins during pregnancy and continues up to 
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the end of the first year of life. It makes use of group therapy as well as 
individual psychotherapeutic counseling and trauma-centered psycho-
therapy. This approach combines the strengths of all three modalities 
and holds out the possibility that parents can break through their own 
trauma and avoid inflicting their own pain on their children. The hotline 
gives parents access to competent, familiar, and trusted mentors when 
the stresses and demands of daily life with their child threaten to over-
whelm them. These mentors are quickly able to respond to calls for help 
because they already know the history of the family.

The SAFE program is open to all mothers, fathers, and single par-
ents. Because it is known from clinical experience that traumatized par-
ents may be found in all social classes, the program does not simply 
target so-called at-risk parents with known psychosocial risk factors. 
Parents from the middle and upper classes may have a particularly hard 
time talking about their own childhood trauma, or to trust others. At 
the same time, these parents are just as much at risk of reenacting and 
transmitting their own traumatic experiences to their children. Because 
the SAFE program is open to parents from all classes it makes it possible 
to reach many different social groups in which very different emotional 
and structural problems may prevail (Brisch, Erhardt, & Kern, 2010a; 
Brisch, Kern, & Erhardt, 2010; Brisch et al., 2010; Brisch et al., 2011).

The fact that parent seminars are held on Sundays often makes it 
possible for fathers to take part in SAFE groups as well. Because issues 
involving trauma and attachment are raised during pregnancy, when 
parents are still grappling with their own individual development as 
mothers and fathers, and before the realities of caring for a baby have 
arisen, parents seem to be especially motivated to take part in a SAFE 
group. Many find particularly attractive the prospect of inclusion in an 
individual and group therapeutic process that provides support for them 
in their new role as parents for as long as a year and a half.

Many parents also accept the SAFE program because participation 
in a parent group carries no stigma. If mentors are able to spread the 
SAFE program, a larger number of children may be able to develop a 
secure emotional attachment to their parents, which will provide them a 
firm foundation for their further social, emotional, and cognitive devel-
opment.
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Special Adaptations: SAFE—Safe Attachment Formation  
for Educators

The contents of the SAFE program have been shown to be easily adapt-
able to different educational and caregiving systems. There are various 
special SAFE adaptations, including for parents with preterm infants, 
parents with multiple risk factors, parents with psychiatric diseases, ado-
lescent mothers in mother–infant institutions, and foster and adoptive 
parents as well as for educators in infant daycare centers. Special SAFE 
programs are also being developed for kindergarten and school teachers 
as well as for educators who work in institutions with very severely dis-
turbed children and adolescents.

More information about the program is available at www.safe-
 programm.de/en.

PREVENTION OF BEHAVIORAL DISORDERS  
BY B.A.S.E.® BABYWATCHING

The goal of this program is the secondary prevention of aggressive and 
anxious behavioral disorders in preschool children between the ages of 
3 and 6 by helping them to develop greater sensitivity and empathy. 
Children who lack empathy tend to behave more aggressively toward 
their peers in conflict situations, and are frequently insecurely attached 
(Parens, 1989, 1993a, 1993b; Parens & Kramer, 1993; Parens, Scat-
tergood, Singletary, & Duff, 1987; Suess et al., 1992). Children who 
develop an attachment disorder as a result of early trauma have extreme 
difficulties identifying with the emotions and thoughts of others (Fon-
agy, 1998a, 1998b; 2003a, 2003b).

The development of empathy and the capacity for self-reflection 
enables children to respond less aggressively and anxiously because 
they are better able to understand the intentions, feelings, and motives 
of others. The basic aim of B.A.S.E. Babywatching is to encourage chil-
dren to be more cooperative, prosocial, creative, and attentive in their 
preschool groups, and to minimize behavioral disorders such as aggres-
siveness, inattention, hyperactivity, and oppositional behavior.
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What the B.A.S.E. Program Teaches

In this program, which is based on the work of Henri Parens (Parens & 
Kramer, 1993), 3- to 6-year-old children observe a mother and her infant 
over a period of approximately 1 year. For many single children, this is 
often their first and only possibility to observe a baby's “developmental 
milestones” continuously over the entire first year of life. The infant is 
only a few weeks old when her mother visits the nursery school group 
for the first time and sits in a circle with her infant so that the children 
may observe them. This form of participatory interactional observation 
may last from shortly after the infant's birth to the end of the first or 
beginning of the second year. Once the baby has begun to walk and say 
her first words, the mother says good-bye to the children and leaves their 
circle.

In general, the mother comes with her infant once a week, and the 
children observe their interaction for about 20–30 minutes. A teacher 
guides the children in what to look for in the mother–child interaction. 
Usually, one teacher leads the group, while the other guides the observa-
tion. A record is kept of the various levels of observation. Under the guid-
ance of their teacher, the children describe what the mother does with 
her baby, that is, what the action level looks like, what the baby does at 
the same time, and how the two interact and influence each other. After-
ward, or at the same time, the children are encouraged to think about 
what motivated the actions of a mother and her child. A third level of 
observation is the emotional level. The children are encouraged to feel 
their way into the emotional situation of the mother and of the baby, and 
to ask what is going on emotionally in them in this or that interaction. 
The final stage is the stage of empathy. Here, the children are asked to 
think about how they feel as they imagine themselves in the position of 
the mother or of the baby.

Results of a Pilot Study

A prospective, randomized study with a control group evaluated the 
behavioral problems of children (n = 50) in a preschool before Baby-
watching and 1 year after. In addition to various questionnaires, both the 
teachers and the parents filled out the Child Behavior Checklist (CBCL; 



 Prospects for Further Application 301

Achenbach, 1991), which measures behavioral problems. The results 
before the beginning and at the end of the intervention, after one year of 
Babywatching, were then compared. There were significant differences 
between the control group and the intervention group after Babywatch-
ing. Positive effects were seen in both boys and girls in the interven-
tion group in comparison with the control group. The positive changes 
related to both externalizing and internalizing disorders. As assessed 
by the teachers and the parents, both the boys and the girls were less 
aggressive, more attentive, and less oppositional after 1 year. There were 
also positive changes in internalizing disorders because both boys and 
girls were less anxious and depressed, less apt to withdraw, and more 
emotionally responsive in conflict situations. According to the teachers, 
the girls in the intervention group (but not the boys) exhibited fewer 
physical symptoms, and according to the parents fewer sleep disorders. 
Both teachers and parents were in agreement about the generally posi-
tive changes in the children. These positive changes were not found in 
the control group. These results were confirmed in a large randomized 
study in many schools in Austria by Andrea Haneder (2011).

More information about B.A.S.E. Babywatching is available at www.
base-babywatching.de/en.

FAMILY THERAPY

The systems approach to family therapy deals primarily with the invis-
ible bonds and loyalties among family members. Concepts of attachment 
and autonomy have played a considerable theoretical and interpretive 
role in its practice.

Early in his career, Bowlby (1949) said that both parental and fam-
ily relationships must be taken into consideration when children are in 
psychotherapy, and he invited parents into therapy with their children. 
This idea has been developed further such that all interactions within 
the family were interpreted from the perspective of attachment theory 
(Sroufe & Fleeson, 1988).

Byng-Hall (1991; Byng-Hall & Stevenson-Hinde, 1991) examined 
the various attachment relationships within the family from the per-
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spective of a so-called family script that encompasses in principle the 
various working models of family members in dyads and their respective 
interplays. The family script notion deals with the way roles are dis-
tributed for getting and giving help and support within the family, and 
with how these processes are represented, and thus affect expectations 
about attachment behavior in the family. Particular diagnostic issues of 
concern are whether individual family members are excluded from the 
family attachment system and whether individuals achieve their attach-
ment security at the cost of others.

The concept of “parentification,” or, to use Bowlby’s (1980) phrase, 
“inverting the parent–child relationship,” is particularly important in 
this regard. It refers to a parent’s use of a child as his or her own “secure 
base,” so that the child must suppress his own needs for caregiving by 
the parent. Relatedly, children can take on the function of distance and 
closeness “regulators” in relationships. Particularly when the parents’ 
marriage is difficult, they may do this by developing symptoms that 
force the parents to maintain their attachment relationship to each other 
in order to care for the sick child. It is easy to understand why parents 
in this situation might not permit the child’s desire for autonomy, which 
implies exploration outside of the family.

When a family in crisis comes to the first family therapy session 
for help, the attachment system of each individual family member is 
activated, revealing the interplay of attachment patterns within the 
family. It is not easy for the family therapist to gain the trust of each 
individual family member so that therapy may proceed. If the therapist 
is successful in doing so, however, the chances improve that a family 
will commit to a process of emotional change in the therapeutic set-
ting, and the therapist himself becomes a part of the extended family 
attachment system.

In order to strengthen this incipient attachment process between 
therapist and family members, Byng-Hall (1991) suggests that sufficient 
time must be allotted to the first session (2 hours or more), and that the 
family should be seen weekly during the initial phase of treatment. Once 
therapeutic bonds have been established, the interval between appoint-
ments may be increased.

One of the fundamental tasks of therapy is to assist the family in 
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establishing for itself a script that reflects the qualities of a “goal-cor-
rected system.” By this I mean that each family member must be able to 
experience the fulfillment of attachment needs for closeness, security, 
protection from danger, and safety within the family system while at the 
same time being allowed autonomy to engage in exploration within, and 
especially outside, the family.

Over the past several years, there has been extensive basic research 
into the significance of attachments within the family system as a whole 
(Stevenson-Hinde, 1990). The results are expected to shape future 
research projects, such as those relating to the prevention of domestic 
violence (Byng-Hall & Stevenson-Hinde, 1991; Byng-Hall, 2008).

AttAchment And Groups

In addition to dyadic attachments, children, and especially adolescents, 
develop attachments to various groups, which can provide them with an 
important sense of security, particularly during the phase of separation 
in adolescence.

Attachment to a group is judged to be secure when the entire group 
represents a safe emotional haven for its members that they can use 
when they are anxious or fearful. It also provides the members the sort 
of confidence needed to explore the world at large or master frightening 
situations, either as a group or individually. Members of a group feel safe 
to return to the group when they are fearful or in danger, knowing that 
they will be accepted unconditionally. This greatly helps to reduce fear 
and anxiety.

Attachment to a group is said to be insecure-avoidant when its 
members want to be involved in activities or exploration together, but 
the emotional relationships within the group produce fear or anxiety. 
In such cases, members learn to avoid the group. Insecure-ambivalent 
group attachment is characterized by intense fluctuations between group 
and individual activity. The individual member may leave the group, but 
then feel so insecure that he immediately seeks it out again, leaving them 
to oscillate between closeness and avoidance.



304 TREATING ATTACHMENT DISORDERS 

Psychopathology in Group Attachment

Disorganized group attachment occurs when the group itself produces 
fear or anxiety, while at the same time seeming less threatening than 
dyadic attachment relationships. The group offers individual members 
more opportunities for projection to reduce fear and anxiety, but also 
more freedom of action, which can be especially useful to people with 
a borderline personality disorder. Such groups exhibit all of the behav-
ioral pathologies associated with a borderline personality disorder, from 
abrupt termination of relationships with other group members or the 
entire group, sexual relationships within the group, and intense, some-
times violently aggressive affects within the group, alternating with ide-
alization of the group as an absolute protector, offering the individual 
both security and a sense of omnipotence (Brisch & Hellbrügge, 2009; 
Brisch, 2009a).

Group Psychotherapy

Groups, according to Lichtenberg (1989), have their own motivational 
system relating to attachment. This idea is not new; however, given its 
importance, it tends to be overlooked in therapy. Group psychotherapy 
currently plays a rather minor role in outpatient psychotherapy, largely, 
it may be assumed, for reasons of insurance and billing. This is especially 
regrettable because the human attachment process includes attachment 
to groups, starting with the family and then expanding to the extended 
family, and finally to groups of all sorts, including social, work, and even 
virtual communities. It is a commonplace of social research that human 
beings are fundamentally social creatures. It follows, therefore, that 
group psychotherapy based on attachment theory should be conducted 
alongside individual therapy or as a follow-up to individual therapy. 
The two forms of therapy are often integrated in inpatient therapeutic 
settings, but not, unfortunately, in outpatient treatment. We regularly 
observe in the group psychotherapeutic process that patients who come 
to the group for the first time generally need a “warm-up period” before 
the other group members accept them and they feel comfortable in the 
group, that is, before the group comes to be seen by them as a protective 
and steadying “mother matrix.” Only when this happens will the patient 
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be able to open up emotionally in the group, and to explore disturbing 
issues.

A classic analytic setting typical of group psychotherapy in which, 
for example, silence is the rule and even the group psychotherapist tends 
to abstain from speaking will probably have difficulty integrating new 
patients into a group and creating a secure group matrix for all members. 
As a result, it will be difficult to develop a sense of identification with 
the group, the feeling that “This is my group, and it's where I belong” 
(cf. Schain, 1989).

EDuCATION

If one considers, as attachment theory proposes, that attachment and 
exploration are interdependent, then one comes to appreciate the impor-
tance of attachment theory for education. Under optimal circumstances, 
the establishment of a secure relationship with a teacher can compen-
sate for deficits with primary attachment figures and at the same time 
increase curiosity and the willingness to learn. Knowledge of the tenets 
of attachment theory can help teachers to better understand the interac-
tional processes between themselves and individual students as well as 
within the class as a whole.

Although the teacher can be seen as an attachment figure during 
elementary school years, because the students remain in the same class 
with him or her, the importance of any individual teacher decreases as 
the students advance to middle school and high school, because there 
are different teachers for each of the various subjects. Viewed this way, it 
is understandable that students who switch into a new school that they 
find intimidating may become emotionally disturbed and do poorly in 
class, because they cannot find the security they need for optimal learn-
ing (Geddes, 2009).

A student who feels safe in a group and with the teacher may be 
able to enter more successfully into the learning process. Unfortunately, 
however, our present school system and our society as a whole are 
organized to avoid attachment. The student who pays little attention to 
relationships, enters into a few attachments, and is oriented to perfor-
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mance is probably seen as the ideal and receives the most encourage-
ment. Teachers often have the idea that it “saves trouble” to just “stick 
to the material” and behave in class in a manner that avoids their stu-
dents’ attachment. This technique will cause few problems with attach-
ment–avoidant students. However, all other students—those who look 
to the teacher for a secure attachment relationship, and especially chil-
dren with ambivalent attachments to a parent—will challenge a teacher 
who behaves like this, demanding both caregiving behavior and emo-
tional relatedness. They won’t always do this directly or verbally, but 
rather indirectly and by creating disturbances (for more, see the case 
“Aggressiveness” in subsection “Attachment Disorders in School-Age 
Children” in Section IV.

The same principles apply to psychoeducational work with children 
and adolescents, as discussed with regard to attachment-oriented psy-
chotherapy. However, psychoeducation must be tailored to the setting 
according to specific circumstances, and modified as needed.

For more on attachment-based care and guidance of children 
between the ages of 3 and 6 outside the family, see “The Significance of 
Protective and Risk Factors” in the subsection “The Development of the 
Concepts of Attachment Theory” in Section I. 

CRITICAL ISSuES

In principle, attachment theory can be applied to all symptoms, diagno-
ses, and therapeutic approaches. Because attachment must be seen as a 
fundamental motivation, and because the development of attachment 
relationships is a lifelong process, in treating any patient one must at 
least consider whether there might be a disorder of the attachment sys-
tem. However, this does not mean that an attachment disorder is present 
in every mental illness. It is certainly possible that other motivational 
areas may be disturbed or that they are the main focus of a disorder 
(Lichtenberg, Lachmann, & Fagghage,, 1992). In this context, I mention 
disorders of group attachment or basic physiological needs. There may 
also be sexual motivational disorders of the sort that Freud assumed to 
be the primary focus of disorders and conflicts, and which to this day 
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are seen as central to psychoanalysis. There may also be disturbances 
specifically related to destructive aggression.

In this volume I have tried to show how the principles of attach-
ment theory may be put into practice in psychotherapeutic work. The 
cases are meant to serve as illustrations of technique based on attach-
ment theory. However, attachment theory and its therapeutic applica-
tions should not be seen as a panacea, nor can attachment theory serve 
to explain the origins of all symptoms. Attachment should, however, be 
seen as a fundamental human motivation that is well documented in the 
research literature and that is reflected in all therapeutic processes. As 
such, it requires attention when treating attachment disturbances. Of 
course, other therapies may involve completely different focuses, and 
other symptoms may be explained using very different therapeutic mod-
els. Attachment-oriented therapy should therefore not be seen as a sub-
stitute for other approaches to therapy. Rather, it is a complement that 
in some cases is best able to explain patient behavior, and therefore to 
suggest new therapeutic techniques.

It is still an open question whether the preventive and other poten-
tial extensions of attachment theory outlined here can be effectively 
incorporated into an attachment-oriented therapy. The point is not to 
found a new therapeutic school but rather to follow Bowlby by integrat-
ing attachment theory into preventive and therapeutic practice, such that 
attachment comes to be seen as a self-evident and fundamental interper-
sonal motivation in all relationships, both therapeutic and otherwise.

There are few available standard criteria for selecting teachers and 
therapists, or for testing suitability for a chosen profession. The ability 
or fundamental potential for entering into secure attachment relation-
ships might represent such a selection criterion, and it is one that has so 
far not been sufficiently appreciated. For example, appropriate research 
might demonstrate whether a candidate’s attachment strategy becomes 
secure–autonomous over the course of therapeutic training—that is, 
from the beginning to the end of the training analysis. If not, perhaps we 
should doubt whether a therapist with an avoidant or markedly ambiva-
lent attachment strategy would be capable—at least if intending to work 
with an attachment-oriented approach—of serving patients as a secure 
attachment base of the sort needed for healing to occur.

In my opinion, an intuitive understanding of various attachment 
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patterns already plays a role among the physicians who refer patients to 
therapists. Certain patients are therefore referred to particular therapists, 
even though the referring physician may not be able to cite objective 
reasons for his referral (Enke, 1996).

One specific question should be whether it is actually possible to 
transform a patient’s strategy, as measured before therapy, into a more 
secure one by using a therapeutic approach based on attachment. Initial 
empirical studies on this issue indicate that an individual’s state of mind 
with respect to attachment may in fact be changed by psychotherapy 
(Fonagy et al., 1995b).

It will be the task of clinically oriented attachment research, such 
as is now being conducted at several clinics and universities, to test the 
changes described in the case studies in this book for broader clinical 
significance.
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Afterword
Inge Bretherton

This revised and updated volume on the treatment of attachment disor-
ders remains unique among books on clinical applications of attachment 
theory because it combines a succinct overview of attachment theory and 
research, tailored to the needs of clinicians, with an extensive and var-
ied collection of relevant case studies. In these case studies, Karl Heinz 
Brisch, a psychodynamically trained psychiatrist, illustrates how attach-
ment-based principles described in earlier portions of the volume can 
be implemented in many different types of clinical work with children 
and adults. The updated volume also contains detailed descriptions of 
two attachment-based prevention (or psychoeducation) programs, one 
designed to foster parental sensitivity and the other to promote empathy 
in preschool children through “babywatching.”

It is important to point out that, in advocating an “attachment-based 
psychotherapy,” Brisch disassociates himself from the term “attachment 
therapy,” which has been adopted by proponents of what was formerly 
called “holding therapy” and has no connection to attachment theory. 
His overview of attachment theory and research begins with a brief his-
torical account that traces the development of the theory from its begin-
nings with John Bowlby and Mary Ainsworth to the present. This is fol-
lowed by a set of concise definitions of the theory’s central constructs 
(e.g., secure base, attachment system, internal working model) with an 
especially detailed section devoted to caregiver sensitivity and respon-
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siveness vis-à-vis an infant. As he shows later, several of these constructs 
can be usefully transferred to clinical work. He also offers accounts of 
assessment procedures that are increasingly employed in clinical con-
texts, with special focus on the Strange Situation procedure and the 
Adult Attachment Interview (AAI).

Researchers use the Strange Situation procedure to characterize 
infant–parent and toddler–parent attachment patterns (secure, avoidant, 
ambivalent, and disorganized). Here Brisch especially stresses the cat-
egory of “disorganized attachment,” in view of its demonstrated links 
with psychopathology in recent studies of maltreated and institutional-
ized infants and children He also notes, however, that additional risk 
factors that are not determinative in themselves, such as infant genetic 
vulnerability (specific gene polymorphisms), nongenetic physical defi-
cits, and the societal environment, may combine with helpless, hopeless, 
and frightening parental caregiving patterns in producing disorganized 
attachment. In addition, he points to recently discovered symptom over-
laps, in a subgroup of children, of disorganized attachment with atten-
tion deficit disorder.

The AAI, which, like the Strange Situation, was initially developed 
for research purposes, probes an individuals’ remembered childhood 
attachments but is analyzed in terms of his or her current strategies in 
processing attachment-related information and feelings and is not meant 
to assess specific past and current relationships. The AAI captured clini-
cians’ imagination because classifications of a parent’s AAI narrative as 
secure–autonomous, dismissing, preoccupied, or unresolved turned out 
to be strongly predictive of how that parent related to his or her own 
infant, as assessed in the Strange Situation (see review by Hesse, 2008). 
Although these findings are often advanced as evidence for the “inter-
generational transmission” of attachment patterns this is not strictly cor-
rect if the term is taken to mean that individuals parent the way they 
were parented.

The converse question has also been asked, that is, whether an indi-
vidual’s actually assessed (as opposed to remembered) infancy or child-
hood attachment quality predicts how he or she will respond to the AAI 
as a young adult or how he or she will relate to a romantic partner. In 
this connection, Brisch cites the 20-year longitudinal studies by Klaus 
and Karin Grossmann in Germany. Along with several other long-term 
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attachment attachment studies conducted in the United States and other 
countries, this study is summarized in an edited volume (K. Grossmann 
et al., 2005). Whether or not links between infancy or childhood attach-
ment classification are found in specific samples tends to be influenced 
by the experience of stressful or ameliorative life events as well as other 
factors.

Brisch’s approaches to diagnostics and attachment-based treatment 
that are covered in Sections II and III of this volume are—Section IV—
applied to clinical work in a wide range of therapeutic settings, includ-
ing short- and long-term in- and outpatient care in psychiatric clinics, 
consultation in private practice, as well as work with staff in residential 
facilities and group homes. The presenting problems were psychological 
and behavioral, but also included psychotic and psychosomatic manifes-
tations whose connection with attachment was not initially evident. The 
treatment approaches ranged from play therapy with children to various 
forms of “talking” treatment in short- or long-term psychotherapy with 
individuals and couples. In many instances, prior treatment with psy-
chotropic drugs or behavioral therapy had proved unsuccessful.

The cases include couples unsuccessfully trying to conceive, moth-
ers with severe postpartum depression, an infant’s failure to thrive, 
refusal to attend preschool, psychosomatic disorders in early and later 
childhood, traumatized foster children, deeply troubled adolescents, and 
adults with marital and work problems. Section IV ends with a touching 
account of what turns out to be an attachment-related conflict between 
an aged mother and her adult daughter, but initially presented as a case 
of mutism. Laudably, Brisch has the courage to present some cases that, 
for a variety of reasons, could not be brought to a successful conclusion 
but nevertheless offered interesting insights for future practice.

In departing from a more traditional psychodynamic approach, 
Brisch takes his cue from Bowlby’s (1988) proposition that the thera-
pist’s task is “to provide the patient with a secure base from which he 
can explore the various unhappy and painful aspects of his life, past and 
present” (p. 138). This requires that the therapist come to an under-
standing of the world from the patient’s point of view, so that current fan-
tasies (“misconstructions,” as Bowlby preferred to call them) and behav-
iors can be interpreted and given new meaning in terms of the patient’s 
attachment history. The case studies illustrate, however, that being avail-
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able in ways that make the patient come to feel secure enough to explore 
painful past or current experiences can initially be very challenging. In 
my view, it is comparable to the task facing a foster or adoptive par-
ent of older children whose caring intentions are initially misinterpreted 
because of the children’s prior adverse relationship experiences. Thus, 
as Brisch notes, a patient’s attachment-dismissing or preoccupied stance 
places heavy demands on the therapist, because offering too much or too 
little closeness before the patient has begun to trust the therapist could 
be experienced as threatening.

Accordingly, Brisch illustrates various ways in which the intake and 
treatment of patients can be handled with flexibility, often relying for his 
initial diagnoses on AAI-derived ideas. Thus, patients whose dismissing 
approach prevented them from facing their underlying emotional con-
flicts were offered more time between sessions or shorter sessions, until 
they could tolerate more intense exploration of their current and past 
attachment-related problems. Highly anxious patients, in contrast, were 
initially seen very frequently and encouraged to make telephone contact 
if they felt that they could not cope with their anxiety. Anxious children 
were allowed to take a toy home as a transitional object. Likewise, in the 
conduct of treatment, Brisch offered patients a choice of the setting they 
found most tolerable, whether it was to sit face to face, lie on the couch 
with the therapist sitting next to them, or, as in classical analysis, with 
the therapist out of view. He also stressed the necessity of gaining the 
trust and cooperation of other close and extended family members, even 
when these were not actively involved, because their opposition could 
undermine therapy, especially in the case of children.

Brisch illustrates a similarly flexible approach to treatment termina-
tion. More than most scholars and clinicians working within an attach-
ment framework, he emphasizes issues of separation and loss, not only 
because these tend to have played a role in many patients’ life histories, 
but because separation anxiety and grieving can often be associated with 
treatment interruptions and termination. With regard to these issues, I 
noticed a distinction that is lost in translation. The German expressions 
Ablösung and Trennung are often conveyed by the same word (“separa-
tion”) in English. Ablösung (literally, “peeling off”) is used in the context 
of adolescents’ establishment of autonomy as well as for patients letting 
go of attachment to the therapist at the end of treatment.
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The case studies make it clear that Brisch did not require complete 
Ablösung after therapy, but explored more gradual options that allowed 
patients to recontact him in times of crisis, by telephone, letter, renewed 
appointments, or merely in thought. One case study describes a woman 
with agoraphobia who coped with her anxiety by imagining the thera-
pist sitting beside her as she dared to make the first independent outings 
in her car. Even when patients chose not to make use of Brisch’s offer for 
later contact, this does not necessarily imply that the therapeutic rela-
tionhip had ceased to have supportive meaning for them. Although not 
all therapists may be able to offer their patients similarly flexible choices 
in their particular clinical settings, the case descriptions can neverthe-
less serve to stimulate creativity rather than rule-boundedness in the 
therapeutic application of attachment theory.

Whereas the case studies amply demonstrate that therapeutic 
change is possible, and while such changes tend to be accompanied 
by beneficial changes in patients’ posttherapy AAI narratives (Fonagy, 
Gergely, & Target, 2008; Steele & Steele, 2008a), Brisch also comments 
on several attachment-theoretic loose ends with respect these issues. 
For example, a fuller understanding of how the behavioral, emotional, 
and representational changes of successful therapy are brought about 
still eludes us. Bowlby himself (1980) maintained that therapy-induced 
revisions of internal working models, whether of self in relationships 
with specific others or with respect to a general attachment orientation, 
may initially be adopted on a provisional basis. Only after repeated test-
ing of these provisional models can old (pretherapy) working models 
be relinquished as no longer valid. However, so far Bowlby’s account of 
this process remains an unconfirmed though highly plausible hypoth-
esis. Pondering the case studies, Brisch poses additional challenging 
questions pertaining to attachment at the level of representation: Is one 
dominant internal working model or attachment orientation activated 
in all later attachment relationships, as Main, Hesse, and Kaplan (2005) 
appear to believe, or are relationship-specific working models of self 
with mother or self with father operative (guide behavior and the inter-
pretation of behavior) in different situations or relationships? Could it 
be, moreover, that some patients have “recessive” working models of 
healthier ways of relating that can be reawakened in therapy? Obtain-
ing helpful answers to such questions may require close collaboration 
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between academic scholars, including neuroscientists, and practicing 
clinicians.

Finally, in line with Bowlby’s own proposals, Brisch stresses that 
attachment-based therapy should not be regarded as a “school” but as 
complementary to other therapeutic approaches. Neither should it be 
regarded as a panacea for dealing with all forms of psychopathology. At 
the same time, he contends that there is no symptom, no disturbance, 
and no clinical approach where attachment-relevant reflections could 
fail to be helpful. The updated review of attachment theory and research, 
together with the illustrative case studies, can provide a new perspective 
on patient behavior and problems that other approaches may overlook, 
an approach that cannot be implemented by following a defined set of 
rules, but that demands, instead, a deep and searching understanding of 
the underlying principles. Whereas many therapists may not be able to 
offer their patients similarly flexible choices in their particular work set-
tings, Brisch’s case descriptions invite informed creativity in the applica-
tion of attachment theory.
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Appendix

BRIEF PRÉCIS OF THE  
ADuLT ATTACHMENT INTERVIEW PROTOCOL  

ExCERPTED FROM GEORGE, kAPLAN, AND MAIN (1996)

1. To begin with, could you just help me to get a little bit oriented to your 
family—for example, who was in your immediate family, and where 
you lived?

2. Now I’d like you to try to describe your relationship with your parents 
as a young child, starting as far back as you can remember.

3–4. Could you give me five adjectives or phrases to describe your 
relationship with your mother/father during childhood? I’ll write them 
down, and when we have all five I’ll ask you to tell me what memories 
or experiences led you to choose each one.

5. To which parent did you feel closer, and why?
6. When you were upset as a child, what did you do, and what would 

happen? Could you give me some specific incidents when you were 
upset emotionally? Physically hurt? Ill?

7. Could you describe your first separation from your parents?
8. Did you ever feel rejected as a child? What did you do, and do you 

think your parents realized they were rejecting you?
9. Were your parents ever threatening toward you—for discipline, or 

jokingly?

Important note. The AAI cannot be conducted on the basis of this brief, modified 
précis of the protocol, which omits several questions as well as the critical follow-up 
probes. The full protocol, together with extensive directions for administration, can 
be obtained by writing to Professor Mary Main, Department of Psychology, University 
of California at Berkeley, Berkeley, CA 94720. Adapted from George, Kaplan, and 
Main (1996). Copyright 1996 by the authors. Adapted by permission.



316 Appendix 

10. How do you think your overall early experiences have affected your 
adult personality? Are there any aspects you consider a setback to 
your development?

11. Why do you think your parents behaved as they did during your 
childhood?

12. Were there other adults who were close to you—like parents—as a 
child?

13. Did you experience the loss of a parent or other close loved one as a 
child, or in adulthood?

14. Were there many changes in your relationship with parents between 
childhood and adulthood?

15. What is your relationship with your parents like for you currently?
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FOREWORD

1. Two volumes of Psychoanalytic Inquiry (Vol. 19, Nos. 4 & 5, 1999) were 
dedicated to “Attachment Research and Psychoanalysis”; several seminal papers 
on the same topic were published in the Journal of the American Psychoanalytic 
Association (Vol. 48, No. 4, 2000).

2. For further details, see Stern et al. (1998).

PREFACE TO THE FIRST EDITION

1. The video laboratory was provided by support from the German Research 
Council and the “Sanitätsrat Dr. Emil Alexander Huebner und Gemahlin 
Stiftung im Stiftungsverband für Deutsche Wissenschaft Essen.”

PREFACE TO THE SECOND EDITION

1. The SAFE—Secure Attachment Family Education© program is copyrighted by 
Dr. Karl Heinz Brisch. The SAFE—Safe Attachment Formation for Educators® 
program is a registered trademark owned by Dr. Brisch. B.A.S.E® Babywatching 
is a trademark also owned by Dr. Brisch.

INTRODuCTION

1. For a comprehensive overview, the reader is referred to other publications 
(Goldberg, Muir, & Kerr, 1995; Parkes, Stevenson-Hinde, & Marris, 1991; 
Spangler & Zimmermann, 1995).
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2. In the interests of simplicity I will henceforth use the masculine form when 
making general comments and statements. It is to be understood that all 
statements also apply to female therapists and female patients, etc., in whatever 
context.

SECTION I. Attachment Theory and Its Basic Concepts

1. In the German-speaking countries, Gerd and Renate Biermann have been 
especially indefatigable advocates for changes in visiting hours and for the right 
of parents to be present to care for their children in children’s clinics.

2. For a more detailed description of attachment theory, especially with 
psychometric data regarding the methodology of attachment theory as well as 
the results of statistical analyses from various studies, see Buchheim, Brisch, 
and Kächele (1998); Schmidt and Strauß (1996); Spangler and Zimmermann 
(1995); Strauß and Schmidt (1997).

3. Hereafter, I will also write of an “attachment relationship”; by this I mean 
the specific part of the attachment system contained within the relationship. 
However, according to Emde (1989) the relationship between the parents 
and their child is also determined by a variety of other aspects, such as the 
communication and regulation of affect, the regulation of physiological needs, 
learning, play, and self-control.

4. The importance for the development of attachment of early interactions 
between mother and infant is reminiscent of the construction proposed by 
Stern (1989). Stern proceeds from the repetitive interactive behavior patterns 
between mother and child, which are internalized and representationally stored 
as general patterns.

5. According to Stern (1985), the attachment working model consists of many 
different generalized representations of interactions. These constitute the “basic 
building blocks of the working model.” Thus, according to Stern, the working 
model is a superordinate structure. New interactional experiences are absorbed 
into the working model; old ones may be extinguished. Using this conception, 
one may imagine change as a reorganization of the working model over time.

6. Proceeding from the perspective of infant research, Lichtenberg (1989) embedded 
attachment and exploration into the more comprehensive context of motivation 
systems. He mentions the system that regulates physiological requirements (he 
is thinking particularly of hunger, thirst, and heat regulation, and similar bodily 
needs) as well as the attachment and exploration systems. He later expands this 
into the “self-assertion” system, that is, the ability of the child to experience 
himself as a competent being, one who can experience himself as a motivating 
or initiating force, as well as into an “aversion” system, that is, one governing 
the ability to react defensively to threatening and dangerous stimuli, and finally 
into a system governing the satisfaction of sensual and sexual needs.
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 7. Studies conducted by Papoušek (1977) have shown that infants are able very 
early on to recognize the connection between external stimuli, their actions, 
and the triggering of reactions. They are capable of actively reproducing these 
reactions, with a notable feeling of efficacy that is accompanied by joyful 
excitement.

 8. If an infant can already walk at the age of 1 year, but is placed in a 10-square-
foot playpen for many hours each day, his need for exploration is not satisfied. 
On the other hand, if an infant of that age could explore the entire house from 
cellar to attic, it would be absolutely necessary to set limits. The amount of room 
for exploration appropriate to the age as well as appropriate limits must be set 
according to the developmental age of the particular infant, without becoming 
too loose or too constricting.

 9. In my opinion, a precondition for this is that the mother be able to endure her 
own separation anxiety, which results from the loss of her close relationship 
to her infant, during this exploration, and not project her own fears onto the 
infant. On the other hand, she must perceive her infant’s anxieties as he moves 
away, contain them intrapsychically, and “hold” or endure them.

10. This “goal-corrected partnership” develops during childhood and is structured 
in accordance with the child’s needs at a particular age. In a study involving 
adolescents, Becker-Stoll (1997) studied how these “goal-corrected partnerships” 
were structured in arguments over vacation planning between the adolescent 
and the attachment figure.

11. One mother may awaken at the slightest sound from her child; other mothers 
report that they sleep so soundly that their children may already be standing 
in their beds screaming in panic before they wake up and are able to react. 
However, the level of sensitivity is not only determined by the inner well-being 
of the mother but also by secondary social conditions. Thus, a mother who 
is supported by her partner will be better able to concentrate on the needs of 
her child than a mother who, because she comes home from work dead tired, 
is hardly able to summon the strength to react to her child’s loud crying in an 
appropriate way.

12. During field studies in Papua New Guinea, mothers were observed to carry 
their infants on their bodies for most of the day in accordance with tradition. 
Surprisingly, the researchers never saw infants soiling their mothers. An 
explanation might be that a sensitive mother perceives her infant’s increasing 
restlessness before a bowel movement (Wulf Schiefenhövel, personal 
communication). Similar observations were made in East Africa in a study 
carried out by DeVries and DeVries (1977).

13. The organization of the institute and the realization of this study were made 
possible by a research grant from the Köhler-Stiftung, Darmstadt, Germany.

14. The incoherence of the dialogue in the following example is not the result of 
incorrect transcription of the audiotape. The example actually is this confused 
and clearly reproduces the “entanglement” of the dialogue.
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15. Because Anna Freud and Dorothy Burlingham had been involved in the 
psychotherapeutic treatment of children during the war, greater cooperation 
with Bowlby on this issue might have developed. Unfortunately, this never 
occurred.

16. Winnicott also studied the causes of “antisocial tendencies.” His ideas show 
parallels to Bowlby’s early theory. Winnicott explained the development of 
antisocial behavior as a consequence of emotional deprivation because “the 
[child] in stealing was unconsciously looking for the mother from whom he 
had the right to steal” (1958, p. 292).

17. Infant research has rendered this theoretical concept untenable. To the contrary, 
we now assume that the infant is intrapsychically primed for interaction, and 
that he seeks to test out and establish such interaction with his attachment 
figure very rapidly and dynamically. During Margaret Mahler’s lifetime, the 
differential perceptive and expressive potentials during the first weeks of life 
were not yet known and were only available to psychotherapists as a result of 
advances in research into infant development, and its reception generally and 
by psychoanalysis in particular.

18. Dornes (1997) pointed out the similarity between children’s behavior in the 
rapprochement crisis described by Mahler and the ambivalent attachment 
pattern in attachment theory. He doubted that the rapprochement crisis phase 
is a normal developmental phase in individuation.

19. Freud (1920/1955) had already pointed out the potential ability of the child 
to symbolize his mother in separation situations. In his work on the pleasure 
principle, Freud interpreted his 1½-year-old nephew’s repeated playing with 
a ball of yarn as an attempt, in play, to represent separation from his mother, 
which he was then experiencing, as well as to symbolize the reunion that he 
desired and process his aloneness intrapsychically.

SECTION II. Attachment Disorders

1. Today, school phobia is viewed as a disturbance resulting from separation 
anxiety (ICD-10).

2. This form of attachment disorder with exaggerated clinging is listed by Zeanah 
(Zeanah & Emde, 1994) as a subtype of “inhibited attachment behavior.” 
However, the designation “exaggerated attachment behavior” seems a more 
appropriate description to me of the clinical pictures seen with this type of 
attachment disorder.

3. This type of attachment disorder is an addition of mine. It has not been described 
in the literature to date.
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SECTION III. Attachment-Based Psychotherapy

1. In the German version, I translated the term “therapeutic bond” as 
“Bindungsbeziehung zwischen Patient und Therapeut” because it comes closest 
to what Orlinsky described. Other authors use other terms and translations in 
this context, such as “therapeutic alliance,” which is translated into German 
as “therapeutische Allianz” or “therapeutisches Bündnis,” although these 
terms describe more the conscious part of the patient–therapist relationship. 
The concept of “bond,” on the other hand, is directly linked to “bonding” 
and “attachment” and puts the stress on the attachment aspects within the 
relationship, including its affective parts.

2. In trauma therapy, an important precondition for processing trauma is that the 
therapist makes sufficient time before processing to find a “secure place” with 
the patient. This imaginary place can be inside or outside the patient, and he 
seeks out this place in his imagination in moments of great anxiety when the 
trauma is being activated in order to feel emotional protection and security. 
An imagined “inner helping companion,” which is reminiscent of an attachment 
figure who offers protection, security, and relief from anxiety and takes over the 
help-ego function, is similar to the construct of the “secure base” in attachment 
theory (Reddemann & Sachsse, 1996).

3. Sensitive explanations that allow the patient to feel deeply understood can also 
contribute to strengthening the therapeutic bond (Stuhr, 1993).

4. One could conceptualize these as contradictory “partial working models,” 
borrowing from the partial objects of object relations theory.

SECTION IV. Treatment Cases from Clinical Practice

1. For reasons of anonymity, we decided to forgo biographical details if these 
were not considered to be significant for the understanding of the attachment 
dynamics and the course of treatment. We used initials (“A.,” “B.,” “C.,” etc.) to 
indicate persons; however, these were not based on their real names.

2. German high school students receive a certificate after completion of 10th 
grade or 13th grade. Only completion of 13 grades fulfills the prerequisites 
for university admission, the 10th grade (intermediate) certificate qualifies a 
student for further professional training at various technical colleges.

3. I base this request for concrete examples on the interview style of the AAI.
4. For a more comprehensive consideration of this problem from the point of view 

of attachment dynamics, see Wöller (1998).
5. It is extremely difficult for mothers of children afflicted with neurodermatitis 

to take their children’s needs into account when giving the necessary skin care 
prescribed by the pediatrician. Such mothers are under great pressure to rub 
ointment on their children’s skin no matter what, because otherwise the skin 
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symptoms often get worse. The result of deterioration in the condition of the skin 
is visible to all, so that relatives, friends, and even the pediatrician will comment 
about the lack of skin care. This places mothers in an impossible dilemma: on 
the one hand, they are supposed to prevent further skin deterioration by using 
the ointment; on the other hand, they are supposed to be sensitively attuned to 
their children’s needs, which is hardly compatible with the coercion needed to 
administer these medical treatments.

6. König (1981) described this security function provided by auxiliary ego figures 
to patients with anxiety disorders as “steering objects.”
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free-autonomous attachment repre-

sentation, 42, 43
Avoidant attachment

“Adult Attachment Interview,” 44–45
clinical example of, 116, 179–181, 

202, 213, 236–237, 237–238, 
240

description of, 31
establishing a secure base, 256
insecure-avoidant, 32–33, 75, 84, 303
treatment of, 108

Avoidant attachment pattern, 77

B

Balint, Michael, 66
B.A.S.E. Babywatching program

description of, 268–269
prevention of behavioral disorders, 

299–301
Behavior. See also specific types of 
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awareness of, 258
clinical example of, 115, 127, 142, 

145–146, 154, 156, 158, 178, 
192, 193, 204, 206, 213–214

Crisis intervention, 152
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Disorganization pattern
abuse and, 74
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importance of, 257–258
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Gender differences, 55
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“Good enough mother,” 63, 142
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in inpatient intensive psychotherapy 
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Group attachment, 303–305
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H

Holding therapy, 97
Homeostasis, 80
Hospital school, 271–272
Hotline, SAFE program, 294–295
Hypoglycemia, postnatal, 32
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example of, 135

Identification, 147
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insecure attachment and, 73
psychosomatic; see Psychosomatic illness
quality of attachment and, 53

Indiscriminate attachment behavior, 
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Infant–mother relationship
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timing/reciprocity of, 38

Infants
attachment classifications of, 30–42
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classification of, 81, 87, 95
clinical examples of, 168, 170–171, 220

Insecure-ambivalent group attachment, 
303

Insecure attachment, 16, 75, 303
“Adult Attachment Interview,” 45
clinical examples of, 123, 131, 

188–189, 207–208, 213, 227
establishing a secure base, 256
psychopathology and, 73–74
sensitivity of attachment figures and, 24
treatment of, 109–110

Insecure-avoidant attachment, 32–33, 
75, 84, 303

Insecure-disorganized attachment. See 
Disorganization

Insecure internal representation, 46–48
Intensive psychotherapy

B.A.S.E. Babywatching program, 
268–269

clinical examples of, 274–283
for early attachment disorders, 

259–261
goals of, 276–277
group, 266–268
hospital school, 271–272
individual, 264–266
milieu therapy, 262–264
physical diagnosis and treatment, 

261–262
social services, 262
supervision for, 273
working with parents, 269–271, 

275–276, 282–283
Interfamilial relationships, 81–82
Internal working models. See Working 

models, internal
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Jacobson, Edith, 63–64
Jung, Carl Gustav, 69

K

Klein, Melanie, 8, 64–66
Kohut, Heinz, 66–68

L

Learning theory model, 69–70
Life events, quality of attachment and, 

53–55
Longitudinal studies, 49–52

M

Mahler, Margaret, 64
Meyer, Adolf, 2
Milieu therapy, 262–264
Mothers

care from, attachment and, 20–21
“good enough,” 63, 142
interaction with infants/child, 38, 

268–269
prenatal experience, 34
sensitive, 19, 26, 33
working, quality of attachment and, 

54–56
Multicausal model (transactional 

model), 52–56
Multiipersonality disorder, 92

N

Narcissism, 135, 234–241
Neglect

attachment patterns, 76
childhood, effects on brain, 21–23
clinical example of, 153–159, 163
early, intensive psychotherapy for, 

280–283
effects on brain, 21–23
insecure attachment, 74
undifferentiated attachment behavior 

and, 85
Negotiation of attachment needs, 19
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Neurodermatitis, clinical example of, 

211–219
Nightmares, 264

O

Object relations theory
Balint, Michael, 66
clinical example of, 244, 246
“good enough mother,” 63, 142
therapeutic relationship, 99
Winnicott, D.W., 63

Oedipal themes, clinical example of, 
158, 188, 189–190, 191, 202–203, 
223, 226

Old age, depression and, 252–255
Oppositional behavior, 88
Oral needs, 60, 209
Overprotectiveness, 26–27
Oxytocin, 15

P

Pain, 15, 23
Panic, clinical example of, 219–228
Parental attachment, 51–52
Parental caregiving system, 47–48
Parentification, 302
Parents

behaviors/representations of, quality 
of attachment and, 37–38

expectant, training program for, 
285–286

mothers; see Mothers
relationship with child, 14, 92
role of, 109–110
SAFE program training module for, 

291–293
of traumatized children, working 

with, 269–271
Partial objects, 321
Patterns of attachment, 30–35. See also 

individual patterns
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longitudinal perspective, 49–52
maternal sensitivity and, 33
psychopathology and, 75–76
therapist's understanding of, 107–110
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transgenerational perspective, 48–52
transgenerational transmission of, 
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Personality disorders, 100
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agoraphobia, 75, 219–228
childhood, 73
counterphobic, 85
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Pleasure principle, 61
Postnatal period parent training, SAFE 

program, 291, 292–293
Postpartum depression, 90
Postpartum psychosis, 144–150, 166
Postraumatic stress disorder, 78
Poverty, 39
Pregnancy

fear of attachment to fantasized child, 
111–119

high-risk, 126–132
prenatal abnormalities, 132–138
prenatal attachment disorders, 
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Prematurity

insecure attachment and, 73–74
maternal trauma from, 150–153
as risk factor, 49–50

Prenatal period parent training, SAFE 
program, 291–292

Preoccupied attachment
“Adult Attachment Interview,” 42, 45
clinical examples of, 124, 152, 
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psychopathology and, 91
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attachment research, 287–288
B.A.S.E. Babywatching program, 
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daycare for, 57–60
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clinical example of, 115, 202–203
derivation, 1
Oedipal themes, clinical example 
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treatment, 99
Psychodynamic models

clinical example of, 188, 244
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Psychopathology
in group attachment, 304
insecure attachment and, 73–74
therapeutic bond, 99–100
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Psychosomatic illness

attachment patterns and, 75–76
clinical example of, 194, 237
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failure to thrive, 90, 178–181
neurodermatitis, 211–219
panic, clinical example of, 219–228
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Psychotherapy
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child and adolescent, 105–107
compared to attachment theory, 71
group, 266–268, 304–305
individual, 264–266
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therapy
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early development of, 13
effect of life events on, 53–55
in infants, 92–93
parental behaviors/representations 

and, 37–38
sensitivity and, 15–16, 49
transgeneral transmission of, 20–21
transgenerational perspective, 48–52
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inversion of; see Role reversal)
parent-child, 14, 92
peer, 51
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Representations of interactions (RIGs), 

69
Research, 287–288, 297
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clinical example of, 208, 217, 245
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Robertson, James, 9–11
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clinical example of, 123–124, 
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diagnosis of attachment representa-

tions in, 94
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description of, 30
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sensitivity and, 15–16, 24, 33

Secure base, 101, 103
establishing, 256
loss of, 106
for parents, 107
social referencing and, 18

Security, 15
Selfobjects, 66–68
Self psychology, 66–68
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description of, 18
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paternal attachment, 52
purpose of, 310
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disorganized attachment and, 75
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Supervision, of intensive psychotherapy, 
273
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Termination of therapy, 108, 257–258
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158, 204–205, 218, 227, 251
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123–124, 126, 138, 156, 188, 
202–205 , 214–219, 245, 250
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Transgenerational perspective, 48–52
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importance/purpose of, 63
from therapy, 106–107

Transitional phenomena, 63
Trauma

attachment and, 20–21, 76–77
B.A.S.E. Babywatching program, 

268–269
disorganized attachment pattern and, 

38–39
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gram, 295–296
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Treatment. See Attachment-based treat-
ment; specific types of treatment

Two Year Old Goes to the Hospital, A 
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Typology, of attachment disorders, 
83–92

U

Unconscious processes, 104
Underachievement, 192–195
Undifferentiated attachment behavior

clinical example of, 159–162
diagnosis of, 84–85

Unresolved attachment, 46–48

V

Video feedback, SAFE program, 
293–294

Violence
clinical example of, 211–212
as psychosocial risk factor, 39
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