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Who We Are

The New York City Early Childhood Mental Health Training and Technical
Assistance Center (TTAC), is funded through ThriveNYC, in partnership with the NYC
Department of Health and Mental Hygiene (DOHMH)

TTAC is a partnership between the New York Center for Child Development (NYCCD)
and the McSilver Institute on Poverty Policy and Research

* New York Center for Child Development has been a major provider of early
childhood mental health services in New York with expertise in informing policy and
supporting the field of Early Childhood Mental Health through training and direct
practice

. NYU McSilver Institute for Poverty Policy and Research houses the Community
and the Managed Care Technical Assistance Centers (CTAC/MCTAC), which offer
clinic, business, and system transformation supports statewide to all behavioral
healthcare providers

TTAC is tasked with building the capacity and competencies of mental health and early
childhood professionals through ongoing training and technical assistance

http://www.TTACny.org
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Visit our Website

TTACNY.org
ttac.info@nyu.edu

NYC Early Childhood Mental Health Trac

Training and Technical Assistance Center
TTAC is funded by the New York City Department of Health and Mental Hygiene through ThriveNYC.
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— Disruptions in establishing safety, regulation,“amn
relationship '

— Safety, regulation, and relationship in the clinician,
parent, and child
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~ ATTACHMENT, M IAttZAlQN, AND
TRAUMA: THEORY, RESEARCH AND

CLINICAL APPLICATIONS







e child’s basic needs:

— Safety (You will comfort me, protect me)

~ — Security (You will support me, watch over me, .cieligh‘t
in me)

— Regulation (You will help me make sense of my
feelings)




* The force that insures the child’s surviva
attachment system: Propels the frightenec
seek safety, and the caregiver/attachment flgure to
‘provide it

e The child’s primary relationships insure their survival
and their humanity




* A range of defensive stances/postures take ] wh
the child (or adult) is fearful of loss, of harm, of b€

‘unheard — various manifestations of insecure
attachment

e These are most dramatic when an individual has a
significant trauma history




e Resistant: The child angrily clings to
reunion; flooded with negative emotion (fight)

* Disorganized: The child is without a strategy for
approach or avoidance, and looks dissociated,
behavior is disorganized (freezing)




* Ecological constraints:
— Cultural differences
- — Parental psychopathology and other risks

— Socioeconomic risk
— Racism




 What are the dynamics that are unde
child/adult’s defensive responses?

* Most clinical interventions are aimed at softening

defenses and promoting more flexible, open, and
secure ways of responding and engaging




MENTALIZATION




feIings- in the self or other

e Allows the parent to hold, regulate, and
experience thoughts and feelings

* Profound impact on behavior toward and
representation of the child




time: What is that some
address/ameliorate/reqgulate/unde .
Let me try to imagine what you are feelmg sol
can figure out what you need to help you feel

better.




child: Who are you, what happened, wha’
‘you feel, what do you need, and how can |

help?




the child, expressed in language

— Parental reflective functioning (Fonagy et al., 1995; *
Slade, 2005; Slade et al., 2005)

* Both are critically important; implicit likely
develops first over the course of intervention




istftion, particularly in complex
interpersonal interactions (i.e., when arotiSe
is high)” (Luyten & Fonagy, 2015) |




attributions about the emotions,
and intentions of self and others. . . relies
“heavily on effortful control and language”

(Luyten & Fonagy, 2015)




. Systmic racism
* Parent’s blunted or heightened stress reactiVits
* Parent-child relationship - a “hot” relationship

— Child’s needs, emotions, become a threat
— Child is a trigger or retraumatizing




CCOMPLEX, DEVELOPMENTAL TRAUMA




e As clinicians began working with dlfferent ty
trauma in more diverse populations (sexual abuse
‘physical abuse, domestic violence, etc.), limitations of

this diagnosis became apparent
e Critical work of Judith Herman & Bessel van der Kolk




ongomg trauma

Impairment across a range of domains: -
attachment, biology, affect regulation, states of
consciousness, behavioral control, cognition, self-

concept

These are adaptations to trauma, defenses that
protect against chronic threat




destructive and risk-taking behaviors, re
problems with interpersonal and intimate
‘relationships (including parenting), medical and

somatic concerns, and despair.” (Courtois, 2004, p.
414)




 Attachment:

* Biology:

Difficulties labeling, e
regulating emotions, problems knowing and*c
internal states.

Alterations in states of consciousness,

impaired memory for state-based events.



e Behavioral Control:

* Cognition:

curiosity; problems in planning, fo
and completing tasks.

Low self-esteem; shame and
guilt.




the body
e Extremes of withdrawal or extreme lab
volatility

* Being frightening to the child, or frightened by the

child
* Parent cannot provide a secure base




Violence, frightening behavior bect |
possible — the child is unseen, and hence’
‘alone and afraid

Disabled caregiving system
Non-mentalizing cycles of interaction




 Shuts down, or becomes overwl
dysregulated

* Fight, flight, or freezing

* Anger, defiance, withdrawal, chaos, despair,
confusion, disorientation, decompensation
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A model for understanding the comj
the tasks facing infant mental health

professionals, particularly in such threatenihg =
times

* A way of thinking about where we start when
basic safety is threatened, and what we hope to
achieve with the families we see




Reflection
Learning
Exploration

Relationship
Attachment

Regulation

A. Slade, 2020




Threat and the o~
: Search for Safety

Essential survival
mechanism:
Monitoring threat




arousal
In traumatized children and adults, or thoSe Wit

S|gn|f|cant relationship dlsruptlons (i.e., forms of
insecure attachment), these parts of the brain are

active all the time, to the detriment of being able to
mentalize, to recognize and identify feelings, to be able
to plan, think, or use a range of executive functions

* Automatic mentalizing




Regulation



earful arousal is regularly moc

When caregiver cannot/will not regulate 3
experiences, adaptation/defense is necessary |,

Flight, fight, freezing: Better safe than dead.

Disruptions across a range of biological, cognitive,
and relational systems




Relationships
Make living beings the
humans they are
Balm against emptiness
The birthplace of the
symbol
Epistemic trust



\J U/

for all of our relationships

* The quality of relationships is directly relate
~ to safety and regulation '

* |nsecure attachment: distortions, defenses,
forced adaptation (false self) and thus

disrupted relationships



Relational Foundations of Reflection

Relationship
Attachment

Regulation

A. Slade, 2020




Reflection
Meaning making
Mentalization

Insight _
Play 8
Exploration -



Reflection
Learning
Exploration

Relationship
Attachment

Regulation

Automatic mentalizing



Reflection
Learning
Exploration

1 Relationship
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Safety\ s Regulation

A. Slade, 2020






Low arousal High arousal .
Hyper-regulated Under-regulated
Avoidant/Dismissive Resistant/Preoccupied

Flight Fight
Dysregulated
Disorganized/Unresolved/Hostile/Helpless
Freezing
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REGULATION

THREAT

AVOIDANT - DISMISSIVE - FLIGHT
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THREAT

RESISTANT - PREOCCUPIED - FIGHT




THREAT

DISORGANIZED - FREEZING







* If an individual is in survival mode, or dy ated,
thinking, feeling, and making meaning are impossible

» Reflection as a RESULT of the clinician’s success in

creating safety, regulation, and building a relationship




The clinician

The clinician observes the
feels safe, parent and the
regulated, open degree to which works eepen
to relationship they feel safe the clinician-
and reflective and are ‘parent
regulated relationship




’

 They can now take a reflective stance toward

the child, seeing, hearing, and understanding
the child in a new way




reflective, and be able to establi
connected, regulated relationship W|th the

parent(s)







@

secure base, a transformative a
figure, and a model for reflection

* This is a continuous, ongoing process,
supported by supervision and self-

dwareness



expectations?

* Are there other sources of threat affecting you?

* Do you need to do something to establish your
safety?




* Are you rushing to do out of your ow
‘anxiety? (Shifting to a behavioral stance?)

 What can you do to calm yourself and re-
establish balance, if necessary?




e Safe relationships promote explorat
reflection

e As trust is established, the clinician becomes a
trusted safe and secure base (epistemic trust)




Tolerate uncertainty and not direct:

‘Generate hypotheses?
Repair ruptures?




- Am | regulated?

Am | open to
relationship?

Can | take a reflective
stance?




OBSERVE THE PARENT AND CHILD



there and pay attention. s
~child/parent is trying to tell you

something!” — Sally Provence




up, good eye contact, open ch
breathing, communicative speech?]"

* |s there something you need to do to

make the child or parent feel safe(r) (or
less threatened)?




o power differential (you
have their child removed)

e Race or class differences .
* Any of these can lead to flight, fight, or

freezing




* Are they able to attend, to be prese
‘think clearly?

 What can you do to calm them down or re-
establish balance, if necessary?




with thinking, regulating,

* Practice breathing, relaxation, mindfulness=
‘approaches

* Engage in pleasurable experiences (oxytocin!)
* Help the parent be present




Do | f_e—el safé?

Am | regulated?
Am | open to relationship?
Can | take a reflective stance?

-
Do they fee
Are they regulated?

B







them and with them

 We are a haven of safety, a secure base.

* Our relationship with parents is the
therapeutic agent of change




emain aware of parent™
independence, connection, emotic :
regulation, and vulnerability and safety

— Observe the parent’s defenses




| Consistent

— Non-judgmental
— Engaged and interested
— Gently persistent

— Supportive (including providing concrete support)




 Also the crucial human element: car
openness to connecting emotionally

e Saturating our clinical stance with humanlty— ‘
they matter to us and we matter to them

* NOT necessarily countertransference




olerate uncertainty and not rust
Generate hypotheses?

Repair ruptures?

Do they physically respond in a synchronous,
non-intrusive, engaged way?










