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ABSTRACT
Selma Fraiberg’s pioneering work with infants, toddlers, and families over 40 years

ago led to the development of a field in which professionals from multiple disciplines

learned to work with or on behalf of infants, very young children, their parents, and the

relationships that bind them together. The intent was to promote social and emotional

health through enhancing the security of early developing parent–child relationships

in the first years of life (Fraiberg, 2018). Called infant mental health (IMH), practi-

tioners from fields of health, education, social work, psychology, human development,

nursing, pediatrics, and psychiatry specialize in supporting the optimal development

of infants and the developing relationship between infants and their caregivers. When

a baby is born into optimal circumstances, to parents free of undue economic and

psychological stressors and who are emotionally ready to provide care and nurturing

for an infant’s needs, an IMH approach may be offered as promotion or prevention,

with the goal of supporting new parent(s) in developing confidence in their capacity

to understand and meet the needs of the tiny human they are coming to know and

care for. However, when parental history is fraught with abandonment, loss, abuse or

neglect, or the current environment is replete with economic insecurity, threats to sur-

vival due to interpersonal or community violence, social isolation, mental illness, or

substance abuse, the work of the IMH therapist may require intervention or intensive

treatment and becomes more psychotherapeutic in nature. The underlying therapeutic

goal is to create a context in which the baby develops within the environment of a

parent’s nurturing care without the psychological impingement that parental history

of trauma or loss or current stressors such as isolation, poverty, or the birth of a child

with special needs, can incur.
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1 THE BEGINNINGS

In the early 1970s, under Selma Fraiberg’s careful direction,

social workers, psychologists, nurses, and psychiatrists

worked side by side in Ann Arbor, Michigan, to create a

specialized service to offer preventive intervention and psy-

chological treatment on behalf of babies, parents, and their

developing parent–child relationships. Understanding that

the best beginning for a baby takes place within the context

of at least one nurturing relationship, Fraiberg and her

interdisciplinary team placed the early relationship between

parent and infant at the center of the work of infant mental
health. “Infant” provided the focus on very young children,

under 3 years of age. “Mental” was broadly defined to
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include social, emotional, and cognitive domains. “Health”

emphasized the well-being of infants and toddlers, as well as

the health of their parents as they prepare for or care for their

infant (Fraiberg, Shapiro, & Cherniss, 1980).

Believing that the infant could not call a mental health

clinic and say, “I am having a difficult time!” or “My mother

is in crisis and cannot hold or feed me!” or “My Father

is hitting my mother!” and understanding that the referred

depressed or vulnerable parents may not have the means

or capacity to attend an out-patient clinic, or to otherwise

reach out, the early infant mental health specialists were

prepared to bring their services into each infant and family’s

home, visiting weekly (for at least an hour) or more frequently

during a crisis. They called their work “kitchen table therapy”

(Fraiberg et al., 1980; Weatherston, 2012). Busy developing

the model, and prior to the demand for an evidence base,

Fraiberg and her team, notably Vivian Shapiro and Edna

Adelson, and including William Schafer and Jeree Pawl, con-

tributed to the development of the field through the training of

a new generation of clinicians and leaders, including Douglas

Davies, Alicia Lieberman, Michael Trout, and Barry Wright

among others, and, subsequently, an impressive array of

substantive articles.

Fraiberg left the University of Michigan in 1979 and relo-

cated to the University of California at San Francisco together

with Michigan colleagues, Drs. Jeree Pawl and Alicia Lieber-

man. Fraiberg was diagnosed with a brain tumor in August

1981 and died in December 1981 at the age of 63 (Brown,

2009). Her work and the original infant mental health home

visiting (IMH-HV) model served as the initial template for

both the Infant–Parent Program, training therapists in the art

of infant–parent psychotherapy (IPP), and child–parent psy-

chotherapy (CPP), developed and studied by Lieberman and

Van Horn (2004) in California. At that same time, in Michi-

gan, with funding from the Michigan Department of Mental

Health and under the direction of Betty Tableman, Director

of Prevention Services, the specialization of IMH home visit-

ing services was delivered to pregnant or parenting women,

infants, and their families through Michigan’s community

mental health system (see this special issue, Tableman). The

Michigan model was carefully implemented across the state

by policy makers and practitioners who believed in preventive

intervention to reduce the risk of developmental and clinical

disturbances in infancy and early parenthood and to enhance

the caregiving competencies of parents. Infant mental health

specialists across the state established a professional organi-

zation in 1977, the Michigan Association for Infant Mental

Health, to provide training and support to refine, implement,

and advocate for infant mental health across service systems.

In 1989, Weatherston and Tableman described the model in

great detail in their manual Infant Mental Health Home Visit-
ing: Supporting Competencies/Reducing Risks (Weatherston

& Tableman, 1989).

A novel integration of IMH services into Early Head Start

(IMH-HB EHS) home visiting was piloted in the 1990s. As

part of the model, EHS home visitors received 36 hours of

training, plus 3 hours monthly of reflective supervision (RS;

McKelvey et al., 2015). At the end of services, and at follow

up when the children were 7 years old, parents randomly

assigned to the IMH-HB EHS model reported less parenting

stress than the comparison group and a small but significant

effect was seen in increased positive parent–child relation-

ships. Other home visiting services, for example, Healthy

Families America (Harding, Galano, Martin, Huntington, &

Schellenbach, 2007), combine education with an intentional

focus on the early developing relationship, parenting, and,

more recently, the integration of IMH principles into their

staff training experiences. As relationship-based interven-

tions gain a strong evidence base, even settings like neonatal

intensive care units are utilizing some components, such as

reflective supervision/consultation to train and support staff

(Ash & Williams, 2016).

Through the years, other home visiting models built upon

Fraiberg’s work and were developed to offer intensive mental

health intervention including Child First (Lowell, Carter,

Godoy, Paulicin, & Briggs-Gowan, 2011) and Minding

the Baby (Sadler et al. 2013). Both focused specifically on

supporting parental reflective capacity, sensitive caregiv-

ing, and promoting a secure attachment relationship. Both

adapted many of the core therapeutic principles and practices

embedded in Fraiberg’s original IMH model, including the

provision of psychodynamically oriented IPP and attention

to concrete support. These programs are evidence based,

aim to reduce the risks of developmental delay in infancy

or parental depression, abuse or neglect in early parenthood,

and are delivered during pregnancy into a child’s first 3 years

if clinically indicated.

When intensive treatment is necessary in response to iden-

tified disorders of infancy or identified mental health or

behavioral health disorders in the caregiving parent, espe-

cially in the context of severe and ongoing trauma, an inten-

sive program such as CPP (Lieberman, Van Horn, & Ippen,

2005) may be the treatment of choice. Originally piloted as

an intervention for 3–5 year old children, but now also a

model for treating infants and toddlers, CPP, a trauma-specific

parent–child treatment model, is an extension of IPP and

emphasizes the “child’s centrality as an active partner in the

treatment by focusing on the child’s emotional experience and

embedding this experience in the child–parent relationship”

(Lieberman, 2004, p. 98).

What is most characteristic of the Michigan IMH-HV

model? Situated in the family’s home, the IMH-HV therapist

sits with the infant and parent together, observing what each

brings to the other in their relationship and listening care-

fully to what parents have to say, mindful of the thoughts

and emotions awakened by the presence of a baby and the
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gentle, careful therapist. By observing and listening, staying

open to both the pleasures and the pains, the therapist joins

the infant and parent in creating a space where they come

to know one another. It is in this safe space that the IMH-

HV therapist and parent together can observe, wonder about,

explore, and understand the attachment relationship between

the parent and infant. In the safety of the therapeutic rela-

tionship, parents may have and express thoughts and feelings

about their babies, the complexities of parenthood, as well as

more immediate hopes, worries, and concerns. They may also

share stories about themselves that affect their ability to care

for their very young children—experiences, past and present,

including abandonment, loss, separation, trauma, abuse, and

neglect. This approach is described as “multifaceted, needs

driven and relationship-focused,” (Rosenblum et al., under

review), incorporating both clinical and developmental strate-

gies to address social and emotional well-being, emerging

caregiving capacities, maternal mental health, and reflective

functioning, all fundamental to the Michigan IMH-HV model.

2 THEORETICAL
UNDERPINNINGS TO THE
MICHIGAN IMH-HV MODEL

“In every nursery there are ghosts” (Fraiberg, Adelson, &

Shapiro, 1975). So began the seminal article describing the

theoretical underpinnings and methodology of the Infant

Mental Health program that Fraiberg and her team developed.

Conceptually derived from psychoanalytic theory, attachment

theory, social work practice and developmental psychology,

the Child Development Project team sought to understand

the mechanisms by which some parents were able to care for

their infants in spite of overwhelming odds, some intrapsy-

chic (e.g., their own unresolved trauma) and some environ-

mental (e.g., living in poverty). They sought to understand

how to free the “baby in peril” (Fraiberg et al., 1975, p. 403)

from the ghosts of the parent’s past. Psychoanalytic princi-

ples, such as understanding the defense mechanisms by which

a parent protects themselves from overwhelming anxiety, and

social work principles, such as incorporating the context in

which a family resides, wove together to define this new and

unusual approach to preventing and/or addressing child mal-

treatment, emotional deprivation, and other barriers to par-

ents and their baby falling in love. The core strategies they

elaborated over time included: building an alliance or working

relationship, providing for material needs, offering emotional

support, providing developmental guidance, engaging in IPP,

and developing life-coping skills and social support (Shapiro,

2009; Weatherston & Tableman, 2015).

The concept of “ghosts in the nursery” is worthy of par-

ticular attention in considering the theoretical basis for IPP.

Fraiberg described the ways in which the psyche of parents

influenced the quality of parent–child relationship. Of partic-

ular interest were parents who seemed unable to “see” their

infant and who conveyed distorted perceptions of the baby,

perhaps seeing the baby as evil or “out to get” the parent and

thought to represent a ghost from the parent’s past, for exam-

ple, unresolved trauma. Fraiberg et al. (1975) posited that

parents who could not “own” or remember the feelings of

helplessness, fear, and rage that they experienced at the hands

of their own caregivers often saw their baby as a source of

threat. In such instances, the parent unconsciously identifies

with the earlier aggressor and becomes the “victimizer” in

the current relationship (Lieberman & Van Horn, 2008).

For example, a mother might perceive that her unborn child

kicks her on purpose, projecting onto the child the image

of a powerful sibling or caregiver who was aggressive or

harmful in her childhood. Once born, the baby’s vulnerability

is unconsciously but selectively overlooked, while the mother

perceives his flailing and wailing as intentionally aggressive

and responds with her own harshness, aggression, or with-

drawal. Benoit, Zeanah, Parker, Nicholson, and Coolbear

(1997) found that parents’ internal representations of their

baby, in utero, is significantly correlated with attachment

outcomes by 12 months of age. The caregiver’s selective

attention and misperception of the infant’s cues then begins

to shape the infants’ sense of self and their expectations of

others (Sameroff, 2004). As the child ages, he is at heightened

risk of the internalizing of the parent’s perception of himself

as aggressive (Lyons-Ruth, 1996; Winnicott, 1971). The

accumulation of frustration and “interpersonal alienation

and anger” (Sroufe, Egeland, Carlson, & Collins, 2005,

p. 256) can lead to early manifestations of conduct disorders

(Lyons-Ruth, 1996; Sroufe et al., 2005).

During the 1960s, Bowlby was elucidating the fundamen-

tal role of attachment in the development of emotional health

and well-being of infants (Bowlby, 1969/1982). He posited

that children in the first years of life develop “internal work-

ing models” of attachment based on the nature of their day-

to-day interactions with their caregiver. Working models are

mental maps of the self and primary attachment figures and

thought to help the developing infant predict how interactions

go between himself and his primary caregivers, especially

in times of alarm or distress (Bowlby, 1969/1982; Sherman,

Rice and Cassidy, 2015). Being able to develop experience-

based expectations of the self and others in attachment-

related interchanges frees the baby from having to con-

struct a new set of interactional “rules” for each exchange

with primary caregivers. Eventually, the working models of

interactive exchanges coalesce into patterns of attachment

(Bowlby, 1969/1982). Longitudinal studies have illuminated

the influence of early attachment in adolescent development,

as well as adult romantic relationships and health outcomes

(Puig, Englund, Simpson, & Collins, 2013; Raby et al., 2015;

Sroufe, 2013; Sroufe et al., 2005) and the intergenerational
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transmission of these patterns of interaction (Lyons-Ruth,

Yellin, Melnick, & Atwood, 2003; Raby et al. 2015; Sroufe

et al., 2005).

More recent literature has illuminated the role of the

parent–infant relationship in developing the neurobiology and

architecture of the brain. Schore notes that “traumatic dysreg-

ulating levels of relational stress during the early stages of life

exert an enduring detrimental epigenetic impact on the devel-

oping right brain, significantly altering the individual’s emo-

tional responsiveness and stress-coping strategies later in life”

(2017, p. 22). Parents who lack implicit procedural memo-

ries (Schore, 2000) of being cared for in times of alarm or

stress themselves risk becoming overwhelmed in the face of

their infants’ distress, which can result in disruptive responses

to the baby and thus continue the intergenerational cycle of

misattuned, insensitive caregiving (Lyons-Ruth et al., 2003).

Additionally, harsh and frightening parenting, often rooted in

the caregiver’s own early history of unresolved fright, can

contribute to the baby’s ongoing experience of the parent

being a source of alarm (Lyons-Ruth, 1996; Lyons-Ruth et al.,

2003).

3 CORE INTERVENTION
STRATEGIES OF THE MICHIGAN
IMH-HV MODEL

Today, as in the early work of Fraiberg and her team, IMH-

HV therapists use a variety of core intervention strategies to

support the development of the infant within the context of

nurturing relationships, to reduce the risk of developmental

delays or relationship disturbances or disorders of infancy, and

to enhance parental caregiving capacities. These strategies or

core components are individualized depending on the unique

needs of each infant and family referred (see Table 1). Each

strategy supports the early developing attachment relationship

between parent and child and includes the following: build-

ing an alliance or working relationship, providing for material

needs, offering emotional support, providing developmental

guidance, engaging in IPP, and developing life coping skills

and social support (Shapiro, 2009; Weatherston & Tableman,

2015; Weatherston, Weigand, &Weigand, 2010). The devel-

opment of a strong, trusting, and stable working relationship

between parent and IMH therapist is fundamental to a suc-

cessful IMH-HV intervention. With a working alliance as the

foundation for service, the IMH therapist may introduce one,

several, or all of the other strategies, according to the needs of

each infant, toddler, and family referred (Weatherston, 1995).

What follows is a description of the core strategies, begin-

ning with the working relationship, that are significant to the

support of infant development, parental competency, and the

reduction of social, emotional, and behavioral risk in infancy

and early childhood.

T A B L E 1 Core components of infant mental health treatment

Component Example
Building an

alliance
“Listened to and accepted mother’s feeling

about family criticism of her parenting”

Material needs “Helped family obtain material needs

including food, and a crib for the baby”

Emotional
support

“Supported parents/family during eviction

process”

Developmental
guidance

“Highlighted child’s search for the mother

when he was injured”

Infant–Parent
Psychotherapy

“Addressed the feelings of vulnerability that

arise when the baby cries, noting how his

cries remind her of never being comforted

when she was sad”

Life coping skills
and social
supports

“Showed interest in father’s experience of a

new fathering mentoring group he joined”

and “Addressed issues related to mother’s

depression, including validating her

commitment to psychiatric treatment”

3.1 Building a working relationship
3.1.1 The working relationship is central to
the success of an IMH-HV intervention
From the first contact, to the first visit and in those that follow,

the IMH-HV therapist holds in mind the power of relation-

ships to effect change. The IMH-HV therapist is respectful of

the parent’s willingness to meet on behalf of the baby’s well-

being and acknowledges the courage it takes to share worries

or concerns about the baby or discuss the uncertainty of care-

giving and the complexity of their lives.

Consciously or not, parents take a tremendous risk letting

a stranger, the therapist, into their homes. For parents who

have had “good enough” (Winnicott, 1953, p. 94) caregiving,

the home visitor might be a welcome companion, seen almost

immediately as a source of support, information, and comfort.

Such may not be the beginning psychological stance for moth-

ers and fathers who have suffered at the hands of caregivers

or systems (Ghosh Ippen, 2019). The sense of trust and emo-

tional safety needed to explore their reactions to their babies,

to reveal their sense of inadequacy, anger, or helplessness in

words instead of action, and to experience the IMH-HV thera-

pist as a source of nurturing and support, may develop slowly.

The therapist must be steady, reliable, available, predictable,

compassionate, and responsive in order for the relationship

with parents to flourish, and even with all of those traits, the

formation of a strong therapeutic relationship can be agoniz-

ingly slow. The therapist’s response to the family’s immedi-

ate needs for food, formula, housing, health care, child care,

to name a few, as well as his or her response to the need for

emotional support due to current stressors, contributes to the

building of a strong and stable working relationship. In prov-

ing that the IMH-HV therapist can meet the basic needs of
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the infant and family, the relationship strengthens. In addition,

the therapist must pay attention to the cultural forces, includ-

ing racism and discrimination, that shape the attitudes, values,

and beliefs that guide a parent’s behavior and the home visi-

tor’s assumptions (Ghosh Ippen, 2019). Without attention to

the broader cultural context in which the family resides, the

IMH-HV therapist runs the risk of reinforcing societal mes-

sages that derail a parent’s trust in the home visitor and rein-

force systems of dominance, privilege, and oppression that

have created inequity and epistemic mistrust (Irving Harris

Foundation Professional Development Network Tenets Work-

ing Group, 2018; Knox, 2016).

General principles behind building this working relation-

ship include observing the parent and infant together so that

they feel seen; listening so that the parent and infant feel

heard; the offer of warm and positive emotional response to

the realities of the moment; respect for the parent’s wish to

be a better parent; nonjudgmental acceptance of the parent’s

vulnerabilities and pain; acceptance and understanding of the

challenges and complexities of the infant and family’s lives

(McDonough, 2004). It is in this safe, caring, holding rela-

tionship with the therapist that parents can begin to observe,

explore, and wonder about their baby, their experience of

early caregiving, and share the worries about the baby that

they may have. Of additional importance, and when feeling

safe enough, the parents may begin to share the pain of their

own relational losses—abandonments, separations, abusive or

neglectful care, removal to foster care. It is this relationship

between the IMH-HV therapist and the parent that offers the

possibility of growth and change for both the infant at risk

and the parent referred (Fraiberg et al., 1980; Pawl, 1984;

Rosenblum, McDonough, Sameroff, & Muzik, 2008; Such-

man, DeCoste, & Mayes, 2009).

3.2 Providing for material needs, advocacy,
and health care
As referenced above, many families with infants or very young

children who are referred for IMH-HV services have basic

needs for food, clothing, shelter, child care, and/or medi-

cal care. Overwhelmed by poverty, they may feel helpless

or hopeless in face of adversity. As a consequence, they

may not be able to attend to the needs of their infants for

attention or affection or nurturing care, leaving their young

children at great risk for poor developmental outcomes and

insecure attachment relationships. Facing extreme adversity,

many families need assistance in securing food, shelter, cloth-

ing, and medical care to reduce the situational and environ-

mental stress affecting the infants and toddlers in their care.

For these families, the provision of case management services

to assure the health, survival, and development of their young

children is an essential component of the Michigan IMH-HV

model. By attending to these concrete needs, the IMH-HV

therapist seeks to reduce the impact of some of the most harm-

ful social determinates of poor health, developmental, and

relational outcomes. When unmet, these needs may make it

extraordinarily difficult for parents to feed, nurture, and pro-

tect their children from harm. By responding to a family’s

needs, the IMH-HV therapist helps parents and infants to sur-

vive and, in turn, helps parents to offer appropriate care for

their infants. Recognizing that the family is nested in their

ecological system (Bronfenbrenner, 1979), the IMH therapist

attends to the intrapsychic and environmental forces that press

on the family system.

Basic to Michigan’s IMH-HV model is the belief that par-

ents who are hungry may not be able to nourish their infant

or toddler’s growth; parents who are cold may not be able to

keep their young child warm; parents who are physically ill

or chronically depressed may not respond with to the physical

or emotional needs of their infant. The IMH-HV therapist’s

ability to help procure immediate needs to relieve the fam-

ily’s hunger or find shelter if homeless or identify a health

care provider, strengthens the likelihood that the family will

believe that the therapist can meet their needs and begin to

trust the home visitor, entering into a strong and meaningful

working relationship (Stern, 2004).

Finally, the IMH-HV therapist may act as an advocate in

multiple service systems as needed by a parent or infant. The

IMH-HV therapist has continuing responsibility to speak for

those who cannot, to promote development of social, emo-

tional, and relational health. The therapist must ask, “What

about the pregnancy? What about the baby? What about the

parent?”

Such advocacy requires working relationships with other

community professionals. Coordination better assures that

families who are referred by the IMH-HV therapist will

receive prenatal or pediatric services from the public health

nurse, health care for the parents from a family physician,

substance abuse treatment, referral to an approved child care

provider or referral to a child protective services worker in a

timely manner. With basic needs attended to, the therapeutic

work of the IMH service may be easier for parents to engage

in together with their infants or toddlers in their home.

3.3 Developing social support,
problem-solving skills, and life course planning
Families referred to IMH-HV services are often isolated from

family and friends. As a parent’s capacity to enter into a

strong working relationship with the IMH-HV therapist deep-

ens, they may begin to resolve conflicts with family mem-

bers, identify a neighbor who might become a friend, and

develop meaningful relationships through participation in par-

ent groups or other community services (McKelvey et al.,

2015). Stern (2004) notes the longing of new mothers to expe-

rience the interest and care of more experienced women to
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offer physical support and “to create a sort of holding envi-

ronment in which the new mother feels encouraged, validated,

appreciated and psychologically supported so that she, her-

self, can freely explore her own innately given repertoire of

maternal behaviors” (p. 34).

3.4 Providing emotional support
An IMH-HV therapist is often one of the only people to offer

ongoing emotional support to a parent following a deeply dis-

tressing crisis, for example, the birth of a premature infant,

the hospitalization of a sick baby, abandonment by the baby’s

father, or the death of a parent or loved one. These immedi-

ate emotional challenges may make the care of an infant or

young child difficult. Often distraught and overwhelmed, par-

ents benefit from the presence of the IMH-HV therapist to

help them survive the difficulties. The therapist is a careful

observer, noticing all that is happening in the home, assess-

ing the infant’s strengths and needs and noticing the parent’s

individual caregiving capacities and limitations. She invites

the parents to talk and listens closely, without interruption,

to what they have to say. Attentive to the realities, thought-

ful and nonjudgmental in response to the details shared, the

IMH-HV therapist offers empathy in response to what she

sees and hears during the home visit. Of additional impor-

tance, the therapist identifies and reinforces feelings that par-

ents and infant have or express and, as necessary, sets limits so

that parents are able to manage stressful situations and remain

hopeful.

3.5 Providing developmental guidance
Developmental guidance as defined in the Michigan IMH-

HV model uses a nondidactic approach, rooted in the shared

observation of the infant or toddler at a pace that invites

parents to observe what is going well, to be curious about

their baby’s development, and to voice their worries or

concerns if they have them. A relational lens allows for

individualized developmental guidance with an emphasis

on observation, listening, wondering, and responding to the

current demands of parenting.

The IMH-HV therapist may respond with information that

is specific to the infant’s or toddler’s developing capacities,

reinforcing positive parent–infant interactions and strength-

ening the developing attachment relationship. Every effort

is made to support parental capacity to notice their child’s

development and behavior, that is, be the expert about their

own baby as they assimilate new information or discoveries,

and, in the presence of the baby, grow curious, ask ques-

tions, wonder, and reflect (Weatherston, 2000; Weatherston

& Tableman, 2015). Inherent in this stance is the belief that

parents who learn to be careful observers and listeners of their

babies become better able to reflect on the meaning of behav-

ior and to note and respond to developmental shifts through-

out childhood (Fraiberg et al., 1980; Lieberman, 2018).

Crucial to the model, information about early care, feeding,

sleeping, or other areas of caregiving, is not driven by a fixed

curriculum and never imposed on the parent. Rather, the IMH-

HV therapist invites parents to discover their infant’s or tod-

dler’s unique strengths and, at the same time, to acknowledge

their own emerging caregiving capabilities. Such an approach

invites reflective functioning (Slade, 2005) as the founda-

tion for parental understanding and continued growth of the

parent–child relationship long after the sound of the clini-

cian’s voice fades. Parental sensitivity to the unique needs of

their baby is an important outcome of reflective process.

Important to note, the Michigan IMH-HV model encour-

ages and highlights parental behavior and parent–child inter-
action that promotes the healthy development of each infant.

The IMH-HV therapist draws parental attention to the infant’s

developmental and relational needs by offering careful com-

ments like “You are the one who is important to him … you

are the one who can make him laugh” (Weatherston, 1995).

Comments that promote reflection and attention to specific

developmental milestones help to predict the next develop-

mental phase, such as, “Wow, he is pointing at things, want-

ing you to tell him their names! Soon he will have so many

more words.” The IMH-HV visitor does not comment on rela-

tional qualities that do not exist, but rather watches for subtle

behaviors, movements, and interactions that might otherwise

be missed. In this way, the centrality of the parent to the infant

is reinforced and elaborated. For parents who have never felt

special or loved, coming to understand that their baby looks to

them for interaction, reassurance, and permission to explore

holds powerful promise, shoring up the parent’s understand-

ing of his/her importance to the child as well as the child’s

developing capacities.

In contrast to home visiting programs that rely on mod-

eling as a significant part of service delivery (Hebbeler &

Gerlach-Downie, 2002), the IMH-HV therapist rarely inter-

venes directly with an infant or young child, unless safety war-

rants it. Most optimally, with fidelity to the model in mind, the

therapist is trained to sit beside the parent and child together,

learning about the quality of their relationship, with a focus

on the infant’s behavior and parent’s response. Equally impor-

tant is learning to listen to a parent’s concern and treating

it honestly and respectfully. The IMH-HV therapist notices

and wonders what the infant brings to the relationship (the

smiles, the coos, the enthusiastic babbles, the capacity to

engage in playful response, or none of these). With parents

who seem not to notice these cues, the goal is to help par-

ents take delight in their child and call attention to the ways

in which the baby’s bids for interaction or reassurance pro-

motes the growth of a secure attachment and optimal develop-

ment (Sameroff, 2004). It is equally important to notice what

the parent brings to the care of the infant (gentle handling,



172 WEATHERSTON ET AL.

a comforting touch, initiation of a game, sensitive response,

or not). Many developmental activities that are suggested, for

example, peek-a-boo, songs, etc., are shared with the par-

ent in the presence of the infant or toddler and are designed

to promote positive interaction and pleasure in the relation-

ship. The evidence base for the role of shared pleasure in

development indicates that increased duration of moments of

shared pleasure in early infancy is significantly predictive of

lower rates of anxiety, depression, or aggression at 24 months

(Mäntymaa et al., 2015). Attending to and supporting pos-

itive emotional valence and reciprocity of the dyad is par-

ticularly important in assisting the baby to develop positive

emotion regulation strategies. Schore (2017) urges the field of

infant mental health to attend to the neurobiological research

that demonstrates the profound negative impact of persis-

tent dyssynchronous parent–child interactions on the devel-

oping infant brain, labeling it “relational attachment trauma”

(Schore, 2017, p. 33). Further, he draws our attention to the

nature of the development of the male infant brain and its par-

ticular vulnerability to misattuned interactions. Thus, promot-

ing positive and reciprocal interactions is an essential task of

the IMH-HV therapist.

IMH-HV therapists are also prepared to notice, wonder

about, and respond to challenging behaviors, difficult inter-

actions, or parental worries. Notably, the IMH-HV does not

offer praise for parenting strengths while ignoring parenting

vulnerabilities. The available evidence suggests that attending

only to strengths, in the face of significant difficulties, does lit-

tle to change parenting beliefs or behaviors that are problem-

atic (Hebbeler & Gerlach-Downie, 2002). Through training

and reflective supervision, the IMH-HV therapist becomes

skilled at observing and noting areas of parental behavior or

interaction that are more difficult or may create fear, alarm, or

distress, for example, teasing that leaves the baby feeling help-

less or overstimulated (1974). Equally important, the therapist

is advised to acknowledge his or her own discomfort when

observing an interaction that is troubling or may be disruptive

to the relationship or the baby’s development, wonder about

it, discuss its meaning during supervision, and, as appropriate,

gently address the behavior with the parent. The capacity to

offer such input in this way is in part reliant on the strength of

the alliance between the parent and the IMH-HV therapist, as

well as the support offered to the therapist through reflective

supervision.

3.6 Infant–parent psychotherapy
A critical component in the Michigan IMH-HV model, IPP

recognizes that parental behavior may be influenced by

parental experiences of loss, separation, abandonment, fam-

ily violence, or neglectful or abusive care (Shapiro, Adelson,

& Tableman, 1980). IPP nurtures the exploration of past and

present salient relationship experiences and how they connect

to the here and now (Fraiberg et al., 1975; Lieberman & Pawl,

1993).

Some parents need only the presence of the IMH-HV ther-

apist and modest support to successfully strengthen their

capacities to respond to their children with warmth and enter

into a nurturing relationship. Other families need more help in

understanding their caregiving responsibilities, their babies’

distress, the meaning of a particular behavior or the impor-

tance of their caregiving to their babies’ health and growth.

IPP invites parents to share thoughts and feelings about the

baby, caregiving responsibilities, and relationship experiences

with the IMH-HV therapist. Early or unresolved maternal or

paternal losses, prolonged separations from caregiving fig-

ures, maternal deprivation, and trauma leave physical or emo-

tional scars and may make it difficult for a parent to care for a

child as other life experiences may also impose challenges on

a new mother/parent (poverty, lack of family support, men-

tal health concerns, etc.). The IMH-HV therapist supports

the parent in having access to and tolerating feelings associ-

ated with painful past experiences, and in so doing, also helps

to separate those past feelings and experiences from present

experiences in the here-and-now with the baby (Ghosh Ippen,

2019; Slade, 2014).

Essential to the work is the understanding that in the pres-

ence of the infant, a parent’s memories attached to difficult

past experiences may be awakened with intensity, making care

for the baby extraordinarily difficult. Parents often express

psychological conflicts, ambivalence, helplessness, or hostil-

ity about parenting without words, instead speaking through

their interactions with their baby (Fraiberg, 1974; Lieberman

& Van Horn, 2008). Pausing to think about the meaning that

lies behind infant behavior, parental response or an interac-

tion between the two, is an important strategy in the Michi-

gan IMH-HV model. Thus, IPP, in the context of the array of

IMH services, draws attention to the meaning of the baby to

the parent and assists parents to understand and nurture their

baby. The presence of the baby is essential in that they often

elicit powerful feelings and conscious and unconscious mem-

ories, organizes the focus of the work, and contributes to the

understanding of parental dilemmas through her/his actions,

reactions, and capacity or lack thereof, to achieve develop-

mental milestones (Wright, 1986).

Central to IPP is the belief that the baby in the room “may

represent a cast of characters who were neglectful, abusive,

rejecting or abandoning and who now threaten to intrude

this nursery” (Weatherston & Tableman, 2015, p. 184). The

infant’s presence is a catalyst; most parents are motivated,

consciously or unconsciously, to provide something different

for their child if their own histories were fraught (Fraiberg

et al., 1980). The infant remains central because her/his

presence may elicit intense emotions as parents struggle to

recall their own early sorrow, loneliness, fear, helplessness,

anxiety, and anger. The baby, caught in a family drama, past
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or present, may be perceived by the parent as the one now

rejecting or filled with rage, thus the baby may serve as a

projection field for past events, sorrows and protagonists

(Bowlby, 1940; Bowlby, 1969/1982). Conversely, some

children construct idealized models of their parents to protect

themselves from the reality of the harshness of their family

situation. As parents, they may idealize their own child,

failing to acknowledge the range and complexity of feelings

that infants can arouse. In so doing, they can fail to recognize

and allow their child to express a wide range of positive and

negative emotions (Fraiberg et al., 1980).

Weatherston (2001) suggests that “The infant allows a story

to be told. The way in which a parent handles the baby,

gestures of care, playful interaction or the absence of inter-

action suggest to the therapist what is going well but also

what some of the conflicts, as yet unexpressed, might be”

(p. 374). The infant’s crying, smiling, gazing, reaching, mov-

ing, sleeping, sucking and eating, cooing, and babbling all

offer powerful messages that beg for understanding from

the parent. The IMH-HV therapist pays special attention to

the cues, miscues, and interactions between the parent and

infant, as their “dance” is a unique form of communication. In

the encyclopedia Infancy in America, Honig, Fitzgerald, and

Brophy-Herb (2001) define the task of IPP as careful attention

to

The experience and exploration of feelings that
threaten appropriate and affectionate parental
response; questioning that offers a parent the
opportunity to wonder, reflect, recall and under-
stand reactions; supportive listening; the clari-
fication of thoughts and feelings a parent has;
and, empathic response. (p. 371)

The therapist asks questions that invite recollection, “Who

would have held you when you were upset? What happened

when you were frightened? Who would have soothed you

when you were sick or tired?” Particularly when parents have

incurred abuse, pain, and terror at the hands of their own

caregiver, naming those emotional experiences are particu-

larly powerful. Slade (2014) notes, “As fear is imagined and

named by the therapist, and gradually tolerated and accepted

by the patient, compassion and forgiveness are mobilized in

both” (p. 260). As stories of early pain emerge, and are met

repeatedly with empathic understanding (Bowlby, 1940), kind

words, and validation, parents are often freed to recall more

tender moments in their own childhood, that is, angels in

their nursery (Lieberman, Padrón, Van Horn, & Harris, 2005;

Wright, 1986). Having access to memories of moments of

feeling special, loved, safe, or protected helps parents offer

the same to their child. For parents who have precious few

of these recollections, the IMH-HV therapist strives to pro-

vide new emotional experiences of care, concern, and reliable

sensitivity. They become the “safe base” from which the par-

ent can explore new ways of understanding and responding to

their baby. Parents who “feel felt” (Furman, 1992), who expe-

rience their therapist as deeply understanding and accepting of

them, develop new procedural memories (Stern et al., 1998)

so they can offer the same to their baby. Known as the “plat-

inum rule” of IMH practice, “Do unto others as you would

have others do unto others” (Pawl & St. John, 1998), it is the

parallel process by which the IMH-HV therapist seeks to help

the parent develop a new relational template.

The concept of parallel process informs clinical practice

in conceptual and concrete ways. For example, a mother

who was neglected as a baby and is lonely, isolated, and

emotionally depleted as an adult may have difficulty noticing

and responding to her baby’s cues of hunger. The IMH-HV

therapist may bring soup or a sandwich for the mother (and

any older children) to the home visit, in order to concretely

and metaphorically give her the experience of being fed,

with the understanding that the mother needs to feel fed in

order to feed. The process of explicitly and symbolically

meeting the concrete and psychological needs of the parent,

repeated throughout the course of the relationship, offers

hope that the baby will experience more reliable and safe

caregiving than the parent had as a child. Because attachment

theory suggests that relational templates can be transmitted

through generations (Lyons-Ruth et al. 2003; Raby & Dozier,

2019; Sroufe et al., 2005), the IMH-HV model may also be

protective for future generations.

At times, the relational harm and emotional barrier are not

rooted in early childhood but in current circumstance. An ado-

lescent mother who is rejected by her own parents because of

the pregnancy and abandoned by the baby’s father may well

struggle to fall in love with her baby as his or her presence may

represent all that the mother has lost. Parents who have been

relationally injured need to experience sensitive care in order

to offer the same to their babies. Parenting patterns rooted in

one’s own history and experiences are not easily altered by

information alone; one must feel seen to see, feel understood

to understand, feel cared for to care.

In summary, these six core intervention strategies or com-

ponents were integral to the early work of Selma Fraiberg

and her interdisciplinary team of IMH specialists (Fraiberg

et al., 1980) and continue to be central to the work of Michi-

gan IMH-HV therapists today. This framework guides IMH-

HV therapists to support developmental and clinical needs in

the infant’s first years of life and reduce the risk of delays or

disorders of infancy due to parental histories of trauma, unre-

solved loss, parent mental health issues, domestic violence,

abuse, and neglect. In everyday practice and over the course

of an IMH-HV intervention, some or all of these strategies

may be appropriate to the needs of individual infants, toddlers,

and families. Together, these form an effective set of IMH-HV

strategies that contribute to growth and change for the parent,
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the infant, and their relationship and are used consistently by

therapists (see Huth-Bocks et al., this issue).

4 REFLECTIVE SUPERVISION

Throughout all the developments in cognitive
systems and language, emotions hold the self
together…

Trevarthen (2001, p. 114)

As may be surmised, becoming an IMH-HV therapist

requires specific academic and professional training. Most

optimally, masters or doctoral prepared IMH-HV therapists

have a strong knowledge of infant development, attachment

theory, cultural humility, adult mental health, substance use

disorders, and psychopathology; opportunities to develop

strong assessment skills and strategies for IMH-HV rela-

tionship centered intervention; and reflective practice expe-

riences that emphasize a strong awareness of self and oth-

ers. However, academic preparation alone rarely suffices.

What enables the IMH-HV therapist to retain the capacity for

the observation, empathy, compassion, and responsivity that

defines the model, holding the baby, the parent, and multi-

ple relationships in mind? The experience of reflective super-

vision, wherein the therapist is heard and accepted in tan-

gling with the emotional complexity of IMH-HV, enables the

search for greater understanding of the infant, the parents,

and of oneself. The therapist is required to feel and under-

stand the emotions of the baby and the struggles of the parent,

all the while regulating his/her own emotions and reactions.

Precisely because emotional development is a central task of

infancy, the glue that transforms domains of development into

each baby’s unique sense of self, supporting parental capacity

to hold and contain emotions is central to the Michigan IMH-

HV model (Gergely & Watson, 1996; Winnicott, 1968/2002).

It is no small feat to master the skills necessary to observe

interactions, often quite painful ones, wonder about them, and

to respond with consistent kindness, empathy, compassion,

and insight to the needs of a particular family. Just as a young

child develops his/her emotional world best in the space of

“feeling felt with” (Furman, 1992, p. 69), the IMH- HV thera-

pist develops his/her capacity to be open, curious, and reflec-

tive and to respond sensitively and with empathy within the

reflective supervisory relationship. Most optimally, the RS

relationship offers a place to have and examine reactions, to

share joys and worries, to explore ways of responding and to

feel felt with as one explores the complex work of IMH-HV.

Yet, full understanding of RS is often elusive and challenging

to define. Not a coaching model, not individual psychother-

apy, not solely clinical supervision (Schafer, 2007; Watson,

Harrison, Hennes, & Harris, 2017), RS draws on all of these

to create a unique experience for the IMH-HV therapist. It has

been and continues to be central to the Michigan IMH-HV

model.

Intentionally not proscriptive, reflective supervision offers

a relationship within which the IMH-HV therapist and

supervisor attend to “the real work with vulnerable infants

and families as well as the personal thoughts, feelings, and

memories that are aroused in response to the work” (Tomlin,

Weatherston, & Pavkov, 2014). Rooted in the evidence

that reflective capacity is core to understanding the feelings,

wishes, values, beliefs, and motivations of self and others, and

using that understanding to formulate responses (Cologon,

Schweitzer, King, & Nolte, 2017; Fonagy, Steele, Steele,

Moran, & Higgit, 1991; Slade, 2005; Suchman et al., 2009),

RS offers the IMH-HV therapist a place to insure they are

retaining empathic awareness of the baby, the parents, and the

relationship between them, as well as space for self-reflection.

In addition to supporting these capacities, RS attends to

“parallel process,” that is, the ways in which relational expe-

riences impact the entire system; what is happening between

the baby and parent may also be experienced by the thera-

pist in interaction with the parent and between the therapist

and the supervisor (Gallese, Eagle, & Mignon, 2007; Shea,

2020; Tomlin & Heller, 2016; Ribaudo, 2016; Watson et al.,

2016). Sensitively attuned IMH-HV therapists often absorb

the unspoken, unprocessed experiences of the parent and/or

infant, leaving the home visit with the residual feelings of the

same loneliness, despair, rage, or sadness that members of the

family are suffering. Those affects, if attended to in super-

vision, allow for a deeper understanding of what may need

to be acknowledged in the therapeutic work. For example, a

therapist may leave a home visit feeling particularly bereft,

having watched a baby struggle alone in a car seat with lit-

tle parent–infant interaction over the course of the visit. The

therapist might feel aligned with the baby, failing to notice

how lonely and distant the parent felt in the course of the

visit. Through the sharing of affective states (Gallese, 2014;

Gallese et al., 2007; Lamm & Majdandžić, 2015), it is the-

orized that a sensitive reflective supervisor might notice the

IMH-HV therapist’s subtle cues of loneliness and emotional

isolation in talking about the family. By offering the opportu-

nity to explore what was felt in the presence of the baby and

parent/s, for example, loneliness, the supervisor and super-

visee have the opportunity to apprehend the loneliness that

the infant and the parent/s may be experiencing. With new-

found understanding, the IMH-HV has renewed empathy for

the infant and the parent, and new strategies to explore on the

next home visit that will perhaps alleviate their deep sense

of loneliness and isolation from one another. Recognition of

the parent’s feelings by the IMH-HV therapist may allow the

parent to feel less lonely and, similarly, may help the parent

respond to the infant’s need for attention and affection. In the

absence of supervision that invites attention to emotion and
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to the experiences of the IMH-HV therapist while with the

infant and family, there is a heightened risk that the therapist

will fail to recognize or respond to the emotional complex-

ity and ambiguity of the clinical work (Jen Der Pan, Deng, &

Tsai 2008). As noted in Shea’s article in this issue, the trust

in and use of the supervisory relationship is also associated

with decreases in job burnout and increases in work satisfac-

tion (Shea, 2020). Important to understand, without emotional

safety, consistency, honesty, and dependability, the trust nec-

essary for the supervisee to share his/her experience with the

supervisor may not develop (Watson et al., 2016; Weatherston

& Barron, 2009).

5 SUMMARY AND CONCLUSIONS

In summary, the Michigan IMH-HV model, with its multi-

ple intervention strategies, provides infants, toddlers, and their

parents a range of services and experiences, offered in a care-

ful, sensitive fashion, designed to promote and enhance the

developing parent–infant relationship. IMH-HV offers sup-

port to a variety of parents, such as those with “good enough”

histories and circumstances as they devote the energy to learn-

ing about their new babies. The Michigan model of IMH-

HV also provides a safe, responsive, and attentive therapeu-

tic relationship to infants and their parents when the adults

have been relationally harmed, whose own histories have not

included “good enough” caregivers, or who are parenting in

highly stressful and impoverished environments. Offered in

the home setting, as it has been in Michigan for decades, the

IMH-HV model offers the family the opportunity to tell their

story in their own way, on their terms, not in the confines of an

office setting. In much the same way that the parent is required

to go to the baby, the IMH therapist goes to the parent, both

concretely and symbolically, generating a new experience of

relationship. In the offering of an attuned therapist, where vul-

nerabilities and capacities, sorrow and joy, connection, and

autonomy are noticed and acknowledged, a parent may, per-

haps for the first time, feel seen, heard and understood and

thus be fueled to offer the same for their baby.

Across the core components elaborated above, relation-

ships are the linchpin, the force that binds infant to parent,

parent to therapist, and therapist to supervisor. Connecting

the past to the present, embedded in the model, is the belief

that sensitive intervention in the early years of life hold great

potential for promoting infant mental health and well-being

for the current baby and for generations of infants to come

(Bowlby, 1940; Fraiberg et al., 1980; Raby & Dozier, 2019).
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