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Opening Remarks: Welcome to the Study Center, Stanley I. Greenspan, M.D.

to welcome everyone to the Mental Health Study Center,; * 
L a «<

new-7d-would-like-to- welcome-yoti for the first time,

those of you who have been here before wf-th-us as part of our group who
,2 r'/wL* a /;- /'<? A'- 

have been meeting on clinical infant programspL-we'd-ld-.-like—to-we-lcoine-you"• 
OS t* <* “ ? t? /V/c. r c & $ *. 5 < y 
£>ack again—and-s ay—it—gets- more invigorating^ I—think-^—each---time-we have ■.

Z? p ) ■/ f ' €. "f- ;■* r~
..this-meeting- It is a ^are—opportunity -and—an honor-at the Study Center

Sc? 
to-be-able to bring together-etteh—an- outstanding,group of scientists,, -a-n 

u?h r> 6-v
clinicians from around the country^focusing on different aspects of involve-

I. would like 

those/who are

ment with infants and their families. Andy—its just to see the effort 

continue and grow and differentiate / and get more substantive each tirce>7'/ 

is a comment about the original group,-that met;the first time last year and 

began evolving this idea-an-d-y"-a-l«O3----is/a "comment about the National Institute 

of Mental Health and its focussed interest in this area.

I^wanted to sav j-u-st a few words about where, the National Institute of
' <•<? LiLi iLL.llJ5l -  -........................   .-.^s

Mental Health i^/fand what this group — the original group that began

/ planning

^is—that

these conferences and those who worked with us along the way ,
" /,1th -.i ■ ' "' 1' " ' " ' ’ -M » 'r5 J'"■';'

Steve Hersh^informed me a-t— -the--las-t-minute*-in-terms of-the. meetings 

with Bert. Brox-zn and others who--were involved in the policy and directions
/V- o .-ir-v’ fr c-v

of our national effort in mental health tha-t^ the focus on infancy and- 
r .> "* i 'f r/<> < j v *- >

•involvement•in infancy is really-taking an, extraordinarily high priorityy" 



2.

ri^glit—now-. One of the signs of -that is that Steve Hersh was just made'pr^

and I think we should all congratulate him/ Assistant Director of the National 
t

Institute of Mental Health for Children’s Activities^ and—-L-think that is

not only an honor for Steve but/also says something about where the focus , , / A.

is going. Jn recent discussions we have strong reason^ to believe t-hat
/ s4-rer^ Cm S; r>

there will be .a—very--h-igh-- priority on approaches in the earliest years of 
is. ? O -r- CAitrS €, / 5 A f* / C St> -AA » -4- h?C,

life^y^-the—focus3—really,-tha-t-brings-~us-all together in-terms of- bringing

1
together the useful and potential useful knowledge in this area that can be

<» .x* r- c
applied and>_also-7^.that-.pO'ints us—in further directions for research and 

clinical intervention programs.

d-t—looks- extraordinarily--promisingi~Illl-go into more detail-when- we —

have—our discussions on-the national center- concept and the national

center functions. It looks—extraordinarily promising that we will have
r»-« ti-

funding available to carry out a—number-of-those important functions -t-ha-t— 

we have all been waiting to do. Many of you have been waiting longer than

I I ve come in on the tail end of this,,^- but I am pleased to report that

It ±ouks*~t±ke there will be funding available-to carry out a number of the 

important national center functions. AdsOf™it—looks ■'very*~promising_iLn»-terms""‘ 
<?- n r r<^

of the—ability to get our own research effort going in—this—area to comple- 
4U

ment ^research efforts -that—are-al ready--going.. on.,.around the^ country, and that 
iA paH-S ^Cir F

* •''' • * / * I * f" * *
have, been started by many of you^ So^both of those areas look- very promising

5 < v a 4 a t- k - r"
•and we’ll get into -it—in--mo-re-detail at—di-f-fer-ent-parts in the program when 

we discuss the national center function and when we discuss our own research 

program.

-New-,- ""PLd"'‘lik'e''"tO"‘-shif‘t7"C>Ver'"'"and make- one more- comment before shift

/
ever to the major emphasis on the first part of today’s program which
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Cjirn4^ng._-Lt-.o-ver-...to...Bob-Nover.--.to-make -some introductory commentsy -i—would--like.

inadvertently omitted from the list of consultants in our proposal and, as

1 told Al, it could not have been an unconscious mistake of mine because I

introductory comments.

For ,411 errors, I would like to apologize now and, also, apologize fo 

to apologize for two mistakes and omissions. Dr. Solnit’s name was

had nothing to do a/ith typing it up. But,'it was an error and I apologize 
showed me that there was an error

for it. And, also, Selma Fraiberg/on her name tag.

not changed my niame the way it was this last time in all of the prints.

Mine, too, has been misspelled.) (Misc. Comments)

(Comments — Dr. Neubauer: May I say, also, that in the meantime, I have 

all errors that will occur over the next two days.
■\ £< c*. V ; < C c V C T*

tilowy I would like to turn it- over to Bob for his

w-ti-l-bo our knowledge-generating - and/series of presentations bu-C-;—before 
kA ) \

DR. NOVER: l/would also like to welcome you all to the Study

Center. /Andjust—to paint a picture, briefly, of the context
- "that

of this conf erence;, and—c-hat—is-^-Z-abouti the summer of this past
,__ ______ XTH/*

year tfhsft-we/receivedy at the Study CenterJ a contract from 
/ d <? d

NIMH to run a series of three conferences. Really-extending
-/'/ /V < r-

^from-the—-first one khat we. sponsored here / and the—second

jpnev-which many of you
C t/T T<vC

tion, and the next thr 

will—be funded by the Institute on h contract. In—a—few.  

know was funded by the grant founds-
•'7,> ,/
ee^z-including this one-r-and—t-wcr-mcrre

jninutes-I—wou-ld-'like 'to introduce you'to the person we have 

been working with, Mrs.-Inez Kaiser, whose firm-is In charge

.//



/ ' ...

I ’* \ -of-running..these, conferences. I thought that/ since there
I tv

were a lot of new people here this time, it might be helpful 

again if we go—a-rettnd_~and introduce ourselves and say where 

we are currently working so that everyone in the room will 
. . X ,< t
know -—-Til'addition- -to who is around the table. uTho some of 

A 

our observers are, in-t-he—audience^

ATTENDANCE: 

(#575 on tape)
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Thank you. I'd like, at: this time, to introduce Mrs. Kaiser, 

\ who is the head of Inez Kaiser Associates of Kansas City,

and who is running the conferences for us here at the Mental 

Health Study Center. She has some things she would like to 

talk about.

MRS. KAISER: Thank you very much Dr. Nover and Dr. Greenspan, and

Good Morning to all of you. I think, really, my day started 

off right this morning. I happened to awaken at 5:30 to get 

organized for this morning.

I looked at this Morning's program called, "Knowledge 

and Stress" and it was real interesting to me to note that 

they were discussing infants and what happens in early child- 
\ 

hood. Did any of you see it this morning? Well, it really
X 

gave me some idea and concept about what I might hear today,
X 

listening to all of you speak. \
X

I would like to say to the persons at the Study Center 

that we are certainly grateful for having the opportunity 

to work with the team here and to put together this, our 

first conference in this area. I guess all well-laid plans 

go astray and I am very familiar with many of the names.

If there are any misspelled names, may I reassure you that 

when we send out a list following the conference that your 

name will be spelled properly, if you wrote it so we can 

read it on the sheet outside the door. (Laughter) — and I

will send it to you.
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I, also, would like to say that the conference — I 

think in the letters that went out following it, that the 

hour was changed to 9:30 instead of 9:00. But tomorrow 

morning we will begin at 9:00 o’clock.
\

YouVknow, I am a former school teacher and home economist 

and a mother, so I have learned to hear everything and to see 

behind me. This morning I heard one of the gentlemen say, 

"I vzonder who putall those ladies together?" May I assure that 

Dr. Nover was the gentleman who did it. Not Inez Kaiser, 

because I believe in mixing the women and the men up together.

I certainly hope that those of you who arrived last night 

found your lodging comfortable, and if you did not, will you 
\

kindly see me or one of the persons outside at the table.
\

There are some of you who are going to, if you have not already 

registered in the hotel, we have made reservations for you 

to register late this evening. And, when we have just a few
\ 

moments break at some point, would you kindly let me know so 

that we can re-check, because we do want you to be very
\ 

comfortable. We have made arrangements at the Holiday Inn 
\

in Silver Spring, and they are registered there in your
\

X name. x
A

I believe each of you received, prior to coming here, 

a little slip to fill out so that we would know when you 

were arriving — what date, and what have you. And, for 
information 

the forthcoming conferences, if you can get/this back to 

us early we would certainly appreciate it.
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, I would like to, also, say that we will - do have coffee

\ and doughnuts that are available and will ask you to quietly

tip back and get the coffee. And we also have tea.* If you did 

notxsign one of the slips or would like to contribute

a dollar, we would certainly welcome it in the little cup
\

that wTe have.

I want to go over the contents in your folders to be 
' ■

sure that you have everything. We have included the agenda, 
\

as outlined and given to us by the Study Center, and I 

certainly hope that on that agenda that all names and every­

thing is spelled properly. If not, we will be happy to make 

any corrections. We have also listed the names of all the 

attendees and the observers who we had as of yesterday.

I am sure there may be some persons here whose names we did
\

not have, but, I will reiterate that when we have a follow-up 
\

mailing your names will be included on that list.

If you will look inside — those persons who are serving 

as a corps group, you will find a little slip of paper like
X 

this. Will you pull it out. This is a very important piece 

of paper to you as well as to me. I would like each of you 

to please put your names on it now. This is the little 

school teacher in me coming out. And, would you be sure to 

put your Social Security number on there. At the end of the 

conference, would you kindly turn this in, with all receipts 

for expenses, so that we can see that you are reimbursed.
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\0n the back of here — it’s a small sheet but very important.

those persons who are serving as a corps group, I do 

want\to point out that the per diem is $33.00 per day, which 

is to include the lodgings and the food.
\

You received, when you came in, some slips and if you did 

not sign one', please do so because we are going to order
\ 

sandwiches today for those of you who would like, and coffee, 

and we will have the same available for you tomorrow.

We have arranged, and will pay for your transportation 

to and your home destination from Washington, D. C. Also 
\

allowed is $7.50 for local transportation per day. And, of 

course, you will get your consultant’s fee.

Inside we have placed an evaluation sheet. Now, it may 

not be the kind you are used to but we like to evaluate what 

we do and we have some "yes" and ”no” for you to check. And, 

at the bottom I want you to feel free to put any additional 

comments that you might feel that will be helpful to us in 

planning the next conference that we have.

I would like to suggest, as I sat here and listened, 

you were talking very, very softly, and, I am certain that each of 

you can speak up just a wee bit louder because we are taping 

everything that you say. Now, you will not hear this again, 

please don t some people have a thing about tapes. But we 

are recording, shall I say, what happens here today and it is 

vitally important to speak up loudly enough for the micro­

phones to pick up what you have to say.
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DR. LOURIE:

Outside, at the registration desk, we do have a message 

boarcK we have asked the receptionist to place any messages 

outside. \ If any of you receive any emergency calls, I. will 

come and just tip you lightly. I hope that I will be able 

to identify all'.of you and find you so that you can step 

outside to use the'phone.

If you need any confirmation for housing, please see me 

on that. If there is anything that you can think of that 

you need while you are here, please feel free to contact me 

because we are here to serve you and it is certainly my 

pleasure and I am sure that in the two’days that I will learn 

much about what you are going to talk aboutX

Thanks a millionJ

Weiiry—j-ti-s-t as a lead-in to the scientific part of our 
-..vr V--—

.. -^rL -7—- UirLT.-. ■ ■ewfrr’ 7VTT-HI ■■•«**’ ■ * -II. . I ■ n"—” ,Jr . '

/ program' to add to the background information that Stan has 

provided! these meetings are an outgrowth/of a group of 

people working in clinical infant programs who, felt the need 
--- <?n

the

for an exchange of information to-deal-*wit-h training aspects
O /1 H -C ■heea-use

many challenging new dimensions emerging in this whole area 
„j//- fj'tc r. 6L '/'£* / X>

of working with infants. Andy even though some of

early attempts to work out -a—way—of-carrying^out- a communi­

cation system were frustrated, we were fo-rt-unatel-y able to

utilize the background developed around the Mental Health
bu> (j-

Study Center s infant program as a basis on which to Im-ing 

Stic L A- S V
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-felt-

thi&”group-that/the-necd------- -and in the first two meetings
it,' 4. £

there hns—been the exciting kind of exchange of information 

e£-t-he-k-i-nd-’-of ""stinflation’ that a group of champions can 

generate. And^—on--top"•oh—al-l~-t-ha-t™, the reason we call i-fp '1
fC » -/ /< \

champions is because they take very difficult areas of 

functioning and programming and make them look very easy 

as well as stimulating.

-Now-, it is r-eati-y excellent news that we start with, 

that the earlier two meetings have been, so successful in

generating the kind of information that needs to be shared^ ;t\ 

We’ll have an opportunity to actually put it together,) from ,• 
A/ ...... b.— — , .. r -. -■£*--—r.   ...

a, n <L 4-rA.*T v v x..
hereto rm__ And*,—as-well..as-havittg"a"picture -of support X-ha't
/ ^-t*

( w-H± keep this concept going and help it to be better
1

\ organized. 

Now^ to get to the meat of the conference, we* Upturn 

it over now to Sally Provence, who will give us an overview 

of the evaluation of infants and young children.
//

INSERT PAGES 4-0a through ■10~='L here — (omitted on this tape, picked up on another) 
DR. PROVENCE: Weld?, now I would like to Sese-ri-be the process of

>" a evaluation for you again, using-specificdescribing the

<_ ---■£■ n‘ way in which we do our work, in bringing in some of these
* f

concepts that I’ve mentioned^and-—that#*-i-s-—™ children come 

into our child development unit referred from many

different sources. We have no rule about how they may get 

there. Soy they may be referred by parents, by schools, 

by physicians, by any. child /or child y^agency for 

children, and so on.



DR. —I—w-i-H-try -(tons peak-a little'louder) - T may not be 
J. h A*

ahle—to.™--.-y,-To talk a little about Jits'- relationship to

PROVENCE:

i.ntervention, which, I guess, is part of why we’re here.

Now, in doing this, what I’m going to-do-—-is to try to 

abstract and summarize the last 25 years in an hour^ And- 

I hope -that I can do it. What I am going to present -is a 

particular way of working clinically with infants and
V-A £

their parents which we have found absorbing and fascinating

and, I think valid for the kind of work we are doing in

the Child Study Center /So that it is presented as a 

clinical method,-.and I hope you will hear it as such.

Now-, in order to do this, I have to speak to you as 

though J^^ta-14<ri-ng--t-o beginning trainees^ /Because what I 

want to try to do is t-o make a whole piece of this, |Jp you 

are going to hear some things that are far beneath your 

sophistication and I hope you won’t feel offended or 

patronized. But^I think a certain way of putting all of 

this together is really the point of doing that, so that I 

want to start by talking about what I see as the task and 

fra-lking- about what I believe to be the most clinically 

useful concepts in trying to de—— achieve this task^hat 

is—ott-tl-i-ned.

-And-,_some--o-£—this-'-I- am -simply- going to read because 

it’s more-ef ficientrand^ean-be"done'more “quickly. So, the 

task in assessing the development of the infant or very 

young child requires a comprehensive approach —nothing 

new to you — that involves an awareness, a real commitment, 
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to the complexity of development even in the earlier years, 

and an appreciation of its multiple determinants. To do 

this clinical job well requires knowledge from many sources 

including medical, pediatrics, genetics, neurology, 

psychology^and psychiatry, to name a few.

"i Increasingly, j_usi>-to—mention - another'"direct ion, 

inc-re as-ingly some of us have found we are having to learn more 

about the law if we are going to be child development 

specialists, clinically. So that there is hardly anything 

that affects childhood and parenthood that is inappropriate 

to be combined and synthesized in clinical work with fche-
"7/< ■ C)

very young children. S-o-y—of—course, while the individual
/•)£.<?<]

child development specialist may not have in depth know­

ledge of all these fields in order to make an accurate 
, 5 •/1? I v* €.

diagnoses andya sound treatment plan, he must be able to 

evaluate the relative importance of multiple factors 

known to influence the child’s development. He also needs
< -

the conceptual framework whdxsh not only guides the study, 

but permits the organization of information from a 

specific case and leads to an individualizedrather than 

ya global kind of prescription for intervention or treat­

ment .

There are many stimulating and useful ideas about
/fl p i • '*T**'^

early development/ from these I will ^mention brief ly, |
_y. k 4—

several which I believe to be of particular usefulness

in clinical work. First, as. suggested above, the 
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concept, basic to the entire £ramework is that the develop 

ment of the child is complex and is determined by multiple 

factors, even during infancy..

The clinically-recognized^disorders-o-f developments H 

that make up an increasingly large proportion of the health 

problems of childhood may stem from difficulties involving 

any one/or several factors that influence development.

Developmental disorders of infancy usually cannot be defined 

as either entirely organic, or entirely psychogenic. The

or physical

one keep thisdisorders/?and it’s terribly important that 

0 . . ,
closeness of the somatic and the psychic systems in the

earlier years usually results in a picture being presented
/ /; ' C A
-where/ there are bodily manifestations of psychogenic

disorders^ psychological results of organic 

reality in mind.

*fEither<5L,^0rr< questions, although they come naturally 

to us, often limit -gi perception and understanding. Rather, 

questions such as the following can fruitfully be posea.
t no$

One—could-ask what aspects of the child’s developmente- 

what—functions are impaired ; what data are available on the 

functioning of the child's somatic and mental systems;

does the child have a biological problem, and/if so, ho\<7 

has this influenced the adequacy and effect of the care he 

has received; what are the interrelationships between his 

defect and the influences of his psychosocial environment;

is this a child not with an inherent defect but with certain 
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congenital individual tendencies of reactivity, activity, or
41 . c

temperament which influence the attitude and behavior of 

his parents toward him in ways that have great impact in 

his development toward health or illness^ /Is this a child 

that for reasons due mainly to the behavior of adults,,
a- !- d "h 

-toward--him develops signs and symptoms of illness which are 

somatic or mental/'or both.

A second important concept is that innate and 

experiential factors are co/de terininants of development/ 
<v 

again/perfectly familiar notion. Aneh, I guess the point 
>b

,that I want to make here is that we had better believe that-- 

not just say it, because it is enormously important.

The child’s progress in many dimensions of development, 

including symptomatic behavior, always reflects an inter­

actional process. The diagnostician seeks to determine the 

relationship between the intrinsic and extrinsic factors in 

producing the child’s developmental difficulty. Or-, crf-course 
-bLd/t- S^d-KS.

in^another—— another way of-putting' that is "also to determine 
C'A'U ykH'S A,r-<.

whatsis healthy or what—are—the assets that—he-brings.

The vulnerability of the child to developmental dis­

orders is increased by almost every biologic defect or 

dysfunction. Similarly, if the adults responsible for 

him are poor nurturers, or if his psychosocial environment 

for any reason contains noxious influences, his normal 

endowment is at great risk-/ even if he is biologically well- 
v > 

endowed his normal development is at great risk.
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Inevitably, the combination of a vulnerable child and 

c >) (.< h .. zz . - . . . r. .
a—non*-stable^ or noxious environment? results m significant

developmental disorders t. ^.Sometimes transitory, sometimes 

permanent.

;7 Third. important

relationship s .which

concept is the central role of human

I believe, can hardly be over-emphasized

in the early years. Much of what we include when we speak 

of experiential or environmental factors for the young child

is based on or mediated by relationships with people. The 
is,

younger the child/the more central these are to his total

well-being. Neither normal nor devient development can be

explained without an understanding of the nature, frequency, 

and intensity of the child’s experiences with people.

We are all familiar with the effect of gross deficits 

in nurturing, which many young children experience, due 

to indifferent care-givers; confused, disorganized^and 

negligent care-givers; angry, hostile, or highly ambivalent
. ajv;>
caref givers^) or-fee- events, such as traumatic separations 

from people important to him; discontinuity and deprivation;

physical abuse.

Good nurturing means care, concern, and training of the 

child. Development takes place most favorably in an atmo­

sphere in which comfort, loving care, and supportive and 

gratifying experiences predominate over experiences whi.'ch 

are painful, attention-producing, or psychologically 

frustrating. The balance of gratifying and frustrating 
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experiences, for example, is quite important to the child’s 

healthy development.

One of the ways of defining pgood-enoughv nurturing 

is that this balance is in harmony with the child’s develop­

mental needs at various ages.

In addition to the gross deficits, such as those J, v'<-
—--------- .

mentioned above., ^in many young children^ there are; adverse
? "*...

experiences wtH-ch are harder to identify. For example, a 

lonely and depressed young mother often may not appear so 

in the company of adults; she may come to life when we are 

seeing her. Yet. she may be psychologically and physically 

unavailable to her child when they are alone. x

There are, moreover, articulate and intelligent parents 

whose difficulties in nurturing their children may be well 

masked. In these instances^^and this is one of my favorite 

things, I have to warn you^--^in-thes-e*-instances, the clues 

usually come, not from what the parents present at first 

glance, but from the child’s development or symptomatic 

behavior.

The findings of the study of the child often suggest 

the areas to be explored in working with the parents. 

Accepting the concept of the central importance of human 

relationships in the child’s development and his adaptation 

to his world means that the diagnostician must evaluate 

in each specific case the way in which significant persons, 

especially the parent, have supported or impeded the

nil - 
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child's development^and have alleviated^heightened^ or 

created his problems.

The fourth concept of importance,^began over-lapping

what has already been mentioned, is the notion of the

maturation process defined here as the progressive unfolding

growth and differentiation of intrinsic characteristics 

according to a biological time/-table. Again, both the psychic 

and somatic systems are involved. Elaboration(?) and 

differentiation proceed from a relatively undifferentiated 

state.

Maturation, in combination with experience, results in

successively higher and more complex levels.

the manifestations or emergence of findings ? that are 

organized and integrated into the whole ~(-Todre)-hha-t ZatJ 

f. The integrity of the maturational process is assumed to 
z’i

be an essential co^determinant of development; ]another way 

of talking about innate factors.

Sequences of development assumed to be based on 

orderly maturation have been defined. A long view of the 

maturational process includes the concept that biologic 

maturation is influenced by the environment. In accepting 

what we now define as the patterns of normal maturation, 

we assume that adaptation over generations to a fairly 

stable and predictable environment^in the immediate 

diagnostic situation, however, we rely on the best current 

knowledge about the sequence and timing of maturational



><7 /»,

processes and take these as norms against which we consider 

the development of the child under study.

In general the sequence of maturation is more regular 

and predictable than the time-table, of the functions which 

reflect the maturational process. We expect, for instance, 

that the evolution of the grasping patterns, -the-p-r^cedur-e^-^ 

the progress from prone progression to upright locomotion< 

the concept of object permanenceC/L the progression from 

single to polysyllabic vowel sounds/have a high degree of 
z 7k r- r

regularity as a sequence of maturational events wh-ieh- are 

reflected in observable development. However, we accept 

considerable variability in the time of emergence of these 

functions within what we consider the range of normal 

development.

Maturation, then,' —'"an invisible process is 

represented by observable behaviorsL delay or deviation in 

the process is inferred from characteristics of the child s 

functional development.

The fifth important concept is that of the phase 

concept/borrowed, as you know, from developmental embryology (?) 

in particular, and applied also to psychological development. 

Whether one speaks of the ages-and-stages concept of behavior, 

as presented by Gesell, the sequences of phases in psycho­

social development outlined by Erickson, or psychosocial 

development as part of the psychoanalytic theory, the notion 

? of developmental phases^considerable idheristj^Q) value in

understanding the child’s development.

/I/1<
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The phase concept encompasses the idea that each 

developmental phase is characterized by specific developmental 

tasks which must be performed in that phase. Certain capa­

bilities as well as certain vulnerabilities are to be expected 
*y / q t-i <■ *-* k

as a part of normal development, -T6?includes the idea of a 

critical period for the optimal development of each function; 

that is, that each capability has an optimal time for emergence 

and integration, and each, developmental task has an optimal 

time for its mastery (?l-p

Permanent or transitory difficulties arise when some­

thing disrupts the normal time-stable. It has been suggested, 

:and in many instances appears to be valid, that if the 

critical period passes without the organization and develop­

ment of a particular function, the optimal level or inte— 

gration of performance offunction may never be achieved.

Again, I think those of us tha-t have examined this 

question time (?) have been impressed with the enormous 

flexibility in resourcefulness of the human child. At the 

same time, I think this does not negate this notion as a 

very important and influential one. We tend to think in 
i •it" . i

terms of, well/doesn’t happen now, all is lost. That isn t 

really the way to put it. One should ask, ^Well, if it 

doesn’t happen now, what effect does it have on subsequent 

development, how can we examine that, how can we think 

about the child’s ability to withstand deprivation or 

trauma, or interferences with the / orderly development 



according to the best knowledge we have about developmental 

phases.

There is clinical and research evidence to suggest

that when a function is newly emerging, such as walking or 

talking, it is at the height of its vulnerability to noxious 

influences. Acutely stressful experiences may be accompanied 

by loss of previously acquired skills^by regression in 

psychosocial development, while chronic stress or strain 

often delays their appearance and creates a picture of 

retardation or deviance. For example, a severe conflict

■41. ■' 
between mother and child over eating^ which occurs at the 

time the child is beginning to speakycan result in a loss 

of words or^delays^the acquftion of language for months 01 

years.

Parental behavior that communicates excessive anxiety 

about the child’s move toward greater independence may 

inhibit him to the point of slowing dox-m his acquiring loco­

motor skills, or interfere with the development of his

curiosity and eagerness to learn.

More subtle, but no less important, the characteristics 

of cognitive structures like sexual development, the depth 

and nature of human relationships, and symptom formation 

can often be more clearly understood through the application 

of the phase concept. The phase concept has relevance/ also/ 

to the validity of the developmental tests. When a youngjer 

is being evaluated, for example, his physical or psycho­

logical discomfort may interfere with his being able to
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demonstrate his optimal functioning*

Developmental diagnoses and predictions made under 

conditions stressful for the child are hazardous at best. 

What is stressful for the child is determined by his phase 

of development, as well as by his early experiences and his 

immediate state of physical or psychological discomfort.

hdiile "this following item is not exactly in the same 

category as the others, I did want to bring up the notion 

of the importance of learning as an essential process. 

Sometimes too much emphasis is placed on biologic maturation 

in the understanding of development. However, there are 

now relatively few clinicians who would deny the importance 

of learning as an essential part of the process of develop­

ment and adaptation.

The emphasis on the importance of the learning process 

is not to suggest that every developmental problem is caused 

by experiential deficits, nor that problems can be cured 

simply by providing more experiences geared to developmental 

needs. As Hartman^pointed out, the human child acquires 

much of his adaptive capacities through learning. In this 

learning process, the infant is profoundly influenced for 

better or worse by the nature of his relationships with 

others, especially his parents.

Through countless interchanges, the child acquires, 

among other things, his style', his character; his way with 

people', his curiosity and eagerness," the tendency to trust 
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or mis^trust J self-esteem or self doubt, the capacity to 

solve problems through physical, intellectual^ or social 

activity; his personal and. group identities^ sources of his 

satisfactions or distrust; the ability to cope with stress 

and defend against danger; the capacity for self-direction 

and self-control; and the ability to give and accept love.

While adults are aware of teaching some of these attitudes, 

perceptions, and skills, most of these seem, as it were, to

C be^a^tj^or absorbed by the child in the daily experience

of living.

The importance of such learning as a determinant of the

development we assess requires recognition (lots of background 

whispering and talk re speaking louder, and ?)

£ 
f'i* /

BDLLOWING PICKED UP ON SONY:

/ Tire—proces-s—of'—evaluacion—— ‘-——...-again using^specif ic--

---descTirbing"'tlTe-vray ~in--which~we- do-our—work—in •■bringing"'"In

/ some-o-f— t-he-c-oncepts- that_-llve_ mentioned,—and" that^i's-that

! children- come—inte-ottr--chi-id-'-deve lopment^rmit'" ref erred ■’■from

; many-diff erenL,sources—-*we have no-real ■ about how

I
by-.physicians-any child---*-- or child agency for children, etc.

they get there. So-,- they-may" be-' referred by parents, by schools

cont’d on work already' typed'from' former tape-----



The first contact is almost always by telephone.

We—have one person ^ho does almost all of our in/take^ 

/Ahd^in that telephone contact,^she describes for them 

what is involved in the evaluation^ xL istens to their

reason for wanting to come or for not wanting to come j

s them decide whether they would like to have an

application form, and if so, th^h she sends it to them.

DR. BRAZELTON: Ex-euse-mep-Sally-; you said they were self-referred?

DR. PROVENCE: Yes, many of them are^ Many-of—them——* or they may

come from their physicians-; or—kront^— but -2^many of them 

call us directlybecause we have been there for a long 

time/'and they know we are there.

It becomes a case when they return the introductory 

report form. If they have not returned it after a
/r 

reasonable length of time, we may give them a call,-'we 

may call the physician who referred them/*or the person 

who referred them if it is that kind of a referral, and

say that we would just like you to know that this person
4

has not responded yet J shall we leave -that as is, or do

'• you want to talk with them further?

As you can well imagine, the people who are sent by 

others tend to be those who decide not to come. If their 

physician or the nurse, or the referring person has really 

referred them out of some agreement on their part that 



they need to come, t-hem they do tend to get there, But^ 

we think that the time that our in/take worker spends 

talking to them on the phone is enormously important and 

accounts / largely, I think, for the fact that once they have 

accepted an introductory report form they are likely to 

return ity'and thc-n-are--l-ikely -to follow through on the

first appointment.

The first face-to-face appointment is with the parents 

only, without the child. Now, there are rare exceptions to 

that. We try to be flexible, but we try to get them to 

come first without the child. Once in a while we encounter 

a parent who simply can’t do that, whogi you sense must bring 
with him

the child there^s^such anxiety that they have to come with 

the child. Or, some of them^having agreed to come without 

the child, forget and bring him along. So. we try to under- 

stand what that communication is v- where that fits into our 
/ 

diagnosis, and so on. 
) "

One of the differences that is true of what I feel/a 
a/zl/ z>r *■ 

sound wave doing a developmental assessment and that -that 

one encounters in working on a pediatric ward or often in 

an out-patient clinic is there has—to-be quite a difference 

in tempo. It's—-a—proc-ess if you could bring the child in^-z‘" 

and/parent, and have -him seen in two or three days, as is 

done in some developmental centers by all ozf the experts 

that you expect to have see him, you st-i-11 would not have^ 
x)G«-

as much data about that child and parent as/if you jdkr, the 



same number of contacts over a period of a few weeks. So^ 

.that—T-'think-onedias_t.o„ although we do have to respond to

then if you compress it all into ais valid and accurate

emergency situations, we ^rO often have to fit into the tempo
< M 6 < v*

of a busy pediatric ward<p /But * I think i-tf should be done with
Ws b Vo . .

the awareness that th-atls less than ideal? ‘end if you can 
. V " , - 

start on the pediatric ward but continue your evaluation

later,again you are /likely to have something that you feel

couple of days.

Nuw-y—aga-d-n, I am quite aware that in some medical 

centers serving large areas, where people come from';

afar and they—c-ome—-into-~town—end stay a fex\T days and hope

contact

to get it all done, there is a temptation to fall into that-p 

and one has to be realistic. But., 1 do think in those
r w tv t Z-'j -1

situations^one could do a lot more -to start the 

with the parent1 before they bring the child in, to- follow'*"

it up later, and not limit the service to those two- or
3

•three days when they are in the medical center.

Novi,—because our children come -fe-gs-— only from the
51 A fl J-

State of Connecticut now,* we have. limited our area of work 

to the State because we began to get overwhelmed. There 

is no place in Connecticut that you can’t get to in a 

couple of hours, so t>a1z we do not have the problem of

long distances and the need for over^-night stays that 

^do exist in a lot of other places. But tiaiie——-whatr-i—vzant 

te-&ay--i-6—that the passage of -time if it doesn't go on 
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interminably, the-passage--of-a—few "weeks-is an ally 

in the accuracy of diagnosis in

DR. LALLY: Sal-1 y-,—excuse-mc, does the same person stay with the 

child throughout this time period?

DR. PROVENCE: Yes, I’ll get to that.

7 
The next thingtoo^-that we are committed to,, is

enormously important and being committed to it means - that we 

really work on it when it isn’t happening right"-- aad that

is our conviction of the need for the parent participation. 

We take the view that the service is to the parents and to 

the child. We take the view that parenthood is a develop- 

f
mental process^' andy part of our job is to try to support 

that development in parentsf and that the parents arc more 

expert about their child than we are — at least about what 

the daily problems are, what the transactions are, what 

they feel about the child, and so on. So that we try to 

make a partnership with parents in helping them, in treating 

them with the respect that we feel is due them, as**- not 

only as the parents of the child, but as people capable of 

providing and sharing crucial information if one wants to 

understand the child and recommend some kind ofr^ We work 

very hard to get fathers in, too, and in two—parent families
parent

we have an almost 991 participation of-fathers. AnrL> what 

that says to me is that usually it can be done if you r-ea-H-y 

think it is terribly important. Once in a while there is



a refusal, but it is extremely rare. Oftec-in-a-whi-le-ytni 

get a mother who does not want the child’s father to come 

in and you have to learn to understand that and XxS figure
) ;4-

out how you-inay—have to deal with -that as a part of her 

problem before you can achieve it^ but - we'-have *very "active 

particJ-p a t-io.ix_D.E-~f-a-t ■ h e rsg”-1 o d.-

The initial interview, then, is usually with both 

parents. We try to accommodate to the realities of their 

schedules.

DR. BRAZELTON: Do you set up this expectation for the fathers in tha

initial phone ,x

DR PROVENCE:

DR. NEUBAUER:

We don’t refuse to let people come, if they all agree

to this, but we let them know our way of working-- our 

expectation^ that ’ s the way we think it goes best.

Are you interested there—to study^both the father s 
Cu J , .

relationship to the infant as-wel-l-as the father s support 

of the maternal function?

DR. PROVENCE: Yes^o you--see——r-ight"<rwA'ga±n', we are committed to the 

importance of the relationship to the father from early oi^ 

bufe^also, one of the things -that—has-been apparent to us 

over the years is that a very high percentage of the disturbed 

,u 
young children that. we see have parents whe-have very severe 

marital conflicts. It is a very frequent finding in our

, for instance. And some of those indicators, of
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' ■

course, appear very early. The parents are then seen at 

least once before the child is brought.

, . ■—I—'•thiTik'* *
I don t think I have to /anymore than say—t-ha-t-— mention 

the importance of sensitive clinical interviewing. There is 

an added focus on gathering developmental data, and yet that 

is not the main goal of the intake interview. Most of our 

inftake interviews are done by our social work staff. Most 

of our parent work is done by our social work staff, although 

not all of it, so that other members of our staff—pediatricians, 

psychologists, child psychiatrists—may do some parent work.

After that initial interview, or sometimes more than one
/ 4*

if that seems to be needed, we do- ask that the in^take inter­

view be done in a clinically sound way^ but we also have a 

form for recording itj-^organized under categories wh4eh we are
, O . . . 7/

O')} 1 Quite insistent upon,/,So it does not appear as a process

recording in the record. And^ while I think we lose something 

in doing it that way, the advantages of having it organized 

into categories that are comparable from one child to another 
us to

and for quick ref erence^—I—think seem to/outweigh the dis­

advantages of

BHAZELTON: Do you have a copy of that with you-7 or can we get some

copies?

DR.
fl***'\ . .A- 

t\
Weti-, I can provide them.
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is interested in/ that we have copies of, I’d be glad to send.

So-fehen the child comes in for his evaluation. The 

average number of times that children are seen is six to eight.

be flexible about that.

If the diagnosis is very simple and easy* it may only take a

couple of timesl /Some of them take longer. Again, we try to

His parents will be seen several more times as well.

But the first time they come with him, and sometimes more than 

once, he is seen in their presence. The evaluation begins in 

the parents'* presence.

And the work with the child consists of two major things' 
/ •/<< i ''v

The formal developmental testing^ which I will la&nt-ion-a-litt-le 

more about later and the more informal play interviews.

Observations of parent-child interaction are an important part 

of this,• e-G-well.. Wit-bran infant, that may be set up as a 
/ *

special kind of session-z^&i-ther in our setting, or at home or 

in the hospital, or elsewhere.

But—to—gct,.j2aek- — the developmental test fehet we use 

is the composite scale that goes under the name of the Revised

Yale Developmental Schedules. It^> a-~cr>mposifce^^ie~that*^- 

includes many items from the Gesell Scales, f-rora the Merrill- 
(X- /

Palmer, and the Binet, a few,/more recently/ from the Barley.

It’s organized in such a way that you can compute a scoreg>

bats, when I am training people^I do not allow them to compute 

scores for at least the first six months they are working^



because ^-agait^ I found through-sad--experience that if you 

c/ 4
allox-7 that, early on, they check their grades and they 

"77 <? 7 
rely on the numbers# and--they don t really look at the 

childor think about the relevance of their data, but are 

bent on getting this figure. So-that-—there-- would -bey* by' 

the-same-’-person~,-in'other'Words—the people who are doing 

the work with the children have to become quite versatile 

as child development specialists. They must learn how to 

administer the test, they must learn how to conduct a play 

interview, they must learn how to work with thei-f' colleague 

who is seeing the parents in an exchange of information 

through the process, they must learn how to synthesize the 

data. They must learn xzhen to ask for consultants^/and 

how to use consultation and that has advantages and dis­

advantages .

Our commitment to the parent5, when they bring the child 

to us, is that we will organize the study. We may need to 

use our colleagues in the medical center for various kinds 

of consultations --neurology, genetics, hearing^ and speech, 

etc., but xze insist on having the results of those consulta­

tions brought back to us before we are through x-zith the 

case, so that we are responsible for the final synthesis and 

formulation.

People-doing the developmental testing V- there is 
"I I

nearly alx-zays one other observer^Lat--lease---ti™- the person

who is working with the parents almost always sees the
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again*, we

parents easier and more sensitive / if the child is* a

After the first couple of testing sessions, -then—fehere-

af-ter if we feel that the child is ready to separate from the

them in this interview.

parent, theft the person seeing the child wilKgo on with 

that^and/ simultaneously, the parents’ person will be seeing

reality for them too^ yAnd they see things that will enrich 

and facilitate their further interviews with the parents.

find that -it—gives—them — it makes their work with the

a h first session, ilxk

Ths—enormous-*advantage-w^.again, I am not sure that I 

have to defend this, but^jus-t to explain it; -2- we think it 

is terribly important for the parent to be with the child 

in those early sessions. Sometimes one can never separate 
£ z -V' 

them and vre. have to hfive—other- times to see the parents 

outside yaf the child’s visits. Aga-in-,—pa-r-tT-y "there are 
zp V

very few children of pre/school age who^ one would expect to 

be entirely comfortable with a stranger without their parent. 

Occasionally it happens, but I would say that it is the 

exception rather than the rule, ^So that we think you add a 
/y .toy -//-</« cz * Oe^,

stress to their task. The other thing is-^"the'-children— 
4/7aT ' 4.U.

fche—parenhs—are-—ywe kind-of- rehearse with them what they 

are going to tell the child j/^about why he is coming. We 

try to get them to give him a simple and honest statement 

about that. Some can; some cannot.



DR. ? With you-

^20".

/
DR. PROVENCE: No^r before they come. At least we would say,

how—would—-you--»how-~do—you—think--you*■—.11-- tell -him- about—-this 

z what do you plan to tell him about thiscould we help you

Z' h . .
1x5 figure out how to do it?1 And then you do it in your 

own words? ^iany of them do that very well.

DR. BRAZELTON: If they haven't, do you make any --------

DR. PROVENCE: If they haven't, then we may say,--perhaps even in the

first session-7-"what does he understand about why he is here?"
C Cr ^Vr\k’1

Now-, if we think liiea-^thavZ-hd is perplexed or excessively 
y- X

anxious, then' we may give a simple explanation there^Z If we 
-P<cJ offend L2-Z
•think—th a-t-i-s not going to embarrass or (-cough) the parents.

A d ^A 11 *•
But/hat some point during the course of the thing, he^needs

♦ Z1 * *

to know why he is there.

A lot of parents like to present this as fun and games^ 

yOIL. Jknow-j "you're going to go and play with a nice man or a 

nice lady." You can't even-1 get by with that, even with
S They

infants, because they know something is up. -/Always-know
A '

something-is-up. We see a lot of babies/ for instance, being
./• f h t,. 

placed in adoption.and parental attention is such that you-
/A

.get-*"— you often e-an get a crying and irritable baby. -And 

pher many ways you can tell that baby that" you mean
A ,’n-v ’ £,

-them no harm. But^Ithey/always know it’s a very special^ 

situatiory^/very serious) There may be a lot of pleasant
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things about it, but we present it as work, really. AiuLr. 
-y?

a&ain, it has always fascinated me/how early the child can

accept t-hat——that notion ,we have work to do„ /Tliat some of 
/ ' 

Z> I*
it will be fun, and that some you won’t like so well, but 

that’s our workpand^so-

... the observations of parent-child interaction^****

just want torment ion ,/p>-—t-hey may be more druc-ial for infants

than for slightly older children, though 
children 

very revealing for older, /as well.
k.

I think they can be

But:-,

mother or

very often with the disorders of infancy, the 

father, particularly the mother with a child of

that age, may have withheld information deliberately^
/ 5u' T>

it’s more probable,that she has failed to tell you something 

important about what goes on between them/because she can­

not tell you that. She is not aware of it. She hasn’t

observed it/herself. It’s not available to her conscious 
even

awareness to report, as a problem or/as a characteristic of 

what goes on.

DR.  Are these observations done in the clinic, or in the home,X

or both.
■p A\ /_ ry.c < <•- v-c.. C-..V .val., ,

" rv - .
DR. PROVENCE: Well,-,/both. / Ag-a-l-n we try to do them in whatever way seems 

A

to be indicated for a particular case.

DR. _____ — Ps—d7t"'SErue-t-ured"*in""rhe-clinic',—I-'inean, what is the

situation in which you do the observation in the clinic?



. PROVENCE: Of the mother-child interaction? W-e-1-1-, we would try

to have them in a comfortable room. We'xl try to have some 

t°y9j> we might ask the mother to feed the baby^.-X we might 

pj^ay--wi-t-h--the~"'baby”’'y- play with the baby and the mother 

a-1-1 together, to try to get some notion of what goes on 

between them.

BRAZELTON: But you don't make it a part of your paradigm that you

go out to the home in every case?

,-.j, 
PROVENCE: No,j, that’s selective. If we suspect that they—are*-going

te-be—^—rf- there are gaps in the data that might be filled 

by/t-frah—i-f™there'--is^'going-^to be substantial difference in the 

either the mother or the child behaves/'’and usually you can, 

at least, have the best guess about that by the time you’ve 
‘iL<? /p/.Htki1

seen them two or three times^ I. saw a child these past couple 

of weeks^j.jhere-1 made a home visit this week, because he is 
b

a t-hree~year- old who is so inhibited in the clinic situation 

that he can hardly do anything. His mother says, "Oh, he is 

very different at home." So we said^zell^ that we’d like 

to come. Ifeil, that suited her fine. Vfedi,, he is somewhat
* TV- 

different at home, but, not very different, .at^hcune..---- What was

awfully important to know that his inhibitions are not entirely 

explained by the danger of that clinic situation. So, we 

try to individualize that.

I want to talk about the synthesis in formulations 

because, I think this is probably, in my experience at least



the-* thing that is the least well done, in general, in 

3^ 
^23'.

child development work. -Now^— a-gairry you will recall that 

the contact with the child and the parent has been mainly 

conducted by two, people. They are jointly responsible for 

the case, for the formulation, for the presentation to the 

parents. If consultants have been used along the way^ t-here—s 

very often the person evaluating the child may go along with 

the child and be with them during the consultation, but not 

always. Btify in every instance we ask our consultants fe-e-y- 

yeu-'knowy to tell the parents what they feel they must and 

want to. But-, but we-want^4:-o~ie't',*t-hem*'know-- that we want t-o 

have their data to put back into this- larger context of the 

total study. /Because what we found.iss I
? A

else has found, is what/social worker who

am sure everyone 

worked with Al and

me for years in the pediatric

fragmentation,’1/? characterized 
/A

where all «-£- this expert help

clinic used to call *•’ comprehensive 

c,/ />;
our OPD^.- and does, many places

y r • < --h A

is brought to bear on the child

and parent^ and they have^^yeu-know,—«-i-x—interviews, six 

experts telling them something and they end up not knowing 

what they’ve been toldy

v- Even though there may be no dispute— each one has told 

them a little bit of it^ * one has r-eally said, ltWetiT-fiow 

let’s sit down and think about what all dZ’this means, and 

wh a t / a r e fy o u r questions and—s cr--en
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DR. BRAZELTON: . Did- you say who— what the training of the two people
0

. are—that relate to this child, to give us some idea of range

DR. PROVENCE: — the people who do the work with the children

are mainly pod-iat-rie—- pediatricians being trained as— in 
y 6*.

developmental diagnosis, child psychiatri-sbo,/developmental 
y 1

and clinical psychologists.. They are the major disciplines

involved. Once in a while we encounter a talented and 

attractive maverick who doesn't represent any of these

disciplines but seems to have a talent for this kind of work, 

and we may take such a person from another field zBiit.ag^ 1 n 

that s lare, fhey are mainly from child psychiatry, psychology 

and pediatrics. They bring different things to the training, 

as you can well imagine, so fchat what they have learned before 

has to be supplemented in various ways.

The -people who do the work with the parents, as I said, 
, -Sy z

are mostly social workers but^-ag-ain-*-i--t- might be anyone of 
c/#a<-yAPic ,y

these other three/ sometimes/an early childhood educator.
5 A

We have an intervention program, so that, we have also 

on our staff people from early childhood education/'and special 

education^) and depending on their individual interests 

and talents^we would see no objection to their having the 

training in developmental diagnosis if they are willing and 

eager to go through it. Bttt~agai-n-7-that"-i“S-getting off the 

track ’-a ' Ti 11leT^-’
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DR. V
y O'
\

Sal-Ly-r™.e.an—I—ask- yoir'one --more -question?.-.-Ye-u-were -speaking, 
Cr-r 

and-, I think it is commendable/ that you have a way "that all 

of this is- orchestrated so that the person gets a single 

message. Who gives that message to the parent!

DR. PROVENCE: There are two 'peojrte—the person seeing the child and 
'-4,rL '0 C-'-A

the person seeing them/ Now^ most of that would be carried 

by the person who saw the child.

<>
dr. x:

C
That would be one of these evaluators? —

they have understood can vary enormously.

DR. PROVENCE:

i

That would be righty—the child psychiatrist, the pedia­

trician^ or the psychologist. The parent-person is there to 

supplement-to help them ask their questions,.^-"Did you under­

stand what Dr. So-and-so meant by that?" X or "I know from 

talking to you that you wondered especially about such-and
M i'i k ' ‘ " J-.

such. So/the social-workeTrs^role- isr-not‘ as*-*active—-or! '
A

the parent—person s role is not as active in that conference. X 

not—as—active^—b.ut/terribly important to the communication, 

we feel, and to the comfort of the parent.

DR. BRAZELTON:
prt .£ -
rBo they-see/them afterward, ever-*, or is ail this together-?-

DR PROVENCE: Yos, we always invite them to come back after they have 

thought about what’s been said or recommended -- or it may be r ) 7\ J

a telephone contact. And^^.a,gain, -thatyis accepted in a high 

percentage of cases, because^again, as we all know, what we 

think we’ve said and what we have tried to say, and what
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intervention?

•

There are sometimes ^.yo.u-.know^ in the middle of s-n 

interview-*- a final conference -—that the parents are so 

anxious or upset that they can’t hear you, and you know 

they must come bac^in-a-week-y-or-*- what ever.

DR. What is the rationale foryo-u-4cnow.., using two people, t-"

-■
a, v one for the parents and one for the children, instead of

S '
hav-in-g' one person?

DR. PROVENCE: Wel-L, sometimes its done by one person, but it’s a very

hard jobyand—i-t-s--partly"-that—the-—■ the comprehensiveness of 
/-i -* rX o 

the skills required is such that there are few people that, 

I think, are prepared to do/it all well. So, it’s a sharing 

of the work. Also, people are being trained all

the time. And, if you have a_.bfiginning*— a person who is 

beginning his training with the child, you need an experienced 

person working with the parent/ or vice versa^ if the beginner 

is going to work with the parents ^tfcen we feel 'we. need an 

experienced person working with the child^sou—that we try to 

bring as much experience and expertise as we can on the 

individual cases.

MS. Is the focus of the interview, usually, to share with the

parents more information about themselves, the situation of
c^

the child, or is it more to-be a springboard for some kind of
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DR. PROVENCE: We-ll_, it can be both. What -way. we say is that we will 

try to the best of our ability to help them understand what 

the problem is. And,^yo-u-know-— -again— that can vary enormously

rK ' depending on whether we've been able to tind-o-ut-, for instance 

may have a descriptive diagnosis without knowing causation.

And Jihat s not necessarily, disaster^because very often you can 

recommend intervention on the basis of what you can describe 

as functioning, as deficits, as assets, and so on, without 
ing 

necessarily understand/what it's all about.

,DR.NEUBAUER:
c, 4. r

Do these two pe-op-le- see the parents together, simultaneously?

DR. PROVENCE: Xes.^"-'— j.n the final conference, you mean? Yes.

DR. SOLNIT: like to add just one thing wb-i-ch may not be entirely 

clear. With rare, if any exceptions sphere is an offer of
whether ' '

service^/n it's called intervention or not/\there-is-an ..offer- 

>o-f—se-rv-ice»-being-available- so that when you are trying to

find out or understand that the implicit and explicit under­
1

. i

! standing is that we can be-helpful to you and if you want the 

help. Intervention is a highly charged term because you have 

to say whether it's

DR. PROVENCE: Intrusion or assistance -r

DR. SOLNIT: And on whose terms /?'

DR. BRAZELTON: V.ould that be within the setting that they have already

* h 
become comfortable with^or is ity another setting that you are
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offering intervention work?

SOLNIT: No, it's the same setting,;-' the whole way in—which that

setting and that environment is set up is that this is a 

long- , available service —(background comments) 
pi -i W- 4- -- T

so much emphasis on the fact that increasingly 

there are self-referrals. Even when there has been a 
KL/.■, *?.r, -i-v ' { * ,<, c..kz -

referral by aLo±—semething, very often the process through 

which the referral takes place becomes a self-referral.
auA.

They think it over/call up when they feel like it.

PROVENCE: The-o^h er—thing----- and thank you ?f-or-thaS£ Al' 1 think

that wasn’t clear. But it also reminds me to say that for 

those people -that come from out of town, sufficiently far 

away that it isn’t realistic for them to have the services 

from us, then—again, a part of our initial commitment to 

them isyrf we find -tTrat there is seme need for some kind of 

service beyond the diagnostic period we make-a-commitment

- help them find ittp^'help them look for it at leastj-5" 

we have a lot of contacts with agencies and physicians

all over the State. So they may go back to their physicians^, 

^ty---*th'ey~uiay 4,gox a family agency, thayL^may.. go to. nursery school, 
<5

.they— may~~go—to la children’s rehabilitation center, depending 

on what the problem A and MR facility —depends-"on-what-the
i -- 

-problem—is. But one of the1 greatest fears,—againr that we’ve 

found -feh-at they don’t always spell out---- that-one^ of—the

^greatest-'-'fears is that you are going to tell them what is
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wrong and then leave them high and dry.

: - rv-j. 'X-Ll lO-A/C#- £/t</ /\Ab-akva^.<< L< TXi,

Female question - unclear — answer "Yes” -i "Ci La_c- >-<»-

DR. NEUBAUER: I wondered what your general approach is here. You may

already have a pretty good hunch about the child’s difficulty*: 
participation ^/,:a •4-L^.tf.^.

^Y^and the parental/contribution to it and response to -it-.
- ' a, /? t r -L

How open are you -to tell/,the parents what you have observed
zi, i i? k- ’’T*' . ^k" • - j
T^maybe their own dif ficultiesxwhich—has- contributed^t-o—it* „ 

-z-Do you decide beforehand how far you may go and what—i'S- the 

capacity of the parent to understand it^-— or do you have a
j, ,v, (-1 o f r'1 a—-r>c-o-vC' <--ja

general, way of approaching (unclear)
7 w-A A

DR. PROVENCE: I would say Are fairly direct, in general. Againr.we- -

1 think one--of- the things we are likely to do when we are

'7
r-ecommending-what -is needed,——I think there, are times \.Then 

-Atz- 
we set up a program for the child in addition to^ the parents,^

. I £ i t k rD
that, might not always be done. Where., theoretically, one 

could work only with the parents to bring about improvement. 

Weil-, if we have a bias .it is in the direction of having the 

child seen, too^ Agadn^ partly because we believe that 

something can be done in the direct work with the child^ 

^ut, also, agadrr because we think it htrlpy^^-i/fc- facilitates
A C

the work with the parents. ______

T'C

*S 
'/ pl A 
f^v

-Now-, it can be used as a way of avoiding getting them 

to work. -And,—D-guess if we have any kind of hazard among 

the staff.-' it is seeing a very needy child whose parents
• o r 

are not ready to accept treatment 7* and trying to get -the



people to feel that they really must not say, "Well, bring 

your child and we’ll fix him up.” -Because that’s often the 

fantasy particularly- of parents like that. /And, it’s hard
W d- z

to resist if you feel*—wel-1---- our- staff could do something

with that child. So* that we do insist on the-±±' .’involvement.

MS -Sal-ly-j- could—I.. ask—a—question?-—JLf—it-—i-s—the- wrong ■ time

are there facilities in the State of Connecticut that can

serve these families after you have identified the need for

continued service?

can’t remember that we’ve not beenDR. PROVENCE:

able to organize some type

-tdrat^-or the fear that-—some thing will be discovered that is

that the family cannot continue with you ~~ supposing they’re

just a little bit further away from you^center, for example,-

Jieli-,—I— would—say — I

fear of your parent, ours too, by the way, is the discovery

wrong and there will be no one to help them. In the event

fee-ask 'qtireistlotrs';"'just'-tell-me. You said that the greatest

assist ance^has'- beenthey, come up against the fact that

of help. -Now-, it might not be 

what one would consider one’s wish. /j(nd/ sometimes o-ur

there simply is no service available. Sometimes our assist­

ance has been mainly to help the parents complain about this 

in such a way that somebody does something, so that it gets 

one into -~=—as-Al—and~T "were'talking--about’ on'the way down 

this-morning--— helping parents to become advocates for their 

children with their school systems, with their towns. Also.-—
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MS: cl -_-v-Ca-
0

-----advocacy bring help in time for this child —

DR. PROVENCE: Right. But I can’t remember an instance in which someone

who / at

service

nurses,

least / can be a source of some kind of

7^- has not been available. It might 
'-v .f.v
it might be physician, it might be —

tangible

be the visiting

DR. SOLNIT My comment was very much background to that kind of
I think that

question/, Selma, because/as you listen to this method, 4:t*-”S- 

y it would be sdrigiTtly^-dincoiriplete---'^ significantly incomplete

if you didn’t realize some background factors. First of all, 

Sally and her group have been functioning continuously for 

more than 25 years in one place,/iLn a small State that can

be reached from any part of it within two hours. Sally— 

herself, and her nuclear group have trained a fair number of 

c z-
people who have worked in the State Dept, of Health and who 

run screening and evaluating clinicsestablished a network
<X

of clinicssand so,/when the child development unit reaches

out to, let’s say, the northwestern or northeastern part of 

Connecticut^there’s usually someone there they’ve worked with 

and who can offer a helping hand. Even if it is short of

ideal it is a person with whom an alliance can be formed, 

if the parents want it^and who will take supervised advice^

or take advice and counsel from the Child Development Unit

periodically,but who have sophistication of knowing how to

"i S ''Ptranslate and'l^e available. Now I don t want to over/draw 

this but I want to say that when you are dealing xvith infants^ 
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it seems to me that for all the tedium and lack of excite­

ment that goes into staying in one place for a long time -" 
r -L

and,' I am sure here that Bprry/can cite the same kind of thing

for his own work, and—Peter—ean--€*ite-..it-.fnr._his„work------that 

That kind of continuity which has its own burdens and tedium

thoae_whcg have stayed in one place for a long time, you have

such things as a person/ come to you and sa^,'-^ "May I look at 
___ —----------------------------------------------------------^r- ' c 

my recorcl"^now married, -hav-ihg^children of their own, who were

evaluated by Sally and her group 23 years ago, ? for example-t

also has an enormous way of reducing two problems. One is

the pitfail of over/simplification-- that is, thinking you
A f: >"

know what you are doing when you have things come back to
;k

you .pnd you find out you either did or you didn’t. And the 

other is the establishing of a network of relationships with

colleagues throughout the region some of whom you’ve

trained and some of whom 

on committees in various

you’ve worked with in-other-ways
■/Zv-

ways which atirow—an—effective

leastjcemmunioat-ion — at enable an effective communication

which leads to the kind of summary statement

of an instance recently/ or in the past,I can’t think

where I haven’t been able to figure out some way of providing

better than no 
on

up/what was anjarva3.-uatf-xTe—--and’"-“"^— an evaluative determina- 
■/ / a, f

tion and an effort to reach a plan which might be useful to

thing -*■' far better than nothing - in following

; small in'populations' andy—-yvery few in—which they are

the child and the family. -Now there aren’t many small states

geography.-
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There are a lot of small states in the West, but there 

arc huge geographic problems. There are not many states that 

don’t have a city larger than 150,000 in which these problems 

exist. So/ I think that context in both the longitudinal and 
I 
i the horizontal are cross-sectional contexts in which this

takes place sharpens the. presentation 'that Sally has given 

you in terms of a method and an approach to this whole process.

DR. BRAZELTON: How many do you have to follow yourself? How many would

you say you have taken into treatment yourself?

DR. PROVENCE: In_our place? —Oh, around 75 to 80 a year/ which is

about a fifth of the total.

DR. PROVENCE:

But y—Sa-Ll-y*, how many have you carried over from the 
one

previous year? This...is / in any/given year/you take on

between 75 to 80 new ones'. What about those that come back 
A

periodically from previous years?

r/ 6-tL
Well-,—those—that are--k-incHof follow/up things',„^.ell,^ 

there would probably-be—Olt-y 30 or^AO/a year^of—those. It 

depends upon how hospitable/feel like being sometimes,. A* 

how overV-worked you are, but^no-----it Is -very-'-- it’s also, very

humbling experience to see people over time, because you are

confronted with the question of whether you were correct or

incorrect even in kind—o-f-larger, or more drastic. - more 

definite outcomes. 1—guess— I’m fond of something that I 

heard quoted as a statement f£f Ernst |<_.ris recently which 

said that if you want to feel successful.you should see
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feel very good.

MS

DR. PROVENCE:

their parents

How many are under a year?MS.

DR. PROVENCE:

there-would.-.-be.. out of 400 or so perhaps 60 or 70 would be

peak is between 3 and 4,or 3 and 4 1/2

*[ t and then some 4

with them when they were in thethan that
.4

with which we were concerned.age group

The-o-t-her*-thing—and -then-we—see, and I—supposein a way

but whatone-would say perhaps we are megalomaniac, we try to

problem development,any kind ofdo is to say that we will take

group with which we are

if we can answer the question

don’t do it so well.

JSal-l-y, what do

as part of the whole developmental

How common are families like that where

■J
S r *

if we’ve started

.MS

— what is the average age span - of population?

whatever its cause, in the age

7 
process so easily.

concerned. We will try to see

do about it£> And-, sometimes we do it well, and sometimes we

Wedl", it varies./somewhat from year to year, but I guess

to 5. We see children who are older

people only once and not let them tell you very much. I

Well, this is concerned with the children under 5, and

would add to thatand move every five years. Then you can

under a year. I—guess- the

families
you do to convince /-/where th

zlAiat is the problem?! MiatW its genesis? and, What could one

don’t see the roles
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that is still a problem after the whole evaluation and
input

therapeutic/as well,* and what kinds of thoughts do you

have on how to manage that?

DR. PROVENCE: We-l-ly I would say that if we offer a service, if we

decide that i-t-s------- that: this is something that has some

chance to be successful case and the parents won’t join us,

< again we take them where they are, recognizing that -for

certain ones they may involve themselves or they may be 

able to use only a kind of educational child care advice A* 

’“-~^~-and I must say I have to give them a lot of credit -for
. n v# / < t Ui

the patience and forbearance and expertise of " staff

» t*- /
to do most of our parent work because sometimes they have to 

»——-———~"-x c a. #3
work[a long time\with parents (before they/' convert it into

something one would feel is a real casework ----- . So—that
/ < < /*

aga-i-n they’re willing to tackle it although y—of- - course, the
/.<C V'£- ir"

parent" has to be willing to come.. And-; if they don’t -^again

that is a communication. But-/ the people who work with the 
a

children tend to come to the person working with the parent

and say, ’’Hey-,—what would you get that mother to stop doing

so-and-so r or do so-and-so?” So-,—again-, the importance of 
/ t a ' a

the close sharing and working together and having some

common goals I—would—say cannot be over-emphasized^because 

the staff can be really- split apart if there isn’t some 

agreement about how to do the work.

If there is basics agreement and respect for the other

person’s job then these human kinds of irritations and



difficulties can be surmounted.

Bu4l-3--i-t—-is people who work with children,-1'who have never
A

Z V
worked with parents in—gen-eral-^ tend to think that you-can

', ,1 y^« <■ a. a
just tell parents what to do>and-make them do it. Then--,—again,

this is one of the reasons why we like fee—have everyone 

involved have some experience in working with parents. T-he- 

parents --do not-----the parents^'I^wotrld-say, perhaps in one case

^n/a hundred a parent brings a child to us as a ticket of 

admission to get help for himself or herself. The other 99

do not bring themselves as patients, although they may say

You knoWj/I have something, to do this/but what I really

want you to do is .-accept: my child and help me -to-do that 1̂

but they are very different from adult patients seeking 

mental health services on their own out of a felt need in 

terms of their own personal/-so it’s very difficult — d—- 
A c >

J^ot—of-it-is and one sometimes has to have limited goals
-f l x' <L

for what kind of change-can take place j^-anchyou “have to learn 

to accept those limited goals without becoming pessimistic 

about the possibilities of doing something worthwhile.

DR. NEUBAUER: Sally, may I ask you about the developmental testing^)

...6- to what degree, or in what form, do you outline where the 

infant or the young child may be at a given moment in his 

development compared with, or in addition to, -what—is the 

special individual process-of—this-child'— developmental 

process of this child .— the speed, the ,(rush?f) of it, the 
Ze /? 
-d-o-layedness, or whatever it is. Do you combine it
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3,7-

at a certain given time, particularly at intake, because

you-take-weeks, or is this something that you later add as 
4 k « v

you know more about the child? My feeling is the term

P r/
developmental test may include both aspects*^ it is really

more of the second one than the first one.

One. i is the

scoring on the test protocoli-of items passed and failecb--tlrat’-s 

cure.—a t e p. And.-we. have organized those items that I mentioned 

using the old Gesell labels—gross motor, fine motor, adaptive

Well- yes, there are several aspects of/DR. PROVENCE:

language^ and personal ------------ - >>
.. -r eujuyiD'eii ine-ifl"ni!i(iiirMi)|k-r-wlii .1 1 iimenj 1 ■■T****1"1 *■■■*—*'

We ask people to look at the development in all of those 

five sectors — to look at the scatter,-age at which every­

thing is passed -- the peak^^and put that on a profile in each 
ymi—can

sector of d evel opmen t^5>-dra.w-a—p-r-o-file.v

But fcherr-to go beyond that and try to look at the possible 

meaning of those itemsj) and—I-have~--perhaps- it 'would be better 
U

-to do■this later. I brought a couple of protocols of six- 

month-old infants that can be used.
;< 4/

-New the other thing we ask them.-to - do is-, to record them

not—only--—to. ..condense—it- not-only-what the .child,, does,-but'- 
*/"2 e <■-
how^/he does what he does. Because,--very often the ego aspects

of—the-measurement,-let ’ s say, or something about,-let’s say,
c 'r'

-about the child’s relationships to important people can be 

inferred not d irectly measured
)
—but—can -be-inferred- from

some of these observations. So it’s used to score quantitatively.

It’s used as what I have referred to as a kind of structured 



observational situation. So-that either the examiner or the 

person behind the mirror will record some of these^-7 particularly 

the qualitative aspects of the child’s performance.
7 V- e / /

And,, maybe ask, for instance, to characterize such things 
/ X

as activity, tempo, affective expression, ways of interacting 

with adults, self-stimulation',-^- t-her-e—again-,- one can be as 

extensive as one thinks is indicated. That— those dimensions 

are not necessarily a part of every write-up on the clinical 

cases, but they may be invoked if we are perplexed about a 

particular child.

DR. NEUBAUER:
p<?r< 0.4-

I found it a matter of concern that less than 20^ of the 

1 
patients come to you ea-rl-r-er^-than—- younger than one year and 

-come..at t-he-- a ge
most of them/of -three or four. I—fchink~that even if one does 

not accept'C^l the critical period, I think that most

people would agree that i year
7

be seen and best

f-
or four some of them are re-ai-ly quite 

that is patterned can 

dealt with^but at three 

fixed and hard to dis-

lodge;,and I wonder whether there is any way of maximizing

the earlier which I think was most effective.
i \ /

DR. PROVENCE: you-know we try to get them as early as we 

can. We’ve picked up a number of the earlier ones from the 

consultations in the hospital. Some—of—the-physicians.-— 

those that are referred in the first year are more likely 

to be ——net—to—be self-referred, by—the way, but to be 

referred by someone who has observed that there is something 



going wrong.

Over the years^ we have succeeded in communicating to 

some of the pediatricians that bhe-re-—-is—a"-*" early referral 

makes some sense. T-ire-r-e-are others who—reali-y^.f^.el-t-liat 

-—they adopt a kind of wait-and-see attitude. Sometimes we 

get complaints from parents that they were not referred 

earlier*because they wanted to come, but they feel that were 

prevented^ ikeH-y—again, sometimes that’s a rationalization 

or retrospective criticism.

49ne very common thing that .one hear^/ over and over again"'— 

let’s say^about delayed speech^ is that -t-here-is-some • kind-of 

eii-ehe-— that-"-says- that age <-feur, and sometimes age three, is 

the magic number? and you wait until then before you do anything 

about a speech problem. Weii, that’s ridiculous, of course^ 

/But it is a kind of recipe that people tend to look for and 

love.

<« k-/a
I think your*' (question is absolutely critical to this' 

group-of-people^entire effort^ here. Attdy I have been intrigued 

with something that Kathy Barnard and Luna (?) Haynes (?) at
«* < < /./vi'.'ii

United Cerebral Palsy pu-b-me—on-to^iand-that.-is some statistics 
f-re A - »/r>f ’

which show that^cliild-r-en--with---- that- infants with minimal brain

damage,and this,is a more fixed lesion and perhaps it’s easier 

for parents to refer themselves for,/; but— when-they were referred 

by pediatricians,they got to^"therapeutic intervention by 

sixteen months'. .When they were referred by parents, they got 
y/ ?

there by four months.^-And I have a feeling that if 1 you
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up an advocacy; or your term is not advocacy^ 

teawork approach to parents. That----- this ought
s e " \ A I *

to—be—our .. goal /to get in a good deal earlier and to* set up a'
4 .A

something that is more available for this, whether they are

are setting

mine is, of
Ade

self-referred/ or otherwise.-and maybe we could discuss this

more as we go along.

DR. PROVENCE:

DR.

DR. PROVENCE:

You know, Leon-# you are worried

I would rather say that there are 80

about the percentage.

to 100 infants that do

get there. You-know you are putting it in terms of the 

total

Out of 400, you said - your—se-rvrces- —

> £- f" iv ’T

You’ re-r-ight-r-But-,— but ,-you knoxv? there tend to be more

Who get there as time passes^"

I think there is a kind of Pollyanna J? attitude on the

part of the pediatrician. I sax^ it in my work with mentally 

retarded children who end up with an I.Q. of 30(?), and the 
J ' .n ' jn r

first year you wit-h the pediatrician and tell the

mother, "Well, he’s a late talker/"and late walkerg?^ he 
as a rule,

will out-grow it." And,/the diagnosis of mental retardation 

in most children xdio don’t have any physical stigmata is not 

done before the age of 3 •>1- an^-orte-half.

DR. PROVENCE: You—know,—the re--are-some-things- - some 

are terribly late in their referring ,;and no 

more f-irmly-than I that every pediatrician,

physicians who 

one believes

or every person



who takes care of young children ought to know a good deal 

about child development-^But* -I—would -also-say--that—when

they say to us that if we referred every child who is a little 
k c 7

delayed and- whose-'-’- then we would be referring two-thirds 
-//it?/1"' ,

of our practice^ I-f- one-,-so -that their rationale for waiting 

isn’t entirely unfounded because somethings are, indeed/

quite transient.-'' ,And they may, then, over^refer to the 

detriment of the parent and the child. So/ I think that it

is a real dilemma for many practitioners.^to—* 1

Sally, I would like to get back to the statements you 

made'about the critical periods ear-lier -in—your-- talk because,. 

I think 1 - V/lv things/going on in the child development 

community that needs to be known by this group is the way that 

issue, is being battered around, particularly in Boston:; 

between two people;A- one wHo says people—- you can bounce 

back after -three, and what happens to you before then doesn’t 

really make too much difference. The other who says that the

second year of life is the most important year of life. -And- 

some of the statements that -you made about when a skill is 

being learnedthat-then it is at the height of vulnerability^ 

makes a good deal of sense with relation to how you might 

look at critical periods in infancy.

But/'I think we have to re^define, particularly for the 

people who use our information, what we mean by a critical 

period when we are talking about humans^) because—thi-s-one



, physician^ (get in there)during the second year of life^
‘A r 1 /z C'1 1

almost seems.1 then that you can forget about the child after
............''7:? c: *-$<? 5 ,S
that. Atid-the other ■we-LL3—tiiose—things - obviously-area- t

-> A- A , u2> ,

that important. And., even the physician that Leon taught
z^h e i'x** " ) >‘£vf

is one that-’s so fatalistic that by the time the child is
»'A ./ A . •

three.-and—one-half or four years of old —that he is doomed <5,..?

it—jnst means that there’s going

of work t-ha-t-needs to be done after

to be a -Hell-—of—a lot
3 d'-

three—and-one-half. It

don’t think.isn’t that fatalistic, I----- - ------  -------------- - , y

My feeling isl we ^are-going-to-have to be a-lllt-le"i)it 
' you

clearer, particularly if wVare going to make recommendations

from how the Study Center works, as to what this- infant

intervention means. It seems like it is a richness at 

appropriate times^V it doesn’t say anything about what the 

child is going to be like at 18 if traumatic things happened 

to him at 9, 10, and 11, also.

And-, I am a little bit unclear as—to where/ the child 

development community even stands on this. It seems like we 

have been battling one side against the other, rather than re-all’ 

paying attention to this as an important issue that needs to 

be spo-ken—tor

<—
DR. PROVENCE: Yes, I -titink that the question of long-range outcome

certainly ----- very important. -L-don1t-lmoW,“''ever-—

in clinical work, I don’t feel any need for 4-hat———to guid^ 

•1"’ what I recommend because I think it’s important to



4-3.

do as much as one can at a particular moment. And—so

/, •" o ?•
>£</ DR-r-^.-' Absolutely<p

DR. BRAZELTON: We found, that in trying to restrain pediatricians

jLiid—I-thinte that a lot of this lack of referral on the'^p-ed-ia-
/ 5. t-€>k .-4.-,. ,t <<v

v..„.t-r-i-e-i-anC‘s part/ is/their own need to deny a pathological

model"-^'the pathological model of seeing things as inevitable,

as hopeless, as helpless^ and—a-11—the—r-es-t^ and the pathological 

model of identifying what’s wrong with—people is really

interfering with people’s eyes—the i-r capacity to see

themselves as working with parents rather than against them, 
z / 

tk? »
or identifying, them, or.doing something destructive/ rather

/

than constructive.
t / /4 v- • 1) ) . .I have a feeling, particularly in infancy,/a more positive 

model of development and a more positive model of identifi­

es':

cation in working with people is _r.esJ.l-y critical to our 

whole concept.

I wanted to get back.to what you said^because I think 

it’s true, especially in trying to use what researchers 

find in practical programing, that there is much confusion. 

And-, one source which you didn’t mention, I think, is the 

difference between when something/ indeed/ has its genesis 

and when an appropriate intervention is most effective./)
. v > •>»' ■ -y *■ <■

which is something that is still wide open and this group 
you could

probably knows about as much as any group/put together
A

in this region.



.JkA.

B.u,ty b ecause something starts in the first year

I think we know.now;enough- in Sally*s work, and

everybody else*s^ t-h-a-t doesn’t mean necessarily

of life,--'

Peter *s and 

that the

optimal moment to move in is during the first year of life.

This is, in the case of an intervention, where there

is some deviation,,-really nobody can , 1V,'X 't/*1'*

w-i-th-the exception-of very severe disorders and where there

are neurological or other physical components that can be 
very certain —
Most of us have seen children who seem simply dreadful at

9four months and by .nine months don’t seem this way. With

the exception of certain very clearly identifiable entities^ 

there is uncertainty, but2 it is nonetheless true^so far as 

we know that very many things that may lead to vulnerability 

or to maladaptation later/'do indeed-have their origin in

their first year. But, if I may use a very far-fetched

analogy, it’s like a cataract operation. If a person wile 
k i < tv > * . . -

have trouble with t-he-ir vision, and you can diagnose it early

on,/you can’t operate until a little het later. It’s not the

hcritical

best analogy but it is something like that^ and*, it seems to 

me that we have been at fault in t£iie-"u.se of„our term

yz d-
period’1 the biologists have used this strictly to refer to 

a certain developmental event must take place during a 

particular period of time or it cannot normally /later on;be 

established^

In working with humans in psychological clinical areasj 

/ 11/has been confounded with the point of origin^ithe point 

(of optimal intervention/fhere's been some mix^p between 



preventive efforts in the face of recognized vulnerability 

and therapeutic efforts in the face of recognized pathology.

And, I think when it comes around this notion, when do 

you move In and vy-kthese may be 

important distinctions.

I think this is true, too, -Syb-i-1-, except that in one 

area we have two sets of clinical findings. 1-n-hiiman 

attachments^ for exampleZnow speaking from clinical 

*. / ■ x-'2r x/
experience in both analysis and psychotherapy^ / sge^a 

3,5^7 and up, if one attempts to build in the appropriate 

condition for the development of human attachments when the 

child already is <fnon^attachedn or disturbed i^ith human 

attachments at age 3 or 5, we can knock ourselves out in the 

clinic/and may not achieve it in several years. Whereas 

our experience in dealing with children in the first two 

years of life is that if we can work toward the facilitation 

of human attachments, the amount of time and the investment

•ment and seein,

is mobtx effect i-

,r/with much better results.
X 

the v

on the part of both the parents and ourselves is considerably

fee-r-vetftion' — when the

The problem,.—Selina-^- is that people look-at that last

statement you made as a fatalistic one. When you are talking
a __

about economy,''certainly/the way’ that^Sally presented it,

be±cure, we do what is appropriate for us to do at the



time we are with the child^) an-d—certainly we have

learned that it is appropriate to deal with those attachment 

things early.

And, also*, you could—haver said —-and- you work a great 
St / ,x

deal with some of those families and^had some success, but 

it took you a lot of effort to do that. You—did—*(even?)-say 

that—last^part^——And*, so/what I am dealing with here is *//i 

yes? economically and logically and naturally, in dealing 

with the development of the child, you might work earlier, 

but it doesn't mean, as some people have the impression— 

I hope not the people here — thatyau-know? you just 

give up that- if you have to deal with things at 7 or 8.

PROVENCE: I think what—the*mistrakc“‘has * beerr--4— one mistake/has

been made in using the critical period concept is it’s aif**-' 
A 

’all or nothing ^in relation to the human------

Much more complicated than that -

1
NEUBAUER? I’d like to add here, when -we look^ at our experience

with our infant care unit, you either- have the developmental 

model and then you stand by over a period of years in the

I development of the child — the question of the critical

/ period — not interference with new emergent functions 

becoming problems. But,-'very of tenclinically there is an 

additional task. You do already see and observe either 

intrinsic factors which are pathological or with development



already interfered with to quite a certain degree with

or second or third year of life 
J.,

jirid you already see those impacts you have

all evidence to assume that further development will be 

interfered with. So, I think we have a number of dimensions 

when we speak about critical periods. Do we mean the 
fl 0 H 

process of preventive participation in avoidance— not— 

interference as we see it. Or do we see and assess existing 
'p <. >. -z i 'fl1/'- T"

-authority which is not just developmental pathology but 

interferes with development. Unless one differentiates this 

the question of intervention becomes a question of inter­

vention as if you deal with normality unfolding, and now we 

have the three wonderful faculty of saying how can we facili- 

tate the processes of progression. (Unintelligible sentence) 
CLet? t-i- o-v-A-t--*— .Lt^ (z -----— T * *
And then how to combine it 7) aa-m — which is a

very complicated affair.

-Welly—:if —I—can- say a word here. Just as-one observation.

Do we have to think back to Sally’s point about individual 

*?
differenceso because I think there are children who close off

y
the channels earlier, -than others -who leave them wide open

and are available to intervention^ later
F o

What children would those be? Could you give us an

example?

Welly there are, I think, children who can’t integrate

—who were born with less capacity in their synthetic 



functions or whose synthetic functions are interfered with.

When we were asked to start 'a program for four and f-ive-year^

olds that ended up as Head Start, there-was part of our group 
• /> a / v >

that-was -saying, "For many of those children, it is already 

too late." And that’s what turned out to be^in Head Start. 

But/ there were probably more children who could be reached 
71 /

and could network/ or develop capacities that had been 

neglected earlier. Spitz’s concept and (sounds ..like Orlisses) 

is that if you pass the critical period for the development

of a new' function or what Peter Wolf‘d’ would rather call the

optimal period for development of a function^—-t-hat you can 

still develop—it-,- help an individual develop it under most

circumstances, but not to the level that i-t could have

reached the appropriate experience had been available in 

the appropriate time for the development of that function.

___

JU r J /
Z'; DR. PROVENCE: Weti, I was just going to add to that# I suppose thatA

^5^1- " 1 one aPPrtiPr^a<?e"'area for research, and I am. not sure that we

u know how to research it. Although we have, from some re-

, . -■ search andz clinical experience, some impressions of^-of-
that—go—like this

I that there are certain useful functions, adaptive and other™ 

wise, that are minimally impaired by (and noxious

i influences e*. .L'^v *' ' and others that are severely

■impaired by noxious influences of a certain kind, at a
v Ca7

certain time?) so—that it gets so- complicated, because we tend
<7 z

to speak in global terms of damage vs.^recovery y and what



.A9;

are doing, of course, is attempting to teasej)?) out things

do we mean by that£?andy_you. know, part of what many of you

DR.

that have to do with individual capacities or vulnerabilities 

or certain combinations of things which,combined with a 

certain kind of environment^lead toycertain kind of develop­

mental picture. It’s mind-boggling—*to me.

I think, of course, that we accept v cry readily that 

there’s a wide range in the development of any given capacity;..
LcU?'.^

-but—that—when-we begin’ to talk about damage-we don’t differ­

entiate in our thinking to such an extent that there’s a wide 

range of'- of damage, and that therefore, possibly, a good 

range of—o‘£ reversibility

DR. GREENSPAN: When we think about----- when we think-about reversibility

and the value(?) of critical period, I am reminded of your 

earlier comment in terms of talking about a general model of 

development1 ..f ieo—wha-t—degree-y-and* I thought you were talking 

k A- about, the L -/i-.u'-C.you were talkin§ about

structure developing at ever higher levels of integration and 

synthesis as differentiations occur; -'So that the model of 

development is r-y-ou--know3 innate (?) given experiences inter­

acting through a process and a sequence of maturation, all 

feeding in at higher and higher levels of differentiations? 

when we talk about critical periodsit may be hard to 

observe the effects of what happens in infancy, for example,



.30.

stress or strain which adds even more complexity to the issue

I’ve seen adolescents who—have disturbances where closesevere

history„ even with seemingly reliable

indicate any really obvious course of schizophrenic illnes

that one

parents, doesn't

In other words, 

even observe

it may not show up as 
certain

— until a/kind of

<to/late adolesence.

4''what we can measure" 

comes to expect. You don’t see the schizophrenic

in a family, you don t hear about the soft neurologic signs 
, ft.. . U i ,

i) (3, v. •'crr1 c Lfvs.
you d expect,;- — there ■ s -a term t-hat-—was given^—called super—
C / / ^ > 1 ■Jh x-' A r...

•phrenics the ones who have done extraordinarily we.1.1 j&' A* 

president of the class, hisisocial behavior 15 excellent^

pilose friendships are'-repor-t-ed in the childhood^ and yet,

✓ V'X
all of a sudden, yetr-know^—-if—we--do not accept1 the idea that

' ' A

this is a biological trigger^ ^hat this, in fact, was an

existing vulnerability but did not become-about until a certain
S c £- u »'*

kind of stress, such as the separation of late adolescent
X A/ C-

life takes us back to look at what—kind-of pattern of early 
<7/

development in the first year/not necessarily^wouldl be 

predictive but if we want to differentiate or discriminate
e> *r k1 - )

those who should be assessed -w-, those that-don’t-— not have
/* 9/ s

every child that a pediatrician A- what pattern/should be
/T tl r< »»<#' *" T- • -

suggested if further kinds of assessment, and how must we 

further differentiate our assessment tools, our assessment
A*—-11 | the

observations, in order to more effeetivelVlook at/precursors

.And jit?s probably not critical period, in the sense of biologists
r< ; y

talking about ^attachment that is irreversible, buty at certain 

stages in life no—doubt with new stresses and strains, it^s



harder to capture certain of the tasks of attachment — let s

say,when a child is 5 or 6 and hasn’t accomplished it. Wei lo­

be’s faced with all sorts of issues at that time, too. Maybe

it’s a lot more difficult, but not impossible. ( 
7

v-r'Lh ’ ) that you were suggesting earlier and

elaborate of structural development: and structure building 
A _

in a/A''' fl "’//-/--It. a .A sense, also, relating to affective 

development, where the relative reversibility or irreversibility 

has to do with the complexity of the various structures as 

they exist in relationship to one another.

I haven’t thought this through too carefully, but I’ll 
7-zc.

just sort of label(?) it and do some more thinking about it.

It seems to me there., in all of the comments/ there s an

underlyingy unspoken assumption about xvhat jl-s the role of the 
/S

mothert in dealing with children who have variations wh-ich \ar-e—

fit into the category which Sybil described. In other words, 

we rule out gross neurological or central nervous system 

defects^ We talk about the more subtle, the more difficult- 

to-localize kinds of things; and there are assumptions built
-C?

into the way in-wh-ich we weight these in regard when they. should 

be seen, to what extent we should become active or invited to 

be active, by according to hox<r we value/or assess, the mother 

or the parents. Mothering (cough)^ - to serve as auxiliary 

egos, to provide nurturance, and to be able to wait for lags
a 1 . , /'

or dissynchronize to become more synchronized. yXtid I suspect 



there’s a very vital issue in this? Having to dox(l-)- wrth 

-^in the most gross sense-/-/our need to be rescuers / and/aL.

/ becom^—really-j- too pretentious about what we think we can

'vr^rr*
do or know wjiat we can do., but Sally did say that we ought

■7
to remember the- mother-,-—™—-in-a—cerbain■-•seirse^-'^r'the-*experfr* 

/x-the mothering figures are the experts. Andy-then-, secondly, 
z< -C aa *. f •f" c f; h >' 1 £ v* ■< r
somehow-, the--way-in-which we assistance is provided* se-t-hat-, 

fe-r—example-, maybe the pediatrician or the medical service 

model rea-H-y is not one that-is--accepted for that kind of 

problem. Maybe -there -is t-e-be jsome other model,that we have* " 

,to look at and see}-- is it the neighbor? is it the grand-
5/, . z.V Z> - >

parent, is it somebody else that helps a parent decide--- -//< 
—you-know', j |

Well,-/I think this is something we can wait} or this
. , -d 6.bou't<P
is something we* ought to ask the question5 of.,-and maybe we 

don’t get the questions; .Maybe somebody else does. I’m 

simply sayingsomeplace in this the mother-child pair in
/S

that first year of life are extraordinarily important and 

complex. Arid, as we try to focus down, as we must, on the 

child, there is a tendency, I think, to become less aware 

of the differential role and the relative role of the

parenting figure in assessing the problem and in dealing with

the problem and in beang—able -to determin^ which route to
in

take about dealing with the problem.

^ell^-.-ther.e_was-a— I thought about Walrich(?)over the

last weekendj, and- he had. discovered, in his father’s notes/



the description of a syndrome, or a pattern, that he called 

the I executive infant1' - and I think that’s worthwhii-e 

i • • • 41keeping in mind as we go about our discussion. but,''I think 

,wbat Sally has dene—is assessed our developmental stage after 
s.

our first two meetings and she’s decided that we didn’t have 

foundations, and she’s given them to us. -And we /fit— in our 

previous thinking and contributions on top^-of that foundation.

DR PROVENCE: I was only trying to tell you what my foundation was.
/ '/.’A. /-<€^ ’

.Not what yours should be. Ceuld-Padd two things, -- quickly?— 
-ax-y r-yy--<

------------ __ln my compulsion To-neaten-this all up,—and-that is 
;y,.

^ieA°^-her thing that is demanded of the evaluation is that 
abTut ' which,

-is^t-hey written summary' which /-every one —"—ail—of—us-groaned

—-and I want to mention that because I think report writing
(A c. p t » ;

important. And, it has to be geared/to you—know,™
Zv'/‘ r ‘ i "**

whether-it-Ls an internal report for your record that’s never
/vz, // IT 4' <-

going to go anywhere else, or whether--^—with-whom vou-are -going 
J z ;4-k

^.to share this ( other than with the parents. And, most of the
Z / T

reports that are written by-/' at
> / least by physicians who are

child development specialists, and I suspect by others, are

in general useless for the people who are going to carry out

the work with the child. Now., if it’s in your own placej 
d (rd '-rd?

/ you can manage xthat. So one of the things we’ve struggled
I y S k c t *• I A <?t A./r. >*/<r,v

; with is r- what kind of reports/and for whom;^ what information
- garbeled sound -

do they need, how can over time, how can you

present things that you want - in order to help

and then again - the recommendations about what one is



goi-ng-to do and should follow logically the materials 

and put it together. And I just mentioned one other -— 

that we all have, and that is pretty good, or we kno'ft the 

facility -tha-t-is that is pretty good and we tend to recommend 

what is available. So that we have another step in our report 

writing, and that is,--you—know-, the recommendation -is-required 

to—be--, that—which you would recommend if you could organize an 

ideal service for these parents and child. Then, your second 

one is realistic and practical in relation to what

actually can be done. But/ I think we’ve often left out the 

middle step. So, we get-tq thinking-,what is available is what 

is good, and—now-j-you -know, maybe not everybody needs this 

kind of thinking through,' but we send people through certain 

doors because we attach certain labels to them, instead of 

looking at-^-well now what service -does that agency have that 

might benefit this child and parent,-* - and then you write 

up the report to fit who is going to get it. Where—you-think 

the—child—-well/■you'" know. I’ve developed a good deal of 

guiltless expertise at helping agencies to accept the child 

if they have a service that I think the child needs, and 
U /*

saying, ’well, I’ll call him anything you want me to/y if you1 

take him. 11 Well-, that’s a—whole—’^et-her story'-'- it’s a 

history of how services are developed and how fragmented and 

specialized they are, too. But-,^you-know-, there are formula­

tions and formulations^and there are labels and labels, and 
ought to

we ell knox» that, I think.



DR. BRAZELTON: Sally, there’s one more aspect that I couldn’t agree 

more with or completed?) in descriptive write-up p and- it goes 

back to John Benjamin's beautiful model of longitudinal 

study which, I think, is we can get that we're

jonly looking at children/at a certain stage in their develop­

ment^ and our failures may be just as important to their future 

development as our successes/ if we look at them in a longi­

tudinal framework. And, the sort of thing/ that you write 

doxen may be critical for reassessment later on to see why 

you failed, what you missed early on, and what may be under­

lying the —underlying-the reason for failure, which may make 

a big difference in an interventive point later on.

DR. LOURIE: We-Mr, to put this in a historical perspective, and 

maybe in a longitudinal point of view, I remember talking to 

Arnold Gesell (?) about some of the dynamics of the things he 

was describing,and he said to me^"What my mission is——is to 

describe what happens; I'm going to leave it to others to
/< LpY6'5 4,^

find out why and what, you do about it." And that's where

Sally picked up-- because that's what she has been doing * 

carrying on from there. But-, we've asked/Kathy Barnard 

would discuss this-p Let' s~ tunr-*this over to you.

DR. BARNARD: Well-', I've revised my discussion a thousand times 

while sitting here^arid it's a privilege to be with your grouppp 

and I'm not sure that coming in cold is a disadvantage or an 

advantage^but I’d like to j_ust provide you with some of my



free associations during the presentation discussionzand"'

one is that I think the kind of work that Sally so carefully

described probably represents the kind of involvement that

a very small minority of children in our society would benefit 

from and would (meet) 202 or so. And my concern today, coming 

from a history of working with a select group of handicapped j

mentally retarded children and their families, and now working 

with normal children and their families and also premature 

infants and their families, is a—concern for the larger
. . . ,/z rrll,'i'a

population of children. An-d, I have feeling/ that7we 

maybe need to re-think our human health care services in

terms of the kind of structure and the kind of support we 
J/ '<> h ' t'rT'

provide. And-?—if-I--may-,~-if I can just ...(clue) you out to
// C jt '

another frontier, I feel for the future and that is the whole? /■ i
business of a syndrome that I call ”It*s all right to feel 

nervous about giving birth, but it’s not all right to be 

nervous about parenting.”

^And-j I think we have now made some landmark kind of

progress in terms of mothers and fathers with the whole

issue of pregnancy^and we realize that maybe there are some

alternatives to obstetrical and maternity — childbirth-

re-ther than going in to see the obstetrician

-eleven times

preparations,

And-; I think we need to think more carefully and 
maybe /A

examine, and—then do some new studies on —in—f-ac-t^—>is-it-

during pregnancy, gain weight, have your blood 
3 ft

pressure taken A your urine checked and/patted on the butt.



possible to do more preparation for parenting during the pre­

natal period of pregnancy. I don't mean talking in Red Cross 

classes about diapers, what kind;’of formula7, -er-whether-yon- 

should breast-feed o-r bottle-feed/ or whether Gerber’s adds 
A

salt to their baby food so you should mix your own. But-, I 

mean establishing the kind of confidence/''you talked about 

the fact that the mother is the expert. Let me tell you, 

mothers don’t feel that they are the expert^ If we truly feel 

that they are the experts at taking care of their children,

K 4^
I thin^,—fcheny—that we have to learn how to communicate/ It's 

much more effective than who are doing today.

Most mothers feel unsure, unconfident, and—are-—quite- 

depressed about the whole business of parenting and confused 

about what father's role should be. So,/I think we need to 
V/ / <■

-give-some serious1 consideration/ and,/some fresh approaches to 

the whole business of preparation for parenting.

1 d like to pick up on one of Sally’s points--that the 

whole business of infant assessmentT-^and I was terribly 

pleased to hear her emphasis on the fact thatAthe first 
'""/alone without/'?"" 

visit, they encourage the parents to come along / the 

chilc^pbecause- I’ve seen in so much of my work, particularly

now as I have been x-zorking with a number of centers across the 
atypical/?)"" .

country who are giving services to -a—ty-p-ie-al infants -- -the

fact that the parents do feel that they are bringing their 
// Ise, // / S

child in for treatment^asd-y-■•its—in--facty / the tendency of the

staff people — the therapist, the nurse, the pediatrician, 



early childhood educator — to work with the child^and the 

parents don’t want to be worked with over a period of timeg) 

and_so/even though we talk about the fact that parents are 

important they are, maybe, the primary programmer of the 

child, in—fact-— because they bring their child for treat-
#4* ....

ment t<takes [awhile/for them] to accept that ----- t-bat they,..--in-

fa&fcT also can get help for their situation/ and need help 

in coping with the child. It takes an equally^, or maybe er, 

longer^time for staff to realize this.
"7 K v think

So.,,,J;hen,-Varf—pe-ssbble, setting the focus Go helping

r
the parent realize the importance of their parenting is 

extremely important. I—think—tha t it is a complex issue 

in terms of infant assessment. I— think it must be coniprehen 

sive. P-think it gets a-H very confusing sometimes^ i-n-the 

-ae-sess^iilnt—process, but I found ithat—sf—l-eas-t—f-o-r—me in some 

of the work -that we’ve been doing, that everything
-you—

fits together if you look at and/focus on the interactive 

process-^- how the parent behaves, how he puts it all togethe 

how the infant behaves. This does not negate the importance 

of looking at oapaci-ty—of- infant behavior or parenting
/ /

behavior individually. zBut/ I think where it all makes 

sense, in terms of the process of child development, is in 

the interactive situation^; therefor*, I think any infant 

assessment must include^component of looking at interaction 

between t4re—^character')--of parent and infant.

I was interested in your comment about clues in the
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as maybe being the clue to some of the problen/-<Ln the parent 
- ■- * • - i i . i s

o^_X-^7Ould~arlso' like to ^phrase that;as maybe the clue to 

the problem the parent is having. AM I would like to give

you two specific examples of things that I have been thinking

about recently. One Wworking with premature infants/then

going back to some literalure-^and, happened to be Brazelton and 
Ken—Cade—Ken-Hayes-(*’?)* ■ ‘ ^’suck-pause”'""'
Kincaid * s ?-) -Ken-Cay-’-s- < ? ) work Ixroking -at^ti^ed ■pavzs n-(M cycles, 

s u c kr pau s e/'L?'""'
and the idea that maybe the fMrclted^pnw-s-^ is the framework for 

rA
the establishment and- the communication network between the

mother and infant. In other words the infant sucks and then 

pauses, and it’s the tendency of the mother to do something 

during that pause. When she does it Vwill often help you to 

predict how the baby is going to respond^and I think their 
-7^ 1

work suggest; when she interferes, or when she does something 

right after the suck^doesn’t let the child pause for any 

length of timythat tends to ^long the pause, whereas if she 

gives the child some opportunity to pause and then strokes 

or talks to the child^he sucks sooner.

Well", I was thinking about that^-an'd we have been doing 

a lot of work with premature infants^and I was particularly 

interested in the organization of behavior. Ant/ as I lookci 

at the kind of stimulus they provide for their mother5or 
i / a K

^thei-r father^in terms of th±s human communication and inter- 
flCCiirrtd. 4^-. 4-Kk.T tu< / /<.<

actionsystem, -i-f—have—to-just/look at their suck­

pause cycle to see all the irregularities that that mothers
6 rC
i-s faced with in establishing a communication system. 1~ 



think^ /here* s an example of a biological^if—you~wi±13 rhythm 
A

that sets a pattern and makes an interaction more vulnerable.

It takes a pretty sensitive, astute mother to get in there and

develop a communication system has a flow* a rhythm.

Gt-K-y j The second example that- I have been looking at

recently7 is

at infants in the. nursery withy/he- New-born Behaviory'Scale.

around all the time, survey their environment. I’ve had

that—Dr-.—Braselton——•- infants who are very alert'-L just look

the opportunity to follow a couple of those infants^ -Lt—-seems 
z y<// 

to-me—that—we-need -to-,—f or—instranee^-lj tTould like to give. you 
L *) Sr. fl >> C„

a-s-peoi-fie-exampTe of—a case. .
tr iUn

This is a family., -very well-educated parents r everythin

going for them; wanted this baby very, very muchly and super- 
K>.' i h D

alert baby —you-know-,—just-——-looking-'around an awake
$,» 4 > **'* £ Ac".*

period every time the father comes home^p 5 t-d.S o’ clock /r)

just—t-ak-ing. jLn/his. environments But, they, were beginning to

have tremendous problems with the child’s sleeping. -And-,—-so* 
1

I made a home visit^and was watching the baby, and—they—said,

you-know,- they told me before, the fact that—he-was- going -to 
x. J u-

that he was going to have his first cry period 
A <C h ‘ i y 

/'-about 6:30^ it— et-e-rts-—so they wo-r-e—holding;' him/ and '
, v A

providing him with a lot of stimulation^and he was superfalert

for a minute.

and looking all around and he started to ^fuss-cry/ and-they

x#cjce„_hol-d-i-ag~him. _,And,> I sadd^^_ldo_y.£m^inind''if I took him
I d-'^>

b. ,it became obvious to me as-—I—4teld—iimni—



thay baby^f and I happen to be interested in sleep-— that""" 

_ih'd had so much energy stored up in his body that he-becamc-- 

he couldn’t do anything e-lrse but be irritable. Unt-il- (-?-)-- 

we need to thin^about the special vulnerabilities of tite— 

infants who take in too much stimulation early. T-here—are 

some-ways—that maybe we can help parents learn some safe­

guards',—you—know■ o£ how to provide, consolability, how to 

limit maybe the infant from being overtaxed in terms of 

the stimulus in/put,

So-gr—I—think that——-'—at ■ least my experience suggests — 

I don’t know always the right answer of what to do,and I 

don t know always the right answer about later outcome, but 

I feel kind-ef- committed at this point,; as Sally said, you 

need to respond sometimes, clinically, to the distress that 

people are having now, in addition to being concerned about 

some of the other factors that maybe are more predictive 

of later problems.

I-feel—very~-de f-initely—— I don’t know why our country 

can have p system that we de have in- ber-ms—ef-- -the- support of' 

agriculture^which is an important commodity, that is very51—» 

sensitive to the needs of growing crops, very-sensitive to
A / e f

the needs of farmers^ farm wives, and we-fail to have an 

equal system to provide support to families.'—to—provide 

support to parents. I think we need to steer away from

the,»-ye>u-knowy-eitheil—the pathological model of child develop 

ment. I think most families need help, and we've got to



get down to the level of knowing how to use the nurse in the

maternity ward, the nurse in the labor room, the obstetrician, 

the parent^-educator, to provide the concept of supportive 

services that are going to help not only tips' 20^ of (popula­

tion but -fee—reach- far more general population. And-,—really., 

^if we are interested in optimizing development^ I think we 

must address that. S-o-j—-I—t4ri-nk~-bhose are ’primarily„..my 

reactlrms-.

DR. L0UR1E:

DR. BARNARD:

DR. LOURIE:

Well, thank you. Just in time for the arrival of the

( sandwiches, particularly —

I always speak just before food

Particularly as you were talking about the rhythmic

patterns related to (too much background noise)

BREAK FOR LUNCH — END OF TAPE. (EG)



ID CODE: DR. (Unidentified male voice)

(Unidentified female voice)

- </Z
b r

5 ■ ( ' * 
:-I—sa-id-when -1 introduced

Left blank when not completely sure of speaker's
(T f*O

|irs—in-t-o—a-nd- several other
i
pie role of pediatricians in

identification.

identified, that we 

this country are at

j -if *
utifully presented, -the- team-

Ethel ; *7,--------- '' i
e crux of the preventing model^ 

<1. "TYt
— I think as Kathy Barnard

z; / r /'. < pS- •* v * 7 f 6 YC 11 rJ
also feel that at least 90, maybe/99J£/of the young parents in

risk and need help^and—p-o not, change our model at the time

when we are conscious of this and conscious of the breakdown of
o x <V # U- A

and the stress^ young parents —reallyy--'somewhere abdicating,our

the American family 

role.

We’re also conscious of another thing-§nd I picked up the hostility in some- 

t . ,yx ',a-5 tv^body s voice as—they talked about pediatricians. Bea Whiting'.is an anthropologist
I""

and-she s a id/^you-know, one of the troubles with pediatricians playing in an 

interventive -role or teamwork role with people is that they’ve been trying for too 

long to fill ep the gaps around the lonely and nuclear family that carTnot be 
/7 I
f 11 ledy^ip—as- eas ily/as - that'. -And they get so angry and so frustrated in not 

-V-Vce s^/<?s
being able to fill them-up that they become ineffective and hostile^and I think 

this is a tremendous danger. We see our model in pediatrics /and I think I see it, 

having been trained in child psychiatry, Z&s somewhat the same, as having been 

destructive, in as much as it’s a pathological model. And as long as we go on 

identifying people and looking at people for their pathologies, we are going to 

have less than success in reaching a target population because the Rosenthal 

effect is too strong^ .and—they can feel it and they don’t want to have to deal 

with it. Mien we came dox-m to the NIMH consultation the other day/"to bring down 

our tools for identifying parents and children at risk in the mental health area,

I^eame-dowiTwi th all my tools " ready;- Al came doxvn~with his ready, Peter#------- there

w^e-several-of us — we were met by black Puerto Rican advocates who said



"Don’t identify us one more time. You don’t know what it’s like to be poor, and

you don’t know what it’s like to be black or Puerto Rican. To go on identifying

us with no intention of doing anything about it once—you-lve-doneti-t is -so de- 

structive. I really heard them. I think this is what we’ve been ti-p*—to< too long

to you today^p 'We’re mostly stuck with the old models^aed the old models-that 

we’re stuck with at Childrens’at least, have first become tertiary models of 
CA. d I n A £ C-S n * U- o/"A. , f 1*£ -Fe S f? v?

intervention. We’ve been asked—fro—see—consultations ion the ward! -o-f""” c h i 1 d r eln ?
(■■u.iiniei"* .-ea,».^eWesj1 jr £

O r* Ivtw <, O
end-par c-nt-s- who are failing and-we-ve already failed and ^identified enough to be 
, . . K r" T'kci
brought into the ghildrens’ hospital as f ailure^ptty^epresent clinical syndromes

in pediatrics andsuspect^in psychiatry too. /And it’s time we changed itg) so
J/ ‘ ~

this is our challenge in Childrens Hospital in Boston today^and we’re trying to 

meet it in several different ways^and the outcome of part of it) we’ll present

such as failure to thrive, stteh—a-s- child abuse, multiple poisoning, multiple 

accidents, all of which asJfailures in mother-childhood Interactions. A-H—of

whi ch - we- see a s - fa i-l-u r es—of- -moth e r- c hi 1 d-*±n t e r action*— And • - a 1 1—o ti-whi ch, taking 

</ ' z ~Kathy’s model, if you go back withAmother^ historically/ into her earliest 

association with this baby,, every single patient we’ve admitted in the past two

years, the mother has said, That baby never turned me on.” And if you go on

beyond that, "That baby never looked at med" as a person, never mobilized 
fl / C- $-

what strengths I had. And we see these as not only/a challenge to us at the 

identification point and the therapeutic point buty a challenge to look back 

beyond that, to see what it was that never turned her on. What—we--might—have-done 

was supportive discipliney^o have helped turned, these two people on to each other.
t n

£?/Now we have another model, the secondary model which we see people in what we cal] 
. K 3

i Early Childhood Prcgran^and the Three I’s sends us all children under three.



>! - . . . .1Unless they /identify themselves on-the-phone as having psychiatric problems or <t.r <- 
y ., v t rv\ vx! e<"S*< 0 7 £ C e- /, y a v- -{-C. / - < - * . t t ■___

bei-ngZ‘-so-kooky—t-ha-t they can't answer the/questions >on.-the-phone-,-wi-th-t-he-'phone
. -f 

interviewers^—we-ge^ pr-e-t-ty-mueh of the not-so-terribly-111 problems in^the^^under-3
> 6 J /cem- < 4*z> "j

thelaje---of--thr.ee in our Early Children Program^£on Monday morning;] in the clinic^

^We do" have a multijdisciplinciry^.team} therey>we—have a social worker, and-we have 

nurses, and-we-have psychologists and-we-have a play therapist who plays with tphe
V . . )x

i children in a group and see how the mothers and tlfe children are in ter acting-they re 
&/ r &*':j-

■ interacting in the waiting room so we can cast that against their interaction 

with us in the pedi.atric examining room^an'd to this extent, we have teamwork 

evaluation around this secondary care model. Now we are trying to extend our 

third-year program into looking at how we could have an effect on primary care 

and-what kind} of tools tKsrt we can offer primary care/ for identification, for 
f')

assessment and for advocacy—hox^ we ge-t—in- as advocates^into the mother and 

father interaction as early as prenatally^aad- x-ze’re starting prenatally because 

we think that’s where most of the action may be/'.,£nd certainly around the peri­

natal period;we’ve become extremely aware about--power-fud^rthe power of our model 

for interaction if we take it on as an advocacy program. And we happen to believe 

that most parents know what they need and what they want if they re given the
/ n ev h ‘ C t$ 

opportunity , as Sally said, to identify it. So this is the sort—of context that/ 

we’re developing ways of looking at people and ways of looking at ourselves,;and- 

it’s probably a—heek-of- a lot moreimportant than anything else. And we are doing 

it in a research paradigm^-the research paradigms mostly come from child develop­

ment rather than from psychiatry, although^as most of us know, all of the con­

ceptual thinking behind research paradigms com/ from the dynamics of child 

psychiatry. Within that context, we’ve been trying to develop something that I 

hope will begin to solidify some of the ^interactional things we ^-showed- you



^3'* —^67-

zi iV* A L- f*,-6 x\ V V"

the last time bcXween-the-another/infaiTt-'-interaction.' We’-ll-eojne—t-o looking at
® ■ i) j.

the baby for what he can show us. if There are three different contexts that we

have to^see-throtvn-in- then, whether we ^kike it or not. One is in a hospital with­

out anybody else available, arifT'another is in a clinic or our offices with and

• I, • / /f? the
without the mother and or a lab, and the third / is-at/home with or without the

/f

motherland*nve ’ re trying to identify the differences in what we can tell about the 

baby and about his behavior^with those three layers in mind^ j We're trying to 

create a test with the baby within the context of an interactional setting,-whether
V LA)^"

the mother is present/ or not present,‘^are still looking at the baby’s behavior 
r1

and what does it,tell us about his interaction and about his past experience 

about interaction. As many of you remember who were here last time, I showed 

you how?clinically^we pick up the same thing that we see on our video—tapezthat 

cyclical reciprocity model of interaction abbtit getting a baby jazzed up slowly

1

and on his own rhythm until we either begin to get it or not get it and we can
/"g . . . t >
gray this in a baby tiicrt's isolated on the wards. There\?.no question in my mind

that it’s there to be captured if we use the right maneuvers to get it.. ahcf even 
zd/’'
If we have a baby and—it ’ s isolating, destructive and overwhelming as—a pediatric

ward without the parents present.

We-13;., our second goal was to create a test of temperament or style beyond

got

the experience of watching Sally give a Gaz-eTLe test early in my career and I 
£e$e// >

some idea of what Gaz-edH-e-was talking about. We want£ the cognitive, the motor,

the presently available and accepted tests, which would provide all of Sybillc

Escalona’s beutiful ideas about individual differences, /about temperament t-hat
A >

A 7 O
^——Chess-"^-T-homas-.brought—out, the Bayley and-Gazelle items taadHb^ve fortunately

had

and the neurological items assessed there-- concepts of what we can get out of



thinking of it as a coping situation

in the hospital is somewhere—somefor a baby whether at home or in the office or

wishful thinking^and- certainly for the

Winnie points out,

baby, on. the part of

Although our mainthe part, of the interaction.

we are alsoconcentration is on the baby,

people who have an opportunity to playadapted to pediatricians, the nurses, the

in a pediatric situation and then conceptualize them and document them and scale

them and so we'll begin to take credence from the pediatric^ standpoint^ 

than say, .^h Well then, that limits us we can use that as the basis for our

look and see what the child’s equivalent of coping is

the mother and/ primarily/ on

a middle-class population.', particularly, -they ought to be looking at a cross­

of the situation. -And-

just looking through the looking glass without

iatricians and nurses who are in

will only last lr to 20 minutes. The strengths of anything beyond that become

population. This is one of our goals, to find things that we set off automatically 

in certain ways. We-We—trying -to-make a test and we have a test? novr set up that 

thing we should ignore or shut out is missing the. strength 
A

so we look at this as a coping paradigm on the part of the

a preventive role in the developing situation. We’re obviously hamstrung by that 

these layered approaches to a baby. i-The other thing that is vital is that we 

must think of the test as—observation as a coping paradig/i -and z th ink of it as

looking -afr-the --or how this can be

looked at , herself and her baby ’-■/examined with professional eyes/;and- rather

mother/is a coping paradigp -—W

where a lot of the action is. It isn’t

coping is really a measure of the defense systems. To thing of coping as some-

so overwhelming and everybody’s defenses begin to get up £7.'pediatricians say that 
/ £ <*,a C —

you cant spend more time with peopleyou-Gan-W- -spend., it costs too much money,'

you can’t afford it, we can’t afford it^'and our target population seems to be not 



homes and in the office don't pay attention to these things. They do. They 

store it away somewhere in something they call intuitive responses. To me,/ that 

is no longer acceptable f-or—us if we're really going to begin to document and pay 

attention to what we're seeing^-ricalling it intuitive no—longer is not enough. We 
, S <4

can document it,,ajia we can put it dox-zn and look at it and say what did we pick^ up 
xkb r..L^A- 4 &< 1 - -i /-

when jhe was four-months old, what (didn tj we/pick up when he was f-etrr months old.
/VX <

And-.agaiay—what Benjamin said^maybe what we didn't pick up is—because- of our own 
J-Z-ey d're.

set of mind, our own limitations, or more important^ maybe -i-t-'-s/unconscious 
i-. ■ «t,.'

mechanisms that -are going on between the mother and the baby^and these are the 

things ^documenting it, having it inscribed and ready to go for a reassessment 

later on would provide us with. :Within this kind of thinking, we set up a six- 
n

frame/ Dave Elkinds meaning of a frame/ what is expected within a set of an interval 

of time, because of the expectation of the situation and the participant. Within 

this, we set up five framesJ the baby alone, the baby with the mother, the baby 

and the mother and the examiner, the baby and the examiner, and then'the mother 

'and the baby. We are aiming at presenting a limited number of stimuli, which 

includes some concepts of hox-7 a baby will respond to an object versus a person, 

and—object—and-gr-person and also the whole concept of what it means to have 

an object and a person proximal out—here-somewhere/and closer up. Arid we knew 

from our work that failure-to-cry- babies are stress babies and this is a very 

critical sort of reach spacing here, and when you get closer^ to—the-certain.-place., 

-the- overloading the hypersensitivity, all the things we talked about way-back
c< LcJ: y z

in 1951, becomes critical in how-they/can deal with an obiect or a person and' f J 1 >
‘tfX

so we don't think of this as any way affixative at this point. We've j-u-st- been 
=. <•/ z

working on this in the past four to six months and all the (-con tinue-on'next page)-



group effort

Cs. ee—If—we^ u-l-dhard on it^and—x^hat—we-really would like to get your

th

V

ieive them >

see would be

been vrerked -overthe

anything1""*^ nd your clinical history reminds me of one of the cases I thought

I might briefly present'cause it's very similar to the child we* saw

-and— th.SL.-child_.wouId—-regurgutate and—t-hab-would- -be- a-kind-of ■ case that we would

they *-ve been worked over in-every'-p os sib leeway-. They 'don't come up with

suggestions and then we’ll go back to the dpdwing board. And w

' Av

y ZThe three fellows' that-hc<fe have been working very

really. had .many infant ref errrtl-s. Most of

Warfeh^thdrs^rrhild w*cvery--time-:thi-S~.chilcL became excited- , / e-ne—o f these-- tee ally tZ<- f 
A vZ <?.

wide-eyed alert children and at 4 months f everytime this- child became excited
/C-. • ' v.ac.'w-*..-,

the—child regurgitated and the whole nervous system got involved in the response.

t r. f .
and-l-zthink" that we’ve been moving up a little bit

__ ____ a y ’c___________ _
"So they asked us , usually these are-'children that'nave-come in and it is

really not - they don't come in to us? we r^eatiy-are coming-in as! consultant 
'* A'-C rf/ f

basis. For example, i£HX tire kind of child trhat-weJ*d~be--apt to

olds . 1 thou gh tith'd t since we're going to concentrate

be- apt-to""see-—-And- when we'tc really through looking at tlxe—chd.-ldJs behavior

XXXHKKgKXXHXK
JL-tho-ught- that”T'"d"’s fart by ’felling' ybu"Lhe'"kindsj of -children that 

.. L ' ‘ ‘ ; c* * h' *- A
wekreh ^-pe hospital. We get v.e;ry very few

. And—they ve—h ad-—-,t h e y1 v e reraHy 
/ T ^5* C».-v € *y * •■^4 i*1'

by_—the-Jv^ray--. department-,,*^ .-They've* been 'wor Ifdd OVCtH^1—‘by-lKd, -chemistry

at long , so we haven'twj_tli*»the--faet • ■ that" we"" haVeh’ t been thbj*e

inf ants" -ref err ed- to -our outpatient linic c-dihif-"Maybe - it has"to do

as an introduction, maybe Winnie Parker buld take over.

that

in the. outpatient

clinic are 2



PARKER:

MA< -

\f~,A -^/.
, f'

I thought that I’d start by telling you the kinds of Children ' 
, --/-/■ « f 2 <■* '■*'h

that we re asked to see in the hospital because,, we' re r-eaH-y-

asked to see,.iir-fants..mostly__Ln—t-he^-hosp-ibaL. We get ve-r-y-y 

very few infants referred to our out-patient clinic, which-was 

why™-L-^skejd._you._how--many._l,nfanits — ..

c <.< Vv -<L-
We-get-ve-ry-f ew;..which ‘partly ha-s-to-do-with.-miaybe- we

haven—t—been -there-*that-—long^ /We've oirl-y been running the 

out/patient child clinic,about two years. Most of our 

children in our outpatient setting are two-year-olds.

-I— thought—I-’d— _since we're going to concentrate on

infants^ looking at infants and how we look at infantsI 
y o 4.t. <ri.-

thought I'd give snae-of— the spectrum of the kinds of

infants -that we're asked to see in the hospital setting

and how we proceed from thereat)

Ik—i4sed-to..jDe—- we used to be r-eall-y- the last con-

- i sultant, ^ked to see and T th±nk

we have been moving up <v t / <



f gpt some feeling for what>4^i—f ae-tj was 'IT*'at the basis for this regurgitation 

^A/e-rnetp with the family and w-i-t-h the. mother . In this case, it was not a very

sophisticated mother and it was a very disorganized family^ in terms of how .
71-

towork with the family, to work for the child . ^ndv another
I /i u Ve -H <2 k x* \

kind~of case I thought I’d bring up ^ra-s—KX-wben-you'^re feelingxsomething . /
*' C^'- “

is wrong with the child-- an intuitive response /a pediatrician may have/
rTt -/ '

there-’s something wrong with this childr But how do we get beyond that

styrt—of- intuitive feeling that™there** s"some thiilg'^wr ong" wi tlr" this - child

and—the—-chiJLd^zas^:over;r-4~mont-hs--old-A Thi-s—is -a-child who. .has* .had diarrhea

and what can we do^about it. And that’s the kind of case/I was asked to , .
d-k-i- h e r-x-V t- < pc r A h 4-k n<Je v_o_ ::222-.' c 1 1 J

see yesterday. ^Is-a-chi-l-d--that has had a great deal of XHXXaXXMK "’diarrhea*

since" birth and the mother came up fromMexico City so the only way of having

and there-Ls-was—no

to see her at the last minute^/

had ab»ol-utely—all—of—the-organic XMZLX <W 6

continual contact/- 

j-u-s-t- waiting for us

XII In fact, she was already discharged/and "she-j-zas
- - ’A’,-,

This was-a child who had
Av.-AA/- '

reason as to-why-this^cfrild- ha^ had diarrhea since birth. The child did not

have poor weight gaingand- when we went-—in-anxi* looked at the child what wc saw 

was someEKXKg of the kinds of things that you were talking about. We saw c

about this

example in

any l

\ whole disorganization where

didn’t have any', great catise

the child’s com 
sys

A<v* 1 x
in Mrs- sleep cycle. H.C didn’t have any cycling-i

and a disorganization of
a disorganization of the child’s behavior/ And- this is what people were 

71t : • S d -1 ,a
./^t-Mnklng <aad the nurse//pi-eked /up- on the ward that there was something wei-rd

child. Arid when we were actually able to look at i€ we saw for

the visual system/the child just looked at you and never had
^A- r .tx /-/ a-'V-#. td- dL#- T

' • And—tlren-by history, the child also didn't have any cycling/"
Z/r c?\A^ev) S3m) u
l+is sucking/so we see a

the child/not only had a-'for-cepXXbu^r MXHiiX
abnormal 

pattern to herself. 5he- had some mildly/neurologic *■<#*'/ I I
-7



« a .... . I\ , .Wzv-u* 7 5,.
V 1 - tU-A'"'1 ■ L, „

'. '*'* kA*' x< ,, \ tV-l1'
<> ; -*,A /■ (•'■■-,J' ''"' V‘''- pj v pf) \ 

findings/.^hen-.-th cotiier thing we noticed about her was that she went from

•deep sleep to vigorous crying

sHXX and when the mother held 
(30-< Are, a C -^ vvk-1

thing we did see. the baby was
' \vcA

some interaction, even though

her and rocked her and gave her a little noise -
— ' —-------- t.-r> 1
able to come through this disorganized state.-'have

< t^Vv Ccd'
it wasn’t a normal .typical. rhythm interaction^

, Xith nothing in between <) juat—bac-k-and forth

she KXXH&X was able to smile,

suggestions pt ways of handling

asked to see very often and these

little earlier .on would be

she was able to have some interaction. This is

we’re usually called a
K

-And here again what we try to concentrate on was the baby’s contribution

You have to put the whole case together and to-make-sense..., make the case

the ki-nd-of way we look at sort—of- the total picture? and-what we found was

make sense for the mother, too., Give her some
... V

this kind of child. (Then a third case we are

pathological symptom/of- the HXXKKKKXK diarrhea, and say what-are the
,<<■ Le.v<? >

causes, of t-he-diahrrea , you had to look at the whole picture.hHHXXXEHXMX

falling-inydeep sleep and when the baby vzoti-ld—have terrible crying spells, 
/c- C-v-- U?.-r t

the mother would feed the—baby^a-nd the baby was/taking in about -1-5-00" cc s 

of milk a day, so it’s not surprising that /the'-tra"by™ate-maybe
„ -r- A< 1 > ^Za> ' 1 /

as-much as“~6 7 Bybunce hXKM bottles a day,, ■ S<y-it‘“ wash’‘ff‘e ally surprising

-±hat—the—baby was having diarrhea. .But—instead of looking at the-one

that—th-i-s-baby had been doing this - these terrible crying spells and then

to the interaction We also look at the mother’s contribution and the interactive

patterns.but

-interaction.

6 months old

A' '•L 1 K ‘\ '\-_to_the—

2 ozs. AT the time we, saw the baby, the—baby had very abnormal interactional

again it s hard to understand what the baby?,. ., x £. t -A.y/i A i y>3,7 0
Agaiu-J-wdil—bring an example i-n off q.. baby I saw, who x^as

A 4*
and weighed only -o-ne pound more than his birth xveight of 7 lbs

patterns and; turned away when we wcT'e'^tandiTi’g close, and we used the scale
A,,./-------------------- . 'L : .. \/

Dan Rosen/has developed to look at t; f- V‘s
G-k t <• 1 ! : ; '



~~offices were pretty tuned in to the fact that this was probably 

lan interactional problem . They said they just -earr’'t/ find anything wrong
i t-ix. .»* !• a . t -* i.i -*I <VV- X /V"V '

with the mother . She seera0 really KKXXX at ease she-seems-really well 
jJ-P a.4 u 1^0 r

put together and jwe just de-i^-t see how it could be the mother’s fault
r/ A w th '

that the baby is this way. So'obviously, theynse communicating records 
""t/o L-<- C' ’)"> ♦.LL5a.^4 ^w-.y r/<- 0.'- t •' •; v f • >
______________________ _-=Sbe-was--really -very" defensive►,^4'oh~s-he/persisted J 
per__________________________________________________________ "'X*/

■to-be over 6 monthsv find we rerri~ly/only/ goy two clues, and (One was that 
bLc J. L C from the time She was about 2 mont

she said weli—I- was concerned about this baby/because she/didn’t follow 
U.l-1 ihv-C, t'/ V..[ "tv-*- 4# a./#4vOT4-f?* \ i V "^r®

objects . J^he baby wasn’t a person to her. The baby wasn’t following her,

the baby wasn’ t looking at her. It wasn’t that the baby wasn’t following 
D v--y" V<.’ jk. r-V" L-V •*-

objects . And the second clue we got is absolutely one thing in 4

, •4—4 ' 1 . , p C
 - What is your baby like in a certain situation ? See how much

the KX^XKiiKh5KXXKXLrK baby seems to be a person to that mother -? ,And XXX 
Z <- ''tK #

this baby wasn't a person to that mother. She said welly- he* s a good baby,}

That was pretty much all she could say about him. And-what"that-meant -

ilaX when we got down and said, what happens at the end of the day w c ‘ \

^a-s that the baby was in the crib 20 hours a day and not complaining about
Z?6 co z d

it. So i-t was a good baby to this mother who had other children^ That-'

""was'a good baby-:and“-thowcrthoT"*6'-e3aildren seemed to be thrivin^,i?4rre'. ^trrs^ 
ft/* f O-t i ‘/iv*

baby as we got to know the baby and the mother better. ,could not take/much in

the way of stimulation a-b-ati-r and but just
- v t-

absolutely turned it off completely^ jjist^-uned-^ut-l'O'OXv You just couldn't 

reach that baby even if—you-came with a bright red object. The baby completely 
B-''

tuned out./.If you came with a tiny li.-tt-le- red thing, then you could get the baby

-to—funet-i-on-, you could reach the baby. So we learned a lot about the baby.
C2-3V-. v C '>O; '..rt t

The HX1RIX baby never initiated any-th-ing-with the mother or with us and still



T

r '.V' H > 

/ M22--4—— 
-j?'>,/<VV'> -"" G

" .>k- ‘ -ft.'.t' CiV: '"7‘

persists as a nonVinitiator/ Then we know/when the mother/brought the baby i-n 
A H‘<-

, to see usyii she had an hour wait, the baby would just be—l-yrng./on her coat
t < .l-v-a4;—-e—5-—•

- - s_ V — ....... .. .
-out on the bench . <Tt seemed very unusual that.mother was-not"'holding the 

/-•<-*<- J* \j. / r R
baby. So we worked with them for a couple of months and now they are doing

pretty well.

QUESTION

ANSWER

What was the format you used for working with the mother ?
< nutritional cP

The baby was in a very precarious/state. and-she was always on the 
r ,3-*i <*.- ■

verge of feeling .-she might have to admit the baby to a hospital5 so I had

. real organic concerns that I had to follow the baby very carefully for.
P 'S 0 *

Plus as I was following the baby, wh-a-t—1 tfas doing """"’wlTlT'The mother-is trying 
-t7 •£' n $ /t_ c

to increase Jier- perception of t-he child as a person/ trying "'to*1 helqj' ht'r “To"*”""

a.

QUESTION

ANSWER

see—this—child - as -a person and I did that through looking at the child and
- / Z ' //- / »
saying-to- her what, I|rn seeing about the child and increasing her perception.

Was that set up merely to,, balance the task you were involved in NY / RtJ-- i t a v~*-V„ r i *■ p v —--------

Did I set it up between her and me? I set it up in my head;I did not set

it up between us £*s as I said, this lady was very hostile, and she really 

reqirnained extremely remote and defensive although she became less hostile 
O-o '

-cause the baby did better../

question

ANSWER

She was bringing her baby in and you took advantage of that occasion 

for—you to know what the baby was like.
—C,

Exactly;; in the beginning/she wouldn’t even look. She would stand and look
- '

out the window during the time^but she was hearing me, something was getting 

through. And—then I would/interpret the baby for her, help her to see the 

baby as a person and se.e-.t-he-baby as an individual, and what he could and
, , 1. ?

courdn t do;and also communicate my real concern and interest in the chiJd/'



and be somewhat of a model for he?: abcut the cou2d act.
/•

E.B.

I thank yovr question raises something that we run into a great deal, and

that is that we—do—no-6—-*— we get people who do not self—prepare themselves 
i

and are mostly sent in and pushed in even/because of somebody's concern

about the baby or because of their own concern about the bab^aad that may 

ready to offer andpush them in, too. But/not—for—help-/ the kindgwe're 
A- Z

so their defenses often increase around an intervention^and—it raises
s 

facinating questions.

/Over the years, we ve been seeing patients on the wards and we've been 

coming up with formulations about £heireand I've been sitting there jotting

down what we've been saying about the babies —what goes into making those 

formulations and writing down descriptions/pand what we wanted to do was 

somehow^system^tize our observations and try to dissect and look more

closely at what we are basing our impressions on, in terms of looking at 

the baby's behavior^ and at the same time we didn't want to lose the 

whole^Gestalt of what the baby is like/paiid''''this was really where we'^-re—*at 

now^oftrying to disject out ways of getting a conceptual framework some-

. 4'r t A J-k
thing you can actually score and they have a valid instrument to look at 

» U- / A
a/baby^ showing you a little hirty'how we go about looking at the baby and 

when the 

Diff. Speaker:

-One-o-t-her-t-hing-, one reason it's so important for us to direct the baby's 

behavioral think is^since these people don't present themselves for help 

or for intervention and get more defensive around their own great reactions 

and I think of the syndrome as feeling guilty, of being helpless Zwe resHy
- r

have no way of reaching thrti to the motehr as anywhere near as effective 

as understanding the baby and the way she sees it. AnxM^^comea^^very



V i c x ' if "h ...
power-f u-1—-tool -for -communication -and-for laying the basis for a transparent

situation./to understnad the babyd-e-behavior and seeing the facets of it. and
/

then be ready to use that as a communicative too], to reach thru?* ^the baby to

the mother.

PARKER: _.<V
z S' - # tv / /(

Going down the left hand side of the paper .(they-handed-outi a list of 

behaviors that you can observe in infants. You can look at and  

You also have a list of qualitative aspects that you can use as signs for

each of these observable behaviors. For example, you can decide the inten­

sity of the body movement. I hope we have some sort of reliable scoring

for that parameter of body movement and the range of movement. These are

the kinds of behaviors that we look-at nd these are the kinds of obser­

vations that go into our saying this i

calorically (?) organized^or/a baby who

a baby who is extremely low

i-s—vis tra 1 ly- o rgan i z e d i s hyper

alert in a visual sense. These are the kinds of observations r-eally that

go into that kind of .Gestalt picture of the baby/we ve all been doing- f 
' z f .

t-*- ,
clinically without having done the evaluation and the way the baby functions

that we’ve been using on the board. This is really what the   

today will be based on;and then we’re going to look at these behaviors in 

a variety of diagnostic situations that we call frames. Our goal is to

try to which is what we’ve all been doing clinically with­  

out having a valid of which to do it. -/To extrapolate from these

And-

the A- that we’ve picked out

certainly where are

observations in a valid and reliable way,.to some of the temperamental

activity level the child’s intensity both

characteristics for a 4-/to 6-month-old infant in our test situation.
'■4i" 

and have been working .there although this

reactions in an interactive situation. Attentional characteristics of



the child and the child’s coping styles and this is something we reatiy-do
5 -- * S' S.

put a lot of scores on. We do-TreaM.y look at the intense situation as a 

situation in which we have different task situations may be different - 

. And then the other one or two reliabilities which is

For—tire-fll-m-that we’re doingy today we—have a film on a 5-month-old baby( 

The baby was a full-term product of uncomplicated gestation, labot.and

delivery.



Parker:

I guess I’d like everybody to have this paradigm in mind. (

Brazelton: f »z - < t . a, . xx """""X 1 "" 1# - " r I. < tj X . * .* 4 - - 1'') < v f7 * I w\ 1 **'*'*'I / „■ V x ■ / - v X. f
I think this is what we’re obviously getting at and this limits one’s

t-J & d- t 1 c a y < y
thinking if you look at this. One of the things constructive--mi doing 
^Ls 4Lm-t- C a-V( <
these scale^ was/trying to find a way of G~ process^and rather

than looking at cross-sectional—a baby — a mother-baby or a....we’Ve b-G 
_X-I ''"■<1. S 6 1**0 *AX #’t f 1 I i A. , _ - 41 <" /. y 4 1 / T .

trying to^lool^at the process dealing with process that tell? you about 

100 times as much as a cross-sectional cut, ^And the neonatal scales as we 

-e «'**' i "C#* V'*
talk about them.4 -The last time/we went after best behavior. Wel-l-,--as 

we thought about the kind of behavior you draw out of a 4-month-oldfin a
£ ,,v I c.

situation like this, you/'draw out the process most indicative of what the 
5

process had been and what it might be in the f uturec^bvroirsiyy-teo-, We 

felt that the coping paradigm seems to have come out of Rene (?)  

work^ although that’s pretty drastic. Some of the questions that her 

coping paradigm had raised which are how....not having the mother in the
■#*>'€ #t /**'} -fh C <’ i /■ /(1 A /<< ''/■.-/ f - £4-.— yz/d dt'

room cuts in half .eu-b^-in-hal-f his cognitive style, and what- have-yout 
Z A t* /co / /-<S s ’* z
was reaily something which was worth our understanding because it might 

give us some clue as to the richness of his affective and cognitive 

personality^ and as such might bring us back into a postdiction as well

as a prediction. And-t4iis-baby, I thought ^the 1-ind-ef way... she responded 

to frustration versus to ------- I love the way she gripped the. mother’s arm

with her feet.as well as her fingers. She just got hold of her all around. 

JVnd ^his kind of richness^for instance, around this paradigm being expected 

-Vi<L
to be picked up and not getting it x^zas r-eel-ly something that you scored 

1'11- r- **very highly on m terms of coping capacity. And-thd pther things that we



of a A

a round the

you get one

corner,

in an

begin to

would be facinating to put into

effect

ESCALONA: 1 /(A

/<? L b ♦ rV- V
thought .ware—really nice was that which Winnie just became aware of, and

corner, -Arid if you get -both--the behavior and the mother there

sort of document some of these things, it

that is that the richest i/zicA i full behavior that we get out 

month-old baby is when they’re trying to maintain communication

kind of responsive vocal behavior but if the mother^' around the
bo- H \

he__seems^ to cast Xhiat-r-i-ll^ rich^ sor-t-o-f com plex vocal activity

^attempt obviously to get the mother back. .And if indeed^ we can
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/ different task situations may be different 

really look at the intense situation as a situation in which we have

And then the other one -or two .reability which is  \

i ................. ..... ........ —.  
,•/ . Z \
Ip For the film that we’re doing today we have a film on a 5—month-old baby
I ■'r-vz *
^Thiis Jbaby was a-'full term *- *'■ 11 $ uncomplicated gestation ;- --- - - — - y
JEbe—baby/,was-a"'fuld."'i:erm-produc.t-..of—uncomplicated-pregnanc-y., labor, and

--r-s _y--
deliveryThe ? .bor^only lasted•5 hours and the delivery was spontaneous^' 

. . fr * 1 \
no medications . ere usedA,-and the baby being completely normal at birth

/)/< d-
and pers-isXed-to have- a normal no problems in the nursery.
Mk'-tn ^/-J. a.

-urrti’l the baby was 9 days of—age -•she—was- home w-i4=b—her * mother-,-* *she~wars 

being breast-fed, and—t-here.'-were-no-~probl.ems»-she was found by her mother

to be quite and not breathing. The mother was able to

revive her at—tira-t—time-by shaking her and hitting her. and—then—..2- days

later they—did- a breathing study, on the baby over a KHKkaxn 13-hour
1'J- A x
-A . C> r-'—l(!„< ■

period^and/ found that in—f-adr-that baby had in maturity in
\, . i ' A

the .nervous system and had a breathing pattern similar to what you see
/A T

in. hypoglycemic children where she had prolonged periods wher-e- she -ymst
/ /t € rd- T * _______

didn’t trigger herself to breathe, a-n-d—had long/periods of ■ waiting7 in between
X C ir** 

breathing, and you could easily see -—she’d —just go along and then stnr’rt stop.
"(ZZ T> *kt>
/I didn’t know whether she was going to start again..-And these episodes seemed
/ z n r —-__ - --------.------- h< // • t-'A - I

to be much more frequent in—her -sleep-*stndy—in the 13* houar- studyj in—the™-t-ime 

mia t-ojgo along with this ^or any organic cause For— this would probably be 

she-was-asleep just before she woke up. There have been findings on hypoglyce

on the basis of the immaturity

I •' L ' kept the baby on the <v--v ’ of

of the central nervous system . The mother 

other pediatricians for-two-months and after



She would not 

if you pushed 

by inference,

Insert for page

because of this ghastly ? past historyJassumed 

present herself as such. ,■ zShe would never ,L-even‘ 

her, =admit that she had a problem. AntL-so-r-we"—"

that she was going to have certain problems.in certain areas

separation ^'autonomy would be an issue^? and -by—rnferenee-

we were stuck with this kind of soft antennae t-hat—we—go -'•int-o- 

but it eVen- have to be soft any longer. We^ve^gotl ''■

behavioral back-up now that we can use to either answer our 

questions or to raise other concerns.
— a friend of Winnie1 T

-And t:hiS' lady > who is /is notxE^ax a person who would

ever identify herself as having a problem'and- in reality^ 

^slie doesn't have a serious problem.

Bufe? these are the kinds of developmental issues that 
€ x'f!X" t

we are-into; all the time and we would like to be-mo re- into -

opportunity for intervention

--------------- r .

I guess I would like everybody to have this isa^gi-ad  / Ok.

what obviously we are getting at and this limits

one’s thinking as you look — One of the things we discovered
were

from doing the neonatal scale was that we trying to find a

way - a process and rather than looking - a baby - or

a mother-baby we've been trying to find some way of

looking at a process- feeling .that process tells you
a cut. 'X

as much as/cross-section/ Into the neonatal scale as we

talked about last time we went after best? behavior. Where 

if we thought about the kind of behavior that you can drax-z 

out of a 4-month old in a situation like this - what could



  they kept the baby on  big sound off every now

and then during the time the baby was. It makes quite a  

large noise and the mother never found the baby not to be breathing,

and may be there was a monitor probably with a loud noise that 
J 5 , <r»-(* r i • . f—.L--:--------—, </ / > * e .

-Th-ere—lit-t-le. monitors like they have in the premature nursery unit,
/ € di £ -'T L * t" /♦ r < pic 4"

They-’-re—r-eally—small „,_.portable monitors and you- put leads-; on the baby ;
A

„and there’been a lot of question about the effect of having a baby on

the monitor^/on the mother and on the mother-child interaction)

-And /there\s ,been a lot of caution recently in pediatric about

not tacking out these monitors

I think it’s a very good thing for the baby to go home in a monitor

NEW
SPEAKER '

There is enough substantive work now to show that a lot of these
X" "P p t-t 4-1

/’sieve1' babies can be prevented and can be £ even in the

d -i
neonatal period, because of their lack of u-1-’"" control and lack of CHS

AND autonomic monitoring their breathing patterns and just like this they

miss ■in a ” baby-,--.and the mother’s a nurse and the

father’s a doctor and they knew it . They were loaded with this from the 

time the child was .

Parker There * s no question that t-h-i-s monitor helped this motherpin—the"per±od'
2 'tp&y 4? f: 4* -> <♦?... A ,fL

the twcr-day/Si she found the baby not breathing until she got the monitor -i-t- 
A /

was real-ly—a critical,;two-days—in--which she called in all her extended
-// c."

family, and they took turns watching this baby and and it wasn’t rea-lly
9 << • c>lCiL .£

until she .got somewhat confident in the monitor that she could get any
<7/

rest at all. Lr-was-very -helpful—« 'The mother doesn’t really have any 

developmental concerns about the baby at this time . Her milestones are 
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all very normal. She describes him as a very cuddly, alert> and responsive

baby who eats a great deal . She says the baby likes to suck a lot and
, ... -hl<_

uses the pacifier frequently. She also says that thi-s- child's needs are 

very urgent. That's how she describes her child . She knows what
e L i/J 5

..the needs are and she knows she can satisfy them. When—the-child" wants
-/Z*?

somei-hing-y— the- need -is-very-urgent . I think -that-.'may relate to the kind

of disorganization

behavioral correlate‘with this kind of

/ < c // / L/5" l d*c

disorganization

:l.r« <i. C L. c. 2l/

in the L cc

nervous system , and the mother's not concerned about the baby so at this 
z. ' C

time we're really looking at the baby . So where going to show the first

part of the film ~

END SIDE 5



BEGIN SIDE 6

One of the things is
\

rather than looking

or \, we've

13X

that we're trying to find a process and  

at a cross-sectional cut of a baby or a mother-baby 

been trying to find some way of looking at process

feeling that process is  

Or we thought about the kind of behavior that you draw out of a 4 month
( "—r- \—• . ,' has been

°ld f'ix  or what the process / j in or what it might

be in the future obviously, too but we thought the  paradigm

seemed to have come out of  f /  
coping

And some of the questions that her /paradigm has raised which are 

how not having the mother \in the room cuts in half the kind of play 

behavior the baby has available to him and cuts in half his cognitive 

style . There's really something that's really worth our understanding

Cl" (1 - £x y ' affective and cognitive personality
u ,ki<, v-.

and such might bring us back into a \ X PL ( and this baby I thought
X v ‘v

the kind of way she responded to frustration - I love the way she gripped 

the mother's arm with her feet as well as her fingers - she XM just got 

hold of her all around and yet this kind of richness - for instance around 

that paradigm of being expected to be picked up and not getting it

was really something she scored very highly on in terms of coping capacity

The other things I thought were really nice was something that the

richest focal behavior that we get out of a 4-months old baby is
\

when their trying to maintain communication around the corner, and
with

if you get vocal behavior/EJEKS the mother there you get one kind of

sort of responsive vocal behavior but if the mother 's around the corner



/14
*)

the baby begins to cast this rich--complex vocal activity - when XKMX

. he can’t obviously get the mother back and if indeed we can begin to document

these sort of things it would be fascinating to put into /-*-*•-

QUESTION,^ -I was just wondering whether you had under the intuity pattern looked

-s. / at the same thing becausexthe mother’s appearance under - ' '
z x. / Xufkvx-A H j *-•

organized < ■most differently from a u,, - "ri t <1 "TZ-< c , 4

As soon as the mother’s voice

, L J / f f 1 !
more'*so when-the mother

changed, before the-mo.ther....herself-came,- but

came, a-l-l-oi—a—sudden- there was a well-

UXKK

ANSWER

organized harmonious postures and basic movements in which  
-/ A <

and then it broke down very noticeably when that mother just wouldn’t pick

her up, but not right away . There was quite a bit Xh of interaction

-■/ --■",and then it deteriorated, and it struck

me that in a way  than by the vocalization - >.-u

that simply the mother’s appearance alters

and/movement patterns.
^brain

The sort of mid/range behavior dropped out 

and came back when she was 

the integration of postural

QUESTION I would have liked to see p zvz.;'u-'r

L changed a little bit but you could still see it .

QUESTION One ofXXX the things that struck me , I was just looking at -•-<
2,Ct A_7 :<> IZV; •• ; i\y- , ,. i

the parents in a role that l < '•-< ■ Q^e was usual model to be a good 
i.cH 

parent and the other is to follow directions in a situation where I’m supposed 
. /* / - \ 6^

to be doing a good job for these peoplt^and I’m wondering if you have a look

at XKli that - that must get across to the baby The mother’s not paying



attention to me as much as paying attention to something else .
I t/'/U
DIFF.
SPEAKER IN terms of this mother’s requests;we had about how locked in to the baby

I i'" 1 she was and how much autonomy she could allow the baby , you could

t x. k;' C-
go to that one observation of frustration and get'" a very optimistic predictior 

about how MhHN much she could allow the baby to find her own ways of coping /;
4* k i-' - 

which I wouldn’t have predicted/from the his tory, and - you- could-feel* a lit tie 

b^t; more.."comfortable about that .

QUESTION One of the things that struck me was the way that she set up the frustration 

She held that ring/just, atj the right spot^ that the child thought that she 

might possible' be able to reach it , but couldn’t . It wasn’t so far away 

that the child was discouraged^and-didn-’-t-go -into- it—where—<she-didn’ t give 

i-n-and—just put it down', but she seemed to know what her frustrated

situation was .

DIFF.
! SPEAKER If anything, I thought/she did was to get in rhythm with it though she

A, v ■ L f7^
didn t really I ____________ She got in rhythm with KKK that ring

V/k
and kept it going for—the-baby in a way that kept that baby’s head going

with her,- />!• x fy-J- "h-.t-y
••a

V'ESTION I have a question in terms of personal-because I think .the-baby mother

in sight is usually an interesting spectacle -acclamating—— £2J.

in relation to that .. :y-y-. O-CZ-a^ "TZT-t-v
—------------------- - . (( ,u ^.,_c.£L. ?

That baby doesn’t think, I want<that ring, does it *'— It happens all the time

Q.-5 A„X ' a <"_ ____________ ____ __________________________________ _____________________________

DIFF.
SPEAKER

I think that that’s a very good point and that takes me back

TO REALLY looking at your behavioral parameter ...instead of saying 

the baby’s frustrated you say the baby has an increased organization or



disorganizatin of motor movements?5r that the baby’s frowning or you
-x I —. 3

go back to actual observations instead of sitting there. , , m-bAce1
/X" v.>*e-x,U 'J I

DIFF. That is very interesting because is persistent- and -very often
SPEAKER ~~—-----------

we were trying to see how long the baby would attend to this by 

doing all of these energizing kinds of strengths.

DIFF.t-. ... ' 4 Uz. 
SPEAKER

anc4 then we compare the two different levels of activation and motor 
I / '

organization and all these other things with that in mind.

diff.  
speaker

DIFF.
'■ FAKER

to really focus on the child because the organizing‘^iffect of the mother 

or the synchronizing interplay which we will see at the beginning Zr’-A/i 
. ________  l--1

4- fio I  and then the answer of the baby and sometimes
A 1— A..! _

screening it out ;< v ■ I x. t CUxt t -r- *f ..xZa 

. T/W/ r

In an interactional p.^< I I don’t think we excluded 

situation where the mother’s only using herself . There seems to be high

arousal in terms of the baby’s motor activityand then the mother wants 
o..e^ "b KJ Ci'-t A1 L. Z.-f''

the baby to experience that' and--then the baby settled down a little bi-t——
_ a.;a. ' ":'vr ' z

and~~th£n the mother went-to what most mothers do when they pick up

babies i'S'--..-----.■She gaveSCC the baby tha-lt-kind-of a message g-'

You—know, I’m really not giving you up.; / bar it was then after that XXKHXh

 that the baby’s legs grabbed the mother’s arm . 
I < v £»’ „--------  ,

fliff. ' > There’s another dimension. I’jn wondering- if you find it very much
speaker

-r , ? l ‘ A looking at it as an interactional coping paradigm both 
A U

V through the mother and infant in terms of the mother’s relationship to you

^in terras of how KHSX she chooses to carry out the instruction 

has input into the 



DIFF.
SPEAKER

DIFF.
SPEAKER

We’ve just

-the baby’s

started using this ring above paradigm but another mother where

reach was a little less developed/and she was—really encouraging

the baby to reach and then she knew she had to take the ring otit of reach.

And then she took the ring out of reach and didn’t encourage

the baby at all. Tire *hto the r“just s*tbpped""ehcduraging *the "baby so they’re

completely different sets . I think those are things to look at and really-

learn a lot from , rather than try to situation .

 is an outcome of this and that means and

which is getting to some very intersting observation material in—just 

thi-s-area in an area in which the mother is turning over her baby at 6 

weeks 0 secondary Caretaker,/the mother says she doesn’t see
l J/i r £ ~f€.< 4' /T' A ft/.* --- ---

herself as the’ one who makes—-ind-ividuation—in—this—baby—-and--indeed

that

/item one step above his capacity and

Itoand we set it up so she teaches the child then tell' the mother to teach

the onerary to teach the child-and it’s beendirectly and then she teaches

whatever-teaching-of- the baby to individuate...she sees herself as going

she says is true is—as-she-really-sees or whether she’s really doing somethin 
/'V--/A-7 , J-',

through this 6"- 8 year-old child,so we decided—t-o—way- to find out/what

elscy.set^up within the 'bay— leave- that we’re doing and the C- 
Lzi^‘'"L'7 ‘ s' 1 , 3 ( i

we’re / with' them. Teaching her , like Kathy^s^done with her mother, 
/y <■ -■ h A ' 'z /zV

in -whieh-yotf give the child a 

very interesting indeed. The mother does see herself as teaching the onerary 

to teach the child,and the kind of teaching she does with the baby directly 

is all shoving whereas through-t-he-onerary. she teaches the onerary 

to teach the baby to . / *"'c ‘ and she s very sensitive to 

the baby through the intermediary', and this is the sort of thing you can get

r.
at. We haven’t yet but we hope this is i  



12/4//b cv

D1I-F. What is the age at which you can really teach parent education? 
SPEAKER

ANSWER <7 ' C x,-i <  (Seve-ra-1—.peop-l-e—talking'- at^ oncie'")

That's when the first learning takes place by the parent. Z^iX.

DIFF. ________________________________culture of ours 
SPEAKER z

V,"'"u 2 Z< / -■ ' b - ■- ( paradigm of the feeding situation

EEXKK.D. Two situations that are repeating ■; ■'•'"r"; and then __
SPEAKER """x and babies

We have a sample now that approx.'200 mothers/that we've been following 
7/ /■*''.

al.tered their first year of life1 and they're now into their second year.

And we're just r-ea-l-ly into/data analysis u?f the consistency of the mother's 
/ ■ I

behavior and the infant's behavior at the various time points.-7 Overrime

and how they correlate with other factors. You might be interested in

one of the things that we did in 

mothers, who have had high school

terms of our sample selection, we took a group of
/b, v >V^

or less of education and half of themgKE-iHp

had one or more years of college^ and—then half -o-f the population f‘-.
, ■ r' J K

’V— <z •’ V r.r and/looking at the differences between the tf-snrx
; ./ \ l*#b' * F"''*' A €>,7 'Pvxf-.r eai,r<,

/ i ' c>£ /' in terms of the, parents already, one observation that, there are
y'1'* I / *' A

educa-Honal' differences in the s way the mothers interact in both feeding 
i h * i \

and teaching^ ba-sed--on-t-hei-r— educa tio-n-^and it, means^ fchak khsxn then Ithere are 
u-LcU w ' 'I

some education that don't act like those with higher education

but overall there are some differences.
/ the

DIFF. Some of it has to do with/sensitivity that the mother has inksx ksoi terms 
SPEAKER

of 
t/ (Z V^-<Z-LL^ O-

/ the—kidi up, better than DIFF17 Certainly 
SPEAKER
DIFF. XKKXKXKKXKXISHXXK I. guess I view the teaching situation i-s 2

(V glucose tolerance test. You kind*of bring it up in a short period of time

baby and the mother.

particularly with a difficult task,of some interesting performances with the 
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DIFF. Are you talking about each of the ?  
SPEAKER

DIFF. Would you rather ________________? Hi /
SPEAKER 1 /

DIFF. I don’t know what it would be. Sincen but that's just  
SPEAKER 

a suggestion.

Diff. KnX  been saying kind of message in terms of the mother alerting  

speaker th@ child to  or in giving him reinforcement.  

DTFF. \ Baclc—to—your—ques t ions -and— —-——- lobkihg~ a t'“ th e ~ ' ......~srtuatioh
b/v V \ Is it possible /
:because he's being puzzled a little a bit now. for us to

’/ . get an actual sttnatsn situation from the mother and the child are-doing 
/-■ x- Xs outsider. /

z/\^ what—they usually do in their natural KEkfeXKg. It seems like
:*' x has all sorts of ,./
\ the presence of an outsider here /ramifications"and might tend to

‘ , make it statements about parenting practices 

V  and it seems to me that these types of things would be stumbled
V / X /

over and you all would. But the way the parent

/ i-s limited by your direction might be j of the way the parent
\_jz X

has other directed. / X

D1FF. g It may for us mean a very powerful  for which mothers are going

to comply with hoping khat none of this  and to
an

that extent it becomes a/indication for us that wh±ka which ones may need more 
/

than we're giving them. One of the things that we've spoken about that I 
/

don't i thing k think we've handled in observation is really identified with 

the parent and child when they are alone. They may live in a household with 

people in My Mayan Mexico and Africa as well as here for 24 hours or  

48 hours at a time are enough, but it's got to be through this period and 

they resort to after I leave, I just stuck my had head back in . The best 

you can do is to assume that they are under stress and measure them under



side f/2, Tape //I (Sony)
A;

DR.

MS.

DR.

DR.

Was that what you suggest?
7<s. << ^cv/-

Um,---hum. , Involves the kind of methods? in terms of 

the mother^ of ,givingjveinforcement

g ,<r 'C
I want to get back to-that question that-Stan-had - before 

about looking at the parentis coping situatioi^eeause-i-t 

is-begmning-to-puzzle me a little bit that - when is it 

possible for us to get at a-'natural situation when the mother 

and the child are doing what they would usually do ’and they 

are not trying to impress an outsider.7 It seems Utee llpr^lng' 

an outsider here has all kinds of ramifications tirfdTmight 

then- allow us to make statements about parenting practices 
-A,- xp .i

going all the way up the linee~/when we/visit someone else’s 
P

house / your child/not allowed to touch any thing. -<nd it 

seems to me that these are the kinds of things that we 

stumble oveiy? yxm------ gome may be more important,.-' but the

way a parent is limited by your direction might be a powerful 

prediction of the way that parent is other-directed in many of 

the ways

For us it may be a very powerful predictor of which 

mothers are going to comply with system -
coping

ghastly?/medical system, and/to that extent,/ it becomes an 
P'

indication for us fo-r which ones may need more than we are 

giving them One-of -the-things 'that-we’ve

stumbled on about- that, because- I don’t think we can make



an observation that really identifies what a parent and 

child do when they are along^. Having livedbin a household-^ 1 
/x / 

with people in. Mexico and now in Africa as well as J
/' A ------ *--------- - —— 

heic- n2-i -hours and 48 hours at a time]-— I know what a stress 

it is for them during those periods and what they resort to 

after I leave#/having stuck my head back in^( laughter) 

yfhe best we can do /-may--be--t-o, assume that they are under^ 

stress and then measure under the stress that we are setting 

up—-v And, then what we’ve done here, if you’ve noticed it, 

the mother frustrates the child, then she picks up the baby 

and plays with her without. /and- I would bet you that -t~he—most™™ 

the beet sample of interactive behavior that's closer"to the
'k -V/c '•<-• * - -V / ■; Damn­

natural is after a stress period. And/when -she^-s so/mad at 
what we've been IA

us -orvso sick of/telling her to do and all the things that go 

take-the- d~*~ that-we-'-ve-got—and analyze it for the

at.

into it that she now says; 'now this is my time, and this is

your turn with the baby. -And, within that context, we will

rhythmic interaction and all the things that we've been looking

A„k-<2. Rich c-w
I think what we see there is different things, /when 

she picks up the baby. What we see on this tape is the baby 

gives the mother.brief grin? and then she turns away and 'now 

it’s my turn to be with you.1' (Laughter)
7 **' * ' :■ V -w-'-0 *. z- / I-

You may see all of that (flross-talk)/ These-others,

I don't know how many/you want to go through and talk about.



„3.

Butt each one is designed to bring out something else as a 

so-r-t—of—evolutionary or-a way of looking at different level.s 

of interaction and what we think we’ll do'"and this i's where 

we’d like some help --is to get each of these levels on some 

matrix like this and then go back and figure out a way to 
them 

put/together and store them for richness, for levels of 

change, for what the change meansy and---in some-way ,y then come 

to a summary assessment of activity level, of intensity?, of 
c,-- P-7 - n,, pna-1-?- ' equality ?
additi- characteristics, coping styles, the-or-y-o-f—a--quality 

of mood,*)——all'these are we haven't done enough pre/testing 

to know whether that includes all the things we want to get at 

but it seems to me that if we could set up a 20-minute evalua-
I

tion .it would give us enough data on videotaperand then/go 
;-k ‘ *

back and analyze,in detail to get the dimensions of this^ we 

would have a fairly rich matrix, at least, of a baby and a

mother to look at.



DIFF-.

DIFF.

the  that we're starting out and then what we've done here is the 

mother frustrates the child then she picks up the baby and plays with him 
\

and I would bet you that the best samples of xnfcRxanfciiaH interacting 

behavior woiiirl that's closer to the natural may be after fc a stress period 

and when she what we've been fii telling her to do or any  

of the things that go into it that she has the "this is my time and this 
\ context

is your time with the baby." And within that Ktnapisx we will take the 

films that we've got and analyze it for the rythmic interaction and for 

all the things that we've been looking fax at. 
v

I think what we see there is just a sing song when she picks up the baby. 

What we see on this tape is the baby gives the mother brief  and 

 to you. You can see all of that. It may be a good

invention but we've been seeing more not the baby   

But these others, I don't know how many of you want to go through and talk 

about, but each of them is designed to bring out something else so evolutionary 

are a way of looking at different levels of interaction and what we

think we'll do, and this is where we would like some help, is to get each of 

these fRxfR levels down to some basics like this and then go back and figure 

out a way to put them together and sort them for rfshniRH richness,for levels 

of change, for what the change means and in some way then come to a  

assessment of activity levels as intensity, of attention characteristics of 

the child  w quality of mood. XhRKR are'We haven't done enough  

pretesting to know whether that even includes all of the things we want to 
y 

get at but it krm seems to me that if we could set up a 20 minute evaluation 

which would give us enough data on th videotape nk and then, go back and 
\ 

ani analyze it in detail you'd get these dimensions of this we would have a 

fairly rich nature  of the baby and the mother to look at.

DIFF.
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keep not
BIFF. I think ex understanding that where the mother is in this.• Z / "•S-Av » <-n 6 x-: <-..i -k, t r<-t
BIFF. We haven’t got to her’. /Just as an opera participant. not as in any way as , 

/' n,r $ A-'-'m . V" / /!
I don t think we see this as ,* r r interaction as a measure of mother.7 

te-M" " /

herj And I think we'd like to get on to that, but first we want to identify
7 ' / /t - ',1S* o . $ /2 n

what we think we can see and document<it maybe) and .wc-’-r-e—going" t/—s-tey; within

the three contexts: in hospital, without any caretaker, maybe caretaker 

within the office or in a strange srkx setting like that^-in the* home.

I TONce wevgot the baby F—guess- my own prejudice xk is /it's going to be more 
f ■

complicated}for me at least to get on to the interaction framework that 
(*' A.-.-■/ T.< -4<>.

: the mothering capacities or range of mothering capacities that the mother
*<- L j u. -4-

can show you. I really kxhA1: haven't skxk started thinking except in the

little ways that I mentioned . t-o- that— but we want to identify this first.

BIFF. This program  a three'chra dimensional process  

BIFF. / Are you asking the question, let’s see, in this one whether or not all of 

  l^those behaviors are possible to discuss the 

 
BIFFupe don’t know how much we’ll get out of it, but 

.7 . „ / - V><-
BIFF. I think they’re talking really about what Dr .<z - c-> ° was talking about

when she said that, the baby’s movements were much more organized than

BIFF.

BIFF.

'f-

(v.a -'V -.-nJ- A modulation would go into an organizational pattern, something

like

Well

What

coordination.

we can

we see is with easier for me to have that •1'

7 TIV .. ... tL7
' than it is to form. What we see with an -- on a  

L J "TV ~ it/'-'"
bed by himself khat is-tirt's disorganized c 7 sub- ■/. 'Lt - behavior.

■ '/ z Z ' 1 A
i Right) Arid we measure how much it takes from the interactive to bring him 

into a smooth, ideal performance.and that’s the sort of thing that.we have 

here; how disorganized ■ when the mother is either not there
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or is just .gct-t-ing him her voice or just -get-ting him her face or

DIFF.



v 88-cont'd

DR. NEUBAUER: It would be very difficult to fill it out for each

item — meaning. For instance, what would organize—
visual

tion measure of/behavior compared to motor

MS: — gross motor very easily

DR. NEUBAUER: Also, -whatI'd like to know is how/would‘the rater?'!

• /v<2
here determine with" what we see is beyond normal expected 

behavior T would you put down intensity high, or would 

you put down "I don't know — high or lox-7,

inside or? outside the normal expected behavior. This is 

not included in your rating

DR: .

a

' ..---
Wel-l, we'll have a ma nual which will describe, each ‘--v U-- c--

I suspect -

cr^S'^talh — to be stated as such— you don't have the
' r "

manual —

Dr. Brazelton: No, we haven't, we haven't done enough work— xve've been 

writing? for the last several years ? (Laughter) Lot more fun.'

Cross-Talk — Progress — It will be a complex , but I don't see 

that that's any.-reason - but it will, I hope, identify

MS: Well, there is one problem with that that I think is less 

and I think you alluded to it. Since, 

as you earlier mentioned, there are these it

is going to be difficult thing that always

might be devient from ordinary because there

are really on some of these such as intensity and emergency? 

things, we know already well within

the normal\range 

vhat you end up with several parallel? sheets t -

\ ■ ni *
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If your aim is to do'p_—. something in

principle

Really don’t believe that on some of

- decide it goes like that , but really that there are 

syndromes that are equally adapted?, equally

and within each, undoubtedly you have all kinds of combi­

nations - in these things of something not functioning 

But, I doubt very—much there’s going to be very much

DR. BRAZELTON: I couldn’t agree inore^ Sybils and one of the things

-that-I would say to that, as I say to the neonatal scale, r 

we’re not looking for an lyQy measure or a sign of what is 

normal or what isn’t. I don’t feel that about the neonatal

scale and I’ve resisted in making it into the sort of scale 

in which that can even be interpreted. I—would~see~that
/■ V i 

--well, one way we are trying to limit ourselves is set* up 

a very rigid sort of presentation framework within which 

we’ll see a range of behavior and—then if we

got pejiorative about it I think we’d deserve the ax, Because

I don’t think that would, in any way, be constructive.

I think we’ll get some clinical diagnostic information z 
___  ___ Cx cC< -V.<- <■ 

back from that, but it ought/to be/then}put into matrix for 

assessment but not for measures.
definite

MS. Not for just separating out the median ? from the non-



-SLO.-

DR. GREENSPAN: The issue i-t to s-e-rt~of choosing parameters of behaviors 

to observe.§nd we might want to-tell/ a little bit- about the 

rationale or thinking about choosing these particular areas 

to observe

and also the ways then" to observe them in terms of intensity 

etc., In choosing these parameters, we’ll 
d i s t r iminil: i ve ? "

then- see how well they serve as discriminate $/£> instruments;'^ 

and—the test, the assumption is/the microcosm sometimes serves 
/' w ,, €

as macrocosm for total behavior.f looking at little slices of 
x A

certain pieces, even though we know that behavior is multiply 
/ —-h “'■i

determined and ?has many facets? which you can pick up> and-— 
things that

the we will discriminate among individual differences
L"'"'

as you here earlier scale. And,' so, in elaborating, 
basically?

?of what went behind it? and also to hear the group’s

thought about should other things .-be looked at that would 

also pcrss-ibTy have discriminative properties because 

the end goal would be how well it does discriminate,

I wonder if you would try? once more - I still don’t 
what—the- -aim - is ?

understand why-we-came- here?— what the real goal is

for this kind of grid. I read that you are^—you—know--,- trying 

to put neurological integrity and temperament.. But, I wonder 

if you could say it in other wordsvbdf" that doesn’t somehow 

ring a bell for me in terms of particular things that are 

selected for the What is the goal for this kind 

of standard procedure?



old. Stay-9?-s?* that helped to select clients? for personnel

7 ^attempt to neaten it up .you -are losing the benefit of what 

might be unique or unique to visual behavior

or facial expression, or any one of these.

BRAZELION: -I -think that.* s a good point. You mean where one child’s 

individual strengths might stand out in one area -

Welly not only that, but 1^ think you can^t fit facial 
% 7‘ ‘ y

expression in the same characterizations that you fit bodily?

movements so why try to do that? You get more out of

your observations if you don’t try to do that 

cross-talk

NEUBAUER: to classify a of items

to what degree does movement or 

organization? under a set of circumstances the way things a

outlined, particularly behavior when you take autonomous?

responses and you put autonomous responses similar to, let’s
,,; <... 6 j j. expression

say, initial? or facial / and then you speak about

?disorganization - you have a very different way of attempting

you get in a different way of curving? -----

BRAZELION: That is that concept. I think that one of
1 >

the things d^T-answer-t<>-AUy---L&->-t~hat we want a. a systematized way 
eventually?

of looking at a baby and a mother V that pediatricians and 

nurses and people who are at the fore-front of intervention 

would use. It has to be simple-, et-e-r^-and I like your idea 

of then picking up on the major things —

SOLN 1.1? What it reminded me of was the old ?Stay-9’s? —The-



DR. I can give k-ind-of a;simplistic answer^because we’re 

just .-really--in the process of evaluating,, and this just—really 
/ / 

represents a way of—thinking— of trying to decide what 1

behavior, we ’ d like to look at and their,--you--know,--how do-we 
A Cc <jt\ A h'"-r.T-' i/e, -■>.)

—you know, what are—tiie—qual-it-ies - of'TT6'rtain’ behaviors-;'-

The grid is not meant to be anything more thanthink a
pk: .k- te

schematic representation of maybe a ;way—o-f-star-ting- to-approach 

._.,_you-know, looking at behavior. I think we use a lot of 
i\ />/<-'

these things clinically but,/we are really—j-ust trying to 

systematize -it—at— this. pointAnd-,—-you-know, maybe that is 

an answer to your question. I think that—what one of our 

goals is that--we--would like to hear what other behaviors 

people would like, or think are good

DR. So you are looking for correlations or for things that

tend to help you make more sense of the baby^ zBut right 

now you we—got a very wide net? and you may narrow the net-?*" 

down
2 t . -I /C

DR. /./ ; ' Sure-pwe would like to, very much.

1MS: Suppose you took for each of

these six items— facial expressions, etc.,/
of them 

suppose"yoti undertook to characterize each /and-.^ to the 

extent that you can use a similar characterization for each

What would be wrong in deciding for each of them , 

what is really observable and »re measurable, and not try 

t-o-make-it—try-to use the same labels/or dimensions / or 

parameters for each of them. It seems to me. that in—the



92.
^7 

which—is* we need the following competences. Now-,-—we—

- _any test we can think of that will touch on competences — 

and then we’ll look at them statistically and see which ones 

actually survive in terms of predictive value

But he-re you don’t really have a——yet-, a clear-cut definition

• and you may not be able ifcOL-.-in-'a-?miniatuYh"organism? pto say 

what a-re the competencies that make a competent baby? -Because, 

it seems to me that the method prevailing? is really not 

applicable to this immature organism. You have to get much more

* "x v ■**than Peter / and Sybil',/and Sally are saying — 

This way assumes some place you get a competent

baby.

DR. BRAZELTON: Uell^—Al,- I won’t go completely along with that, because.
5* *<* "v £ ’

these are things that we can observe and do observe in an 
t-.’ <

observation like this, and can systematize it. And so, what
A ,, C i •rde.k. t

" the question becomes whether we over/interpret it-, or put 

perjorative value on them. And-, I think that is where I would 

surely agree with you -- ’■-that if we go to that extent, we—are 

doing---a-more------you-know, we are not getting where we are going.

1 I don’t think that we| at this point/have any idea about 

what the normal range, or expected range^or anything else might 

be. but we know we can make these observations

DR. I don’t deny that

MS. ■ pow jo yOU observe, consolability --
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DR. BRAZELTON: Consolability in terms of the baby —relaxed when the 

mother began how does she not relax - for one thing when

she got frustrated

MS. Inconsistencies? Cross-talk

Lairght-er — You'd better answer that — Laughter

DR. BRAZELTON; Watching the baby and how she used it -
There’s some benefit ~

I wouldn’t want to be put into a consolability measure --

DR: BRAZELTON: There’s no doubt that you can observefehe- gross body 

movements, facial expression, position, etc.,

ver tide ? tones — But the abs is

not - cant be that we can have - take each one of those 
g < ! f 1 f 1 '

if you are going to use the stay imperial way of
must 

doing things. And so what this gross body movement - let’s 

not be consistent - let’s just say, what are the items in 

the gross body movements that we can rake? or that we can 

follow to try to understand as being evidence of competent 

or adequate development, and what are the things under gross 

body movements that indicate troubles. And then take the 

facial expressions, and not necessarily stick to the same 

listbecause I don’t think we can do that.

DR. Let me make a suggestion. I think that the initial

plan was to a second time, really—

you- knovj not so much but to go through

carefully, frame by frame,—t-he~first..two-frames, at least

the first two frames to try to see what we can pull out-’" 

from the observations of the child anyway™- about the



MS.

MS:

competence of the infant.

-Cxo„ss-^talk — Look at the data, you know, whether that 
quests?

is what you are doing — which is one of our questions^ 
/ J

-whether it’s suitable —^that’s another question

Q-ros.s-talk — behind the neonatal scale ,

I don’t -really think you want to say that a certain cluster 

of scores on the neonatal scale or on this scale equals the 
y .J- .Art i

competence.^ -- I don’t think the neonatal scale has ever 
in,

really been popularly used/that way. And7* our use of this 

scale would not really mean to say this score equals compe­

tence and this score equals incompetence.

DR. GREENSPAN:

cross-talk - well, what did you really mean to say -
r > *•’

May I offer a clarification of what I think o-f—the~4.ssue-----
# c' f ' Is

two issues. One is these items/in the vertical direction,'')

are they the most discriminative Items items — how
Cu£^f V

you arrive at them. The horizontal direction should you
7

use the same one to differentiate the fine points of each of 
is this better

the vertical items = suggestion / each one be judged/differently

(-In selecting each - particular one of these, items, I 
'------- --  ■ ,7 ' "  
point is )t-/are you inadvertently,or without really 

tosetting up certain implications for competence

think Al’s

caring

even

though your scale doesn’t imply competence because you’re 
_______ . - .

picking certain items to measure. But/we^only measure 110 

items and one infant is way off in/direction on those. 10, 

he looks like an extreme infant regardless whether



what the effect of the environment was - how much

/I. -95-r

zimply any connotation to extreme. He may do right in the 

middle of the range on 10 entirely different items. But--,-

I think that's the question of implied competence by selection 

of itemsbut how you choose to select the items does imply 

something because you are only measuring certain features

and not every single item. I think that's the 
gray?
great of debate.

DR: Thank you, Stan.

MS. And if your observations follow a course - other kinds 

of observations - If these then are used to assess? infants 

in some way then, whether you wish it or not, you are going 

to find yourself noticing things.,—- certain items of 

behavior tend to cluster together, and-certain 

and certain kinds of biological difficulties and certain 
at 

kinds of experiential factors /particular ages -

DR. BRAZELTON: I'm not against that, but I'd be hesitant te-make-an
bad

fc -evaluation—I-mean -*- to say that was good/or something

else until f-'-m—- I began to get clusters like that to see

there was things like that which was implicit

I guess what we need to do is what you were talking about?"

p—are -we, is this the best we can do about making observa- 
/

tion around the Bayley/ or around the pediatric exam or around
7

any of the other assessments< that—weire=-all~.iuto. And, in
/1/v / /

terms of doctors? ——and the way I would use this matrix

put down the behaviors of the baby^ that--we were "making- the 



assessment-on—7 not in any way. saying that-'-olfe plus, or>-"

5 plus, or 9 plus, because that already gives a kind of
e-v ;•>. C

majority? - a measure - gives a weight.

But what one is, is the raw data to go back to (and then give

take for example- at other times on the

us a range?) .cross--talk
observation of

On one hand you imply a gross/ observation of behavior - tha.

is of the patients/ assuming certain integration? already

of the nervous system - autonomic responses and it

is more or less like a mixed metaphor — in other words

it would seem to me that we could

tape the baby regurgitates, the skin mobility

And so you are assuming that is the conduct

which very well may besbut how is, tied up to other inte­

grations of the nervous system which we - I admit my own 
turns of the other xyskEcmxKnxxniatnx 

naivety in/ comes in, which we the other

correlates which and other organized behavior

within the brain. And this is something I find the-most 

fase-inating - the most difficult', is how to organize it--crif<'/ 

the behavior to what happened within the brain^which is 

something where I think maybe what you are talking 

about in 20 years that happening in 200 years and that is 

something - we ought to keep that flexibility in terms of our 

observation.
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Berry You implied in your question that we are going to equate
each of these

• /in some way and, I suppose that that is important
attempt to ,

any -a"1 systematize it but I certainly would resist that

notion until we know a lot more about whet the range of 

behavior we are going to get at each point in time —four, 
s 6

■five, six months, /for — -any of those.

DR. There seems—t-o-be another gray area that bothers me,

because you were frustrated by this also,;-^ as you move in 

age from birth to^say J.2 months> the setting becomes

L b£(5^^ very important^n which you collect the data' beea-u-se 

for example, you say the child is forming some kind of a 

ratio of trust -vsT mis^trust/'and then some of these reactions 
almost? 

you are getting in a particular setting would be on that 
g -• —

validation on who the child is, or his preAsocial 

repertory/ to respond to a -particular setting in a particular 

way and/another setting in another way. We have assumed

an expansion of social-emotional behaviors} 

all of which could be appropriate and adequate in a particular 

setting/which may never show up other than in the setting

you are using -—-Eh at "you collect this information

You might not -(-cough-K. settings to get a better feel 

for what these things are because the child is run by them

DR. BRAZELTON: And they get more complex as they get older? —(/;

Question: 
Answer: This was aimed at 4 to 6 months and_.it was an 

{‘Ltz c< 4. bT /
attempt to give us something wherein? to /evaluate the 



neonatal scale.and the tools that we have at present to 

validate it are grossly inadequateV^Ahd/in no way represent 

the kind of organization and response to organization that 
??

we see in the neonate;; so’ what’s the point^.of going on at

12 months with the. Bayley and the neurological, and even throwin 

in some of the temperamental measures the way they are set up, 
kind

beea-use I don’t think they are set up for the^ of organization 

that represents the interaction, including physiological and 

neurological and social organization^that we are identifying 

with the neonate.

validation to predict

BRAZELTON: Well, just to see if it works out or not — if it doesn’t

work out to make an assessment of the baby in the beginning 
nd is going to go -
which way it but xye are just trying to struggle with that 

idea and t-r-ying-to-struggle with a way of heightening our 

eyes and our willingness to look and record the sort? of things 

that we see on the pe^diatric wards and-the-pediatric 

all the timer; - so this is sorf-of what we started with.

J V. -  trying to xrork with this and understand that

those are representative of the kind of

Q / ‘ and^lind" of responses the mother would

react to and when I think about it a

little b-R I might want to change some of the element?

-re-duu-e? the property %'t'U i'W i 

that a mother captures in -giving/'that quality that the

dthv ZuLV‘ organized , that she uses to interpret via



that behavior means

DR. This may be what we were really getting atp What is 
to the environment that

the infant presenting/andxis meaningful? Since it is an

observational, situation and we’ve become the observers to 

make up these data sheets, then what is it that the infant 

is calling out to us that we can in any way use in a clinical 

assessment* , > { . i

MS: c t*.’ c
May I ask you where these came from,.-,these came from 

people taking notes of xvhat .were saying of what they vzere ' 

doing when xve xvere looking at wards? This is what people 

were saying — these were the dimensions

Grosser alk

DR. NEUBAUER: — sometimes - I am surprised, therefor-, we find it so 

often in response?

you would get as much a response as you would get here

MS: you can see, for example - coming in using a 

from parting? —

DR. NEUBAUER: Yes, or to auditory stimuli or to the touch stimuli.
?
Did you select other sensory modalities of the ?infant before

5-jG months — more visual than any other?

MS: Only because of a response move that I 

categorized. I can’t - you see, not as what I’m doing 

to the baby. We do have a space where we ring a rattle or 

a bell for a response to that and the baby’s response-to__

the auditory response to the mother’s voice or the ring of 

the bell)but the visual behaviours here is the response
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with

/* ’
category which you can actually see whether the baby’s

eyes are left, or right, moving around -a—you--know-you'-can

see—where.-the—baby„,is looking - looking at the object, looking

away or (response to I can’t tell you - I can’t
(question)

observe what is going on in the baby’s except maybe

through whether the baby is looking to the sound, you see 
using?

so I’m usually —?

DR. NEUBAUER: ??? Or you ask the mother to speak or not to speak

from a distance because then you do what is very often c
yo-u-do- in these tests — -p w Z "
you use thpse items which,"are most testable and others which 

most"testable?
we considered non-testable as a statement of where 

is
the child/in development. Nowl, I can’t tell you the second

part^because I really don’t ?fill? the first part but I

think we touched on auditory responsiveness. I don’t think

as an inference of all of that. Also —the effect

of tone? on the child - the ?facial

Very often we have an observable response to

as something we pick up

MS: When—I-get- down to" quality-of- mood"-"- I think quality of 

mood has to be----------c-ros-s-talk* — what is it - when you

say the—ch-i-ld-™*** that child gives me a good feeling, that child 

is in a good mood.^>- what is it

MS: That’s the interesting difficulty and one we all struggle
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For instance in the baby we saw, the most expressive thing 

about that baby was
setting?

Now if you wanted any kind of a statement where you can

corne in . If you sit down under a mood business for this 
voice

baby^inflection and. quality xvas expressive,- I don't like

the word mood even for babies. Another baby it would be 

movement? — From a point of view

DR. BRAZELTON: Well, this has been really helpful to us

suggestions — but if you have any more because

I personally am not going to give up on developing some 

sort of instrument that more of the things

than we've got so far in having x-zatched you

babies and you- knowput it together in the 

way that you have in the past. I'm sure it’s all there 
, • for

for us to whether we should use it / interpretation

p, 6 *1' ■ Y"7v) a
is another — ' but at least 1' begin to look

systematically,and 
systematically and referring / it may be what we are aiming 

for

MS: Inau<l-ible

DR. BRAZELTON: organizing, systematizing, and that might be the

most valuable 
don't knox-z

MS: we all choose our own framexvork - had an 
exactly?
example xzhere this fits in — -inaudible

I think, those of us who are responding to this
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DR: Behavior - behavior of infants —behavior in these 

various social situations also responses to different kinds 

of stimuli.as Peter and others said}the same, somehow break 

down the responses in relation to active stimulation or 
the

auditory stimulation or mother’s smile or the facial 

expression of the mother

DR: That’s another important dimension, and I’m not sure-" 

r- I think you’ve probably thought of that,, but I’m not sure 

how it fits in

—cross-talk

MS: I’d like to see ?potentiality in here somewhere to see 

what we have (T-aughter*') ="■■=« "t'r os s'-'talk the

definition?

DR: ( ->x < t'l3rf'x I'd like to make one announcement^? some of the work at

/I . ( ».
the b r are going to be related to

the style? of the people ?grading the operation

- the work rather than what we talked about. I feel

very good about what I am going to say and I’m not saying
■ bat

•t-his to compliment Berry/because I think it’s important 

that I share this with you.

As—I—was- -1 is tening"To™t he “*opening" Yemarks .when Berry 

was telling us about what c-an the baby ge-ing—to show us

and he was going to collect information in the-hospital
A '

wa-th -and-without- the --mother anilx-in the clinic with and 

without -the mother, and in the home, with and without the
?

mother. He said that he was going to the places where the
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data has to be collected and he is not ?shirking in setting
- C- » 17

up any particular setting where he needs to have it nice and 

easy to collect information.
/o' / v r £■:

And-al.so -he-looks at — these statements I -am looking at 
paragon?. r.y

an observation as a coping paradigmy— I think what he is

trying to do is to look clearly at what is actually happening, 
experiences

impression ——having known these things of the past, is

that he is very open to what turns up and that he doesn’t 

DR. BRAZELTON:

DR.

seem to come in having to prove that his way is right /or-
L //<- A.,r ,,e

that—there doesn’t even seem to be the need to be right,
£T a-’ T < *

there just seems to be this open—ness — somehow ?uncover
/ (" \ 

the truth.
O

Encompassing this is a rations to keep looking

honestly before jumping to conclusions,and, I think he’s 

been like a man who stands on the highway pointing in the 

directing all the cars are going and thinking he’s

m power and control of all of those cars, where actually 

he’s just seeing very clearly the way they are going and 

he’s pointing in that direct ion.^-laughter)

Or maybe get a ride
lessness?

It takes a lot of self-^ to be able to look
super-' 

wit-hout-t hat--investment-----without having the/structure to
;L

say?I m going to predict that this is what is going to happen 

and I am going to prove to you that it does/ Andr I think 
^<rr/ 5

that—what we’ve learned from your efforts is that i-f— we “can
'be 

that—way?—■—• If we can listen to conversations like this

and gain fgOm it
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The only way we can look and observe

what’s really going on
?

1 want to commend you on the honesty with which you handled

the task Sally?

DR. PROVENCE: Well, you know I —-
you are not going to make it direct

DR. BRAEELTON: and so you -I so you know/we listen to what is driving 

us to find ways that are interactive in a way that she 

can identify with you as you look at and then

you can make it, you know at a time when could ?use it 

and I guess this is what hopes for as

MS: .inaudible second

to me it is a moment of great importance

You say that give you a good

clue something going wrong interacting

Would you be willing to — other side of the fence, that ------

I find myself arguing

baby clearly appropriate relationship with the mother) 

do we have the right to attempt intervention —

reasons on one hand — you know very well that some of the 

same ?features in this situation

But I feel very strongly that if you if you say

this baby isn’t functioning in the relation 

as it should 
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and therefore there is something wrong in the relation, 

then I feel ?honor bound to 

and say, all right, and at least

DR:

the baby giving evidence that up to this point nothing has 

happened which required us to

in practice implementing very

unimportant questions - Where are the dilemmas? and what —

There is an important additional perspective or referring 
?

perspective that theoretically we knew then that we didn’t 

really and Sally really when she said

that we kept the mother into treatment. Actually

new when we do our inventory we also say what’s going right 

as well as what’s vulnerable and not going right. And-y-yotr 

know with such a mother you’ve got to start approaching her 

with what’s going right — like the ?grasp - like getting her 

to do something with the baby or come into the center with the 

baby and to give her something to do as an would
i

because,^-unce you approach this kind of mother through what’s 
wrong,

going on she can’t tolerate it alone. You approach her through 
A' -v

now the baby it needs more

practice or whatever it is— whatever terms you use - depends 

on the nature of your contact. You are more likely

through least conflict, rather than through most conflict 
broaden rather

to be able to drawxxzEK the alliance/than I'd "drive her away 

from whet all iance you have with her^ or ta-ke~-a risk of doing

what’s going right and say "I
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that. And., if we are so oriented toward pathology, because

it is the place that you 

that we really only now.

can see most sharply 
?

and we haven’t started teaching it

very well, I’d say — found how to fit that whole package

move

together so that t.what isn’t running right,- what s bi caking
........... .. . ....... . ........---------------------------------------------------- - -»•*-<►**—** * ***

——we won’t get so anxious about ‘drt and label it and

on toward saying ’’well, now^/baby is doing pretty well

here and not so well hereratfd let’s see how we can work along

with it/ I don’t want to go on but seems to

Yes, I’m having trouble with that^- they are not

responsive to
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p, Neubauer - this correlation between limitation and the correct influence that 

lack of vigor or intense - - - - - to make a dynamic

correlation between such items of the grandmothers a simple formation -

I don’t think . One would be ei-ther inter-
£ 

"Al
ested in t-o see. whether the further development of the mother would show lack of 

vigor with or without phobia -'would show lack of intentionality and intensity 

of effective performance. We see correlation in a single aspect of personality^ 

It has shown the capacity of modified adaptive behavior or differential behavior 

under differenct circumstances - differendtial behavior with different people

relation or that you carry

^-“Sally F. - Now post-assessment - we’ll give you the 

and this is what we’re looking for.

complete picture up date

Sy. Escalona - 

So many of the points that you want to touch on have a close already.

If we point out the. way in which examples called admissions (?) differ from a 

situation where—the~babythat often exists when there is not an elaborate 
x-rh .-6th contact that we had 

research context. It is very important that this was the and a good

deal about the baby - the situation with the mother-that is very different from 
what is collectively know? now} 

assessment and the occurring practice. On the basis of/this wonder whether we 

should take a stand against a^onefor two-shot efforts to get at this kind of 

problem and say it just can’t be done. Even what we have may in the areas

where thorough exploration.one would still want to know more about it with all the

. Just in principle, I. think, as one looks at the issue of 
officious (?) 

assessment there tends to be some kind of balance between the / needs of ones > , 

formulation of what one would even be responsibly be able to think of^and the 

closest one would also challenge andexperience a variety of that’s
\
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available to one.and to me what you are doing represents one of the experiences 

whatever there are more of The baby in and of
situation(?)

itself on the other developmental tests is not a prefered/ in which to go

after the—things you stress most,- which is interacting- it is a situation, 

au contrairc^' in which the mothers of most of seeing what there is
<

something not attunedbetween mother and baby - where the mothers just can't
i

say noin a lousy famxiyx example to build up something , whether exclaiming or 

helping or imposing or whatever^ it is a situation where tact and common sense 

requires - should be able to focus on this so that its not the - not that you 

don't get telling instances of whether the baby does respond

and its very constraining. Many of the ordinary things

One is much more tempted as to speculate on what happens the rest of

the time from what we've heard about
<3/ 'f

Now—on—that there are two questions-' raised' only because qhk take it one
different people

time this excercises to look at the same what do they see that is

merely complimentary to the major things that we pointed out. One of them has to 

do with the difference in the child's behavior with pacifier and without pacifier.

I would feel thatexcept for the intervals when the child can do without the pacifier 

and I don't think that was demonstrated very well, the facial mobility, 

the orientation^and' it is still true at this age/that when you have that thing
( '> snduwelk?-)

in your mouth it seems to induce the kind of lack of vigor^passive mobility 

of some excitement and then letting it wa-irr again so that in our standards 

with the exception of children who are just who simply can't

do it and then you
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I thought there were even in this brief episode, if you compare the one with

the pacifier which I think is very significant - but on all of the

dimensions that interest me — quality of behavior, this is something of interest.

I just want to comment impressionistically of the child and then

seeing her she would look so somber, so I think she is

the kind of baby that if you just walk through the w7ard before you know anything 

you think there is something good - and to me on the tape she is a funny looking 

baby sometimes then they turn out to be so

charming and so alive; but the first look is odd. When she was a baby

essentially not on the pacifier, on the tape we saw she was consistently more 

responsive to the human partner (?) than to any object^including that gal^which 

she liked - she was a baby who could oriented to its cases - and there

were many, many times with mother and the family when she was ready to set some- 

thing in an area where she showed inityative|<- she was the one who started 

something ; she was all set to go a great deal further than she went. In other 

children who suffered from less ^than adequate life circumstances the development 
correlation

was just the opposite. They are somewhat or either tuning out of

the social components and once you get them that’s where, there

orientation lies and it should not be that way at all,- there is another form of ? c-

initiative that, diagnostically of some usefulness. When you started tying her 
.-I k

/ it reminded with the baby at home and in just getting
, , - . , ziJAt < it
household compositions - general conversation about how things are at home,, who

,x
is the youngest person in the house} and she says I--rm the youngest,-' not seriously 

forgetting about the baby^but perceives' the baby as the youngest member of the 
when the

family but herself. Some of the things that are so useful to us,/the mother is 

socially, economically in most instances functioning as the mother, seem to me 

to be kind of relationship that emerge>and the kind of attitude that 
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develop" psychologically and realistically. Another systematic point is that when 

we look now at the quality and the caliber in the developmental perspective of what

. There can be sometimes because of the genesis of

the most important development in that age period. The focus on mother-child 

relationship in two ways;.- one, the importance of where this child is developmental!) 

but also as part of an explanatory thing - the miracle that/child is doing that 

well-with all these hinderanc.es-Gr-whatever . That aspect is going to be separated 

very shortly - in the case of this child in terms of up to the point

whre we first came in contact with her. It may be extremely important^but it in 

fact of a small proportion of what this child could cope with and the conditions n't 

which she grew up. What we really want to know (something about the pacifier) 

Selma - yes I will tell you more T* - Karen was not to understand - the baby really 

didn’t need the pacifier there were other ways the mother could comfort the 

baby. Karen then gave up the pacifier in the nursery.

^r..-Jlscal0.n-9.. ~ 1 really think from a point of view it takes an enormous
when she took a nap it probably dropped out & which tends to restrict 

when she wakes up and puts it back in/and it takes the kind of 
observing 
motor activation, sensory motor that in a good stage that no

one is going to very much. The nature of the input on her which would seem

to be anything but which would be inappropriate co a child of her

a8G man y adults and it is very hard to know what happened

toys, you don’t know whether she was in confining clothes or not . I am 

trying to mention some of the variables in children 
and they get a little bit big 
and if you have ever watched it, it is one garment and if the baby stretches the 

-7 
neck or raises the neck,there isn’t room in them and they don’t get to centration 

going for their feet, many of the other things that you can do to amuse yourself 

and learn something frontal always have an impulse to reconstruct the picture 
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the—picture of the kinds of perceptual and motoric and perceptual and he£±xe as'matic 

states and activities that are at least possible today under the clinicians in which 

to see the emergence of - in the context of the

that comes from particular deviation or quality in the mother/child relationship 

and the total and the kinds of things punctuate that day when -

the kinds of things that tend to elicit affect of whatever . And^lastly 

one—of—the—t-hangs-that^I fm curious about in~re-la-tix;-to this mother^—whar-h er- 

range of possibilities are in terms of the baby. First of all isolate the 

baby they really are very much imbedded in their
// /

peer group^ iook at those girls who al-mos-t are confined at homc^? they go.^to 

school, come home, help with the housework or whatever they are supposed to do or 

they just sit there and watch TV^~ I have come to feel very critical

variables that determine potential for the development of all the things we are 

talking about for the baby is and I am horrified &by the degree of

high

One wonders ab out that and one wonders about how she feels about

of
overcomes the rejection, the loss/ the mother the fatherland the thing was

originally mugt: ma^e a difference in how /
is the one result of c

she feeds the baby, punishing at some level, or transgression / yx to spite

your parents that the value no matter how guilty you feel - the wide range

to begin what is going on unless

I believe it was Reg who asked a question
/ 4.

Salina - Six—months—ago we have a tape showing Nina six months after our last onecp

we followed her once again and I will give 
o.< ul e/i » *

out and—also the problems that translating

w-hjch/,became especially difficult for us.

you the additional information that came

our assessment into a method of treatment

etcr had raised a question, what =<'M * z
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Peter's question

of the theory

(something about adopted babies) Selma -- we have often been

asked for neonatal testing- what is the protectory7-r is

exactly the question that we ask ourselves too./in the midst of all this chaos 
./X

and the morbidity of the mother’s picture, the families picture and the nurse -

what is working for both sets; and yet}qualitatively speaking there is much that
x how

is needed . By—t-he-way, it is worth mentioning when we ask-/characteristically

how- the one tape session might be for the total of six sessions, Evelyn thought 

that there was some 'there--was qualitative interaction between mother

and baby seen in tvery session^and clusters of such behaviors^we saw in this 

sessionjwhich/tc IP us again -SyM-l-e- how important it is to have more than one 

session to be sure that we are getting -t-r-uly a good repertoire^ and-yet in talking 

to Evelynshe conf irmed your impression that this was the real and
ethi (?)

" Is Sibylle picking up on some of the genetic and heiExngenetic effects 

of this girls anorexia



all the problems with it and of course.under the influence of malnutrition 

m the uterfs which hasj horribly and suspiciously permanent effect on 

this baby in terms of what I thought was the two people can

face and maybe the amount of and again two things^, not only
CX- to J ( 1*4 < f (

the mothers stability to overcome the influence of this kind of funny 
strength

loo/iking baby and the KXKKgKK she can but also ignore

that and would reproduce what went on here in pedi/atrics and
I i

Alot of it in terms of lining up some of the . They are very

offensive in predicting for us which people N&S& need the marbles. Also, 
-i 

predict which babies in livid failure-to-thrive need more
A

thafn th-ree-days .hospitalization change the baby as a solicting stimulus/ 

t dangerous length of time. The fact that she went on/gann

is certainly a testimony of the year support^ but not for pediatric wisdom/ 

that was invested in this baby. I just think that there are apf awful lot 

of things from a pediatritfqn--stand point and from a nurse’s standpoint 

and a public he^tith stand point that khsy we rea-l-l-y ought to pay attention 

to there are alot of so then whatever

Question:

Answer: point and the impactat one

what we thought and there

was a very large expressivness in a comical imitation of somebody

Something repertoire does not

Question:

don't know if we/ have the answerAnswer: I to that. A baby who was

certainly receiving much more from her mother and her mother /

in the process during this period, I can not really follow the lines very.

carefully then thats the kind of thing that Evelyn could of reported

and I could not report. beLng—■ t-he-~oneto you paving done the

and the "00000" was



/ e / f y ** /
c £ > / O

0-g-e-t-ting it second hand from Evelyn, but we will ask her.

./ /*. ,I think so, nowd understand your question. I -si^tild-aLso mention some-* 

thing else that you should all know about. Let us not think that the 

hard work because mechanically once it functions as

being primary /an(j the time that you K On tape here

and the caos that having starred earlier, multiplees by 

that much more, and the amount that may have banging eachother
i 

over the head, snatching things from eachbther and allowing

th^er children to the best they can survival

. I can not understand how a-n—a da qua t-e  --------- /this mother

who has her vW own limitations^we knot? t-hat there is nobody else in

/
the pictuie,. could e-f provided this much for her baby. 

t?-e v/cvt-c
Yhu-kn&w in a ^ver-sed way} it may be a relief to not have so much 

pu-VS f he t*. j,,__f\ I, < rf V ”1
supervision in that mursey because the competition„between the nursey " 

person and mother ymr^^ribexUas might have been more

destructive than the support she is going to get

. Two places that I think relate to the same 

development that you were getting at one of

them is whether she is beginning to have an idea of / where she

could point to which I think is the same change



(i pluS that 1 in the three presentations we have had over Che last
<x e\^.( S<t. td

XV"* \r j tW0 dayS’ we served some differences in approach^ I think Sally began

/ Wlth some of the conceptual foundations we could- bse when we approach

-■ //V' / the whole class of evaluations pointing out a number of assests to
(J /
x / critical periods

their approach to assessment and evaluation, which was orderly and systematic 

and attempted to take tire—ki-nd-o-f' many variables as possible to

them, ^hink ^irry'V then presented a slightly different way of doing
pZ , x

things, though I think ^basically following the same velocity that Sally

presented to us But Barry focused our attention on very often debatable 

issues and^/some heat in the discussion I think we . Can we

select two variables out of the multiplicity of those that we must deal 
. 7 7

WLt: • faced with a slightly different velocity, things

€ a. ■thex vplocity of that if we always try a-nd look at all the 

variables^ so far that we are so- confused, we^have to rely on our i-nigrating 

ability, and perhaps it will let .us down sometimes. Only a few people 

are capable of that kind of Migration to take all o^ the

variables in account and use that complex to reach a

conclusion. In terms of you carTnot get some variables and be
* r d V bee'

. As I already pointed out,, brave enough-anti to take

its first beginning argument, through-research effort/'sharing two variables

showing us how he is attempting to focus on h4m in a Undated way, by 
r 6 v *•' c v; ?

s owing ws the number of variables directions and ways to look

to the broader

of approach that this has our way.

a number of questions that this always has a potential

demonstrated -ks is it better

Atha t

And the questions one has to 

than one's judgement can it be

at these at different angles in terms of the horizontal directions^. and- 

the question^ is^how does this sort of approach 

There seeing to be 

benefit as Barry
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TAPE BEGINS:

DR. GREENSPAN: -----through, and we are hoping and re-establishing our

—-continued from previous tape -

DR. LALLY: //< I wanted to be clear about the ques-t-ion— the recommenda­

tion that Al made and also Selma’s concerns with relation to
'X, ! i>

the two-to four-week idea and making a decision at that time 
(previous tape ends here/ 

as to whether or not the child/should go to the center or not.

It seemed- to me that you are not going to have many cases / » a4

where you are so'completely sure 

isn’t going to work^tha-t you are

that your-home intervention

100^ confident that that child

should be in the center at that time. If we could, on Al’s 

recommendation, move out of making a firm decision about any-

one

case

coming into the center at any particular time but in each 

stay in the home as—long—as've^can until there is so-x-f 

much evidence that the child should be in another place, I

/I

DR. GREENSPAN:

think we would be in a lot better shape than making a decision 

at 6 weeks or 4 weeks.

Y-es*, I think we agree, basically^) I think we wanted to

imply—maybe—i-t-’-s—our-1 unconscious .doing .something else-™ that 
>o . , A. r, sj-J /

we weren’t going to try ahd reach decisions very—quick-ly^bet

4?he over-riding principal, I think, would be to do— keep the



„ £ 2,~
‘ t Z/ 

baby at borne with the mother, provide supports there where 
\ '/ •

that xs,- possible^_-and__ make--that an—over—riding - philosophical 

judgment-because-you can,/l am aware that if you have a vested 

interest in getting a center program started you don't try 

everything in the home, you don't expend your best efforts 

you don't work as hard in establishing the kind of relation­

ship that Selma described in her program where work can go on 

at home. And; we are ^hoping that we ar-e not, through uncon-

i scions collusion,going—to run into conflicts amon; /-urselves. 

Ou-r-over-r-iding“philosophy-will--be-"to-keep -it' going at - home,
, #u <• 4-<.z / / T 1

and—the-other-over-rid ing-philosophy, however i-s/to have a K 

flexibility of back-up services -so—t-hat-we-are -not you don’t 
_/ /. «< r <>» « 7
have—to exclude people, -And, those are the-two over-riding

principals.
) V -V' . Z i ec-c v-6 *-i

We^h-ad—a-chance-to hear-'about a^program in----- it-was- for
A/<5 r.

neglected children in a—place-where-the-country-western music

capitol —- Nashville program -- was presenting —-they—had—a—very-

sue-cessful .program,- Some of you may be familiar with it'r^-'"""

To be-available, really — it was a—kind -of—prdmtary-* a secondary
< / ‘ - - Mr j <>■ r

/.<*/• t <<■' •'< r 
prevention model - but to-be available in the first to any

C a*- /u- z- r ■; ,A-v ■ y, I "t -A !■«., ( ,,, ,K z- y
calls for help, a neighbor, family -—where there's any question 
pt* C S , A / 5 h ! x
! yt V
pfychild neglect' child abuse,"'and what distinguished their

program was tha-t-it- had-a variety of back-up services so that- 

they were^nt pushed into doing just any one thing.

The first thing was to have a worker avai-labl-e-rrpp spend 

from 12 o'clock to 8 o'clock the next morning in the home with 

the distressed family for whatever reason —if—it—was-a™case~ 



ef a/fight or a child being beaten;;and to maintain the child

in the home-to give time, the next, day for some kind of, .. , ■

organized thinking to go on -about-what would be best , and in

most cases they able to do remarkable work -in- maintaining 
. t,;' <•-z- .v*', e . .

the children who otherwise wer-e-go-ing-, to institutionsm-many 
/ € , < ZVV1 5 , A- <14 it r . <* Z -

of. the -cases,--in the home—doing intervention o-f-a^ variety of- 

sortd—homemaker services ^ayai-lab-le-, back-up services but 

they did- also Cave short-term and long-term support services 

for day involvement?and what used to be tha institutional
I 1 i I r ' ' ■'’* *1

'Involvement'where no' therapeutic efforts, were-going on but just 
\ A, __ ________ ___ __

a-maintenance -institution,for a lot of these children) ■. Actually 

became a therapeutic back-up. and the program wound up 

was--very-impressed._when .they- presented-it-to- usv. costing t-he-

iA v*"** i C f t--
Nashville much less money than they-were -spending on their 

current program where they were they had to support these insti- 
yar-

tutions. where a-large -vfety- of-the - children-were -actually, 

you-know,--the-corrective-services^ the police would come in and 

the child would be placed in some kind of institutional setting 

for a time, mid/either foster care or back In-thehon^s but-LT^s

? A d/ ^a- " ‘ ' '"J” . „ ,
a similar kind of-a deal, We want ----- tbe-over-Tlding phi o

< t<J6_ >' 
eophy-w-i-l-l-be the involvement of the home,but^to have flexibility 

of the variety of other kinds of support services^so-that we
/< ' C- r’"?' ; 11 1

neitheu-have -to exclude —and there -is endanger, I think, that 

are commenting on, that you don'-t).fall'^into the trap of haying, 

a center and finding that maybe! some of the seivicc.s you 

nced-andyou-say-'well, you've gotta send some there, anyhow.'



I -hope-we don1t get trapped into that sort of a

DR. NOVER:

local facility

needs for a baby

for

can be there until 7 or 8 o’clock at night sometimes, waitingyou

for

if—there- was a/crisis in

serious thing to provide back-up, but I think the philosophy

has got to be that there

capacity to take care of

in and where the I think,

are very helpful in terms of addressing those issues.

DR. I think, in I1"'

,-think that one of the things I struggled with and been a little

Selma’scomes to the issue of

everything

really home-

it might be, is your main (?germane) model in talking about,  

confused about how you’re going to run a day care center where 

you might have five infants one week and no infants the next

light of whatbeing said,

That1s the

what Ron’s

basel doing something similar to what Selma does or whatever 

think that’s where the center fits

Yes yes,

the home, or child abuse, or some

is a parent there ’.to maximize their

the infant, and not try to replace it

/.V- Don’t want to become the parents,-' either.

out/reach fits in and all the/comments,

doing, or whatever — this whole thing about being 

to all people. And,._Ilm-just-wondering about - if 

confused about in—particular
-V-/.C

model vs. you—know, day care

a day or two jns-t in a regular day care center. You know

model, and you-know --

you-know^ contracting your day care, or whatever. I am a little 

a parent where something will come up. And, we are prepared

other side of it^ .Although we have talked to a

that-t her e—may be, from time to time, emergency

but to- supplement it. I



) 4 2,
■ 5.'

week-. What is your staff going to be doing, and how do you pf 

do that kind of thing. I’m,_-you--know., just raising this as a 

question. And-,- clearly, .—-it seems to me in light of the 

things*.said here and, Stan, what you just said about other 

support— systems-that this — I guess ^jmaybe., I get confused 

in trying to think about what you are doing — jumping from 

a more day care model py more home-based model, .arid if one 

focuses more on one and thinks about contracting out the 

other services or supplying them as a back-up, or whatever 

it might be, it seems to me that focuses things a—little 

a little bit better.

DR. BRAZELTON: They’re-into Sally's — They took Sally seriously

there, talking about the idea of the reality is yet to come.

DR. PROVENCE:

Minor comments (yes, I guess so, etc.)

But also, it seems to me there,- Bob, that or-instance

I—guess what I would try to think about is how you could—" ' 

within something that is realistic — plan all this for 

flexibility.,, which- is what-you say, of course — in various 

ways, over and over again.
/<// d

Presumably, the child that is not in the day care center 
f £ * £>- *■*' *>» 

that particular week will be seen by that^person who usually \ 

takes care of him in the day care center^in—h-i-s—own-home-,r~~er j 

wherever he is that weekTh At least that’s the—i-d-ea-------or—as- / 5

I understand the idea.



DR.

DR.

DR.

DR.

__6-r

I was a resident and we did not have 24-hour hospitalization 

doing, was renting- a motel room on the nights when our people 

couldn’t make it through the night so, if it was my nighty

one of the nurses and I sat in this motel room all night

tokeeping an eye on this psychotic

we had that back-up

kSo that kind of flexibility

tremendous resource toll after a

what I’m feeling herepartly --my—

that/demand need for flexibility stressesand theI thinkPROVENCE:

the staff more than any other singlecapacity- ofthe adaptive

too, because however talented^ if they can’t rollrequirement,

with the punches and change the plan, end scrap one,/and do

reinforces the ?talent, because you learn veryBut itBRAZELTON:

to get around some things —_Miiro_r _cpmments—quickly how

the things that seems to be happening is that youOne ofLALLY:

are trying to deal in exactly the same way, but in a moreU-V

patient who1' we i

didn’t happen very often^but

example, an experience Cm ^adult psychiatric day care ward when

something different, they are going to be i-n- great stress.

keep in our day care center. It

/UtZ/ ) >J > fl
I can mayY -—but it took a

available. Even though we-were a university hospital, they 

didn’t want always to be dumped on. We finally ended up 

while;?-- I guess that’s

I think that’s lovely, you—know-,- I can remember ^-for 
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intense level, is-'the child and . ? family resources program

-that —^General Gage? directs over at. OCD-g they have just come 

out with 200 pages of how they plan to solve some of these 

early problems. And—one- is—that in the beginning they do 
-7

some needs assessment interviewing with the parents yrwhat 

their goals are and what their needs are. And they talk about 

the goals of the program. And, what I would recommend is that 

you at—least get a copy of work that they have already

done on this^ ..-They have been operating since 1972.,

DR-7- NOVER is that, Ron?

DRt- LALLY:-----

/ "

"Jim Gage at the Office of Child Development, and the 

JProgram is called the Child and Family Resources Program.
V 'x k\ j «b c 1

And-what--they--try to do is—— they facilitators of services 

within a5-particular area and—their-job is home visitation^
Z /

and—then referral to all of the other places that might be 
a. r- << <' *''" , /

of help to that family. Some of them do create their own 

day care center when they think it is necessary. The others 

do not/if there are appropriate services in the area that 

the child can be referred to.

But-/-they go-through an intricate evaluation plan at 

the beginning^ when the parents and the staff people-get 

together.and talk about some of these things.

DR. NOVER:
br/ z- '

One-of-the-things I’d be interested in knowing and
s, a. cva, 5 ■ , -kr.vr.

that you have had experience with, because it s such/a Jf'
A i . =*'■ A

large area-rand although the population may have things in



DR

DR.

-8v

rely on the

particulara

infant lived and/another infant lived.and that would be a challenge

SOLNIT: You may have to get those mothers to know each other,

them a mora-le—

being a pew and

worthwhile^-/— the change — a little piece of the face of the

world.

that there’s no big

external enemy that’s out there that we can unite

the corrosiveness on their lives and

a chance to rally around and have something

to say about their fate.

LOURIE: we have protit/edWell, I think a great deal from this

That’s what I meant when I said

on the babies' lives.

the kind of community support that perhaps one finds within a

behind^.. -you

ve got to help them find that kind-of- enemy which is

common, and the agencies may be cooperative, there is not

away. I can

kinds of neighborhood, except.a neighbor for

/ / f 

imagine that -it might b

a corps experience in which their own morale is eni^hanced by 

member of a group that is doing somethin

-two or three miles between where one

more contained neighborhood or urban area, or-wherever--they-  

if you get the babies from a lot of different places  thir one

5 r ■■ L# r
disadvantage would be that we woirLt be able to

even though they live far apart, and give

child ;—— I—think someone said three block,

discussion.



5* 9‘
DR. PROVENCE: So much$ that I think you may—you eventually may 

change the name of your proj ect), .?*/

^comments—----- 'that ’ s' good - thank’you

to something that includes parents^'

DR. GREENSPAN: Thank you. Thank you very^ very much for your help 

with this part of it and for your, your

Interruption — an excellent job

DR. BRAZELTON: Amazing, and after your presentation last time how far 

you’ve come.

DR. PROVENCE: It s fantastic how much has been condensed and synthesized

„ j . , , , j. / . C / r i-i «!> C,- "I *and reviewed -- ' 1 '

END OF TAPE — #370



The other- question I have comes from some experience in a somewhat 

similar problem of a mother where it made a great

deal of differnce when one could rely on beginning 

there s a tremendous ‘ ■ between feeding and be-t-ween allowing the 

child to cat . pt was really a turning point in the

sanctions of because the mother would no longer provide,
tha t

I was just wondering if something like that can in XSKK

a rea

here ?

(jtn 1 Answer: she could have gotten that wrong

I was thinking

I t could be that this was a sign that we were

looking for but that there were ways which needed

the preparation for her mother and when And we

Question: Do you have

also have where again and again feared by her own observers,

a running/ , an embrace, and a radically ,

I mean not running . just some­

thing I was thinking of today, that it would seem a great

accomplish that she doesn't be fed when she enters the and

her time would be needed by / judging what she could and
way, 

that could be good nutrition. The doctor, by the kkk

is entirely . and very healthy

and in turn to a checkup of the things . The

last time ?tructurly from the fact that there is a history of speculations 

her actions, in the childs normal ability to be very much 
wha t 

effort . It leads to a kind of a good question, which is, KKKX
J

kind of vulnerability attend the g hyperness or what kind of KXKK vpnerability 

in fact, intedn to reduce the risk. This child, for example, has been able

to avoid, what seemed like the child would not be called to your
A-" 

attention. And it is very interesting question about what kind of



would be with increasingly part <fi f

the and what combination him to reduce the risk

because of combine all kinds of help that would be'a-viable.

think that it’s an interesting trying to see what type of

I must say that the general atmosphere of a day care or
f ' '

nursey school, I can see almost no advantage to, especially everyone is 

trying to help the child achieve a kind of relationship the mother 

the differentiation I am speaking about. I was reminded that the reason 

I saw young . Do the. ability to have a

as a real asset, as compared to people who ways

of compensating for psychic pain and lingerers, ,can

develop symptoms which along with tension, or subtle,

series of softer signs later in life. What 1 wanted to do

is,7 simply make us two summaries of comments. together

anyway a series of presentations and discussions on how

each one of their own stood by itself, ’ . I was

hopeful that two summary comments will lead it into some thinking and 

discussion of the planning for our next scientific a^genda and also, 

some talking and thinking in hopes that we will pick up a 

little bit of planning the adgenda for the national center functions 

party at the next meeting as well, and do all that before, lunch. After 
A 

lunch we will hopefully have a discussion about the Study Renter.

It struck me that this is one kind of summary comment that doesn't 

bring us back to the issue that is called clinical

national center concept. I thought clinical would also

h
simplify . I think we consider someting clinical when

we £ry and c'onsider all the variables that we can conceivelably conceptualize



/ . * f

!.,JI <? F$6 ,».*•

that relates to a given fenoatinon. at- the center, at

various stages of the life cycle. We would get all the conceivable

KXKXKXKK variables or kha those that brings into the woKrld with them, 

those that were given to him , and those that how 

we begin to KKgX organize those

I think that clinical from other kinds of programs,that were very

good, select K certain varailbles toXX look afiin more detailed ways. As a 

clinician gives up in some ways, experimental data often for dealing with 

problems faced with them • I think that

does the that we all have been struggling with over the

series of presentations today, what we -k-i-nd"of XMXKXXX decidedX I think 

with our first mission? on getting a clearer ifX picture K 
c I7 J.2. Y -4 >-

on how to evaluate infants or/in first y&ar of life. It seems the issue, 
/

a-re-yXX from the clinical approach, is what are*vartables we need to look 

at. What are the relevant variables? from the side of the infant, side

of its mother, and the side of mother and her actions. The side of all 

-'j*. •, 4-•
those sytems or the that enhinge the primary organization.

And tho'second question, I think it’s XX aside with what 

suggested earlier, is always have the rd3a for relations first

before you go and practice them. And she thinks from her evaluation 

point of view, which is also , what is the idea all

C A fl C>B those variables whether we them, measure them, or even wibh

them, we need to know about to fully evaluate anything in the first yeai.

And then move to the second level, whatr{? practical, what can we observe

in what kinds of settings. And then the third point is, always be aware 
our

of what’s missing in the and the idea so that Mhli formulation

and evaluation always have this clear what we the life to know.

I think in achieving these goals, I think we have

perhaps the arrangement deffericnes



actually put the average up agianst the

but the average positions

as good? And the third question, is it

piore easily?

unique positions

Or is it at least 

can others learn
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Pardon me, please,- before we begin,'"do you mind filling 

out your evaluation sheet's ...so that we can collect them since 

some of you will be leaving at different times — etc.

Can we start the last lap for today? ... —.-~.-~~--.~~

(LOTS-OF-PRE-MEETING COMMENTS)

We are ready for the last phase of our meeting and vze 

are going to turn this over to Stan.

-What I thought we would begin with is'-I hope,- I think

most of you.received a copy of our most recent revised 
P /x

version of our own proposal to begin research in this area.-and

I would like to just make a few general comments, *

Z. Z . cj/ Z y.--
But,-- first,1 I would like to thank /everyone,-' again, for 

V ou. '■-/ C.
the help that—they’ve given us in past meetings,.—just—to 

give-one illustration —really., -X-hope-it—is -illustrative
J- Z c. rc. E-1 cci -

throughout- the proposal-- our attempt to integrate and

synthesize the suggestions and thinking of the group because 
rv> cv f / y

it has enriched our oxma perspective and thinkingsto~a._veryx_ 

high degree.
"M/T l- c /<>«• , V/X "!l'<
.One example; of-it was — you will recall, last meeting 

cf ? $ <_ i< r <y C-

the group-was yell-i-ng at me to take into account the use of

the-word "control" vs. "comparison group" and ?the thought
'W?Z, J

that^it might tend to' pseudo/experimental design,-and-the



suggestion-of the group, one -of many ,-but —that one comes 
. , _ -- "7"/. ' x /.?e

to mind for a specific reason, — the-suggestion of the

-group-_was to—use-it-as a real-comparison group, not- even 

attempt to imply any control status and-to- look at how the
7 r c.->i L’t ;S 

actual delivery system exists in an actual community, such 
/V" 

as Prince George’s County, and■,-then-make comparisons-with

our own program^which-would be a different type of—involvement, 

and-to use the comparison group also to then see how our find­

ings might translate and be useful to existing service delivery 

systems,/ vis-a-vis / consultation, etc. etc-.

The—group, I was not listening very well,at—the time 
-A /(, — W. // c.- / t .»—■ -t-< I-- >y / , /. ;t' r r *:-vcL -* c".
the-group had to make its-point numerous timesand ,—indeedy

. /S
-out-in-the hall — The interesting thing was that I did finally 

/ jr1
integrate it and took,, into account •■•"the proposal, and—^'""

Early this fall, when I met with Bert Brown around our 

own proposal and the national center concept,— t-o-my surprise** 

he-had-read-through, spent—a-s-he-told-me— three hours reading
' -V7^;r

through the proposal, which I was happy had a lot of background 
. _ . . . . r n
information on infancy in general and/ the other programs

around the country/so it gave him a broad perspective. -To-

demonstrate-and prove the-fact that he had actually read it-,—
/v <2- ni1'" v-- zf-

because—he usually has someone else read -the/things and then
( A ' i 1 '-T^ -i- j it i 

brief him for-a.-few.,minutes Steve Hersh was amazed because

Steve—was- prepared to brief him- five'minutes before the

. , . ' 1 - *' si /- 'fmeet a.ng,- and in f act- Bert-told Steve‘that he didn’t need i-f '
/ • -

because he had covered it thoroughly. He had picked out a



-3-.
m. T st*.r

few points to make. One r-elr-ati-ng— to a—-committee' that--he- bad

been-a member—of--where-we misquoted something-about the con-

ZU- . / , •" . 1 Z V ■*’ •- z *»*»«)•€ i- " 6* 1elusions of-that committee^ c K -> ' * ** f*-

But/more important, he was particularly impressed with

the way we had decided to use comparison groups. And not only

did he show a great deal of sophistication /f. r, 

but that was the one point that- he selected about the
-A.-;

thoughtfulness with which you can both try .and begin something

newj have some way of looking at existing services, and making 
/ ■

some comparisons.and. .the way—we described that particular

-section. It/ highlighted to me/ the usefulness of listening.
pn

I was not only thankful to the-group, but thankful that 
;- f , -re.

! we were able to,, although fighting at the time, sit back to

the promise (?) of the next few weeks and take it in which—is 
’ t ■ 77 A a z.-.-1 A-r-

not- ' of what happens in the heat of debate of such a 
. ( d <k-a 4b><
meeting where a lot of integration occurs as it sifts through

\ / , z- . /1J- c ' A "f" H h f ‘ r d. e. -1—-T i Z*T f i” M? #i 1 _ ' j I 1 ... ... . - ■ .. ...     1 „
af-terwards^—-That’s*just-ene™illustration, I think, of —
Ag, ; *<‘r <-■ a. _)
in__th.e..dramatic sense.— of the usefulness.

As I mentioned earlier, it looks promising in terms of

strong interest from NIMH, both for getting our own intra­

mural research effort in this area to complement -a-H—tl^e 

existing programs going, on and also for,_you-kn.ow3 support 

/of some of the national center functions that we’ve been

discussing. The impression I get is that -you-’re going to be 

starting small but/there will be increasing support as we 

go along.



For a variety of reasons Bert sees this as a very high 

priority now,and, I think, from some of the things that peopL 

have been saying ? and j/ou know it was recommended early ? — 

there are also other ways we,ms -a-group, /?can serve as an 
< , , A | - ---------------

advocacy but-, with that aside, back to our own proposal.

What I would like to do-ds. open -up-just -for genera] dis- 

cussion of any thoughts that—people have had 'about —- dome 

have been kind enough to write us/and we have gone over and- 

/ * ‘ A
studied their comments. for general discussion, we do

have-some specific questions we'll throw to the group—But, 

we-p-7prst °Pen UP fcr-any thoughts that you people have had 

and-then.y'if we have time, I'll throw out some specific 
<?*/'/ ies

questions-t-hat-relate-to-the difficult/ that we are having 

that we d like to more focus—more attention to-.'

Stan, I had one right at the beginning and that’s why 

I 11 speak first. My feeling was that some of the justifica­

tions in your review of the literature for this being a unique 

program were playing down a litt-le bit some other programs that 

were being reviewed. And, alsobuilding up a case almost like 

Head Start built up the case for what they were going to be 

able to dog I—think--that—is unwise to do it-.' .

First of all, 'some of the programs that veiled— L-d-i-dir1- 

see the impact a couple of years after they stopped,that were 

reported, in .the.review, and also there were-some' other programs 
-V.fL fC, / d c/

that were trying to do things in the home and in the centers 
—t—r xt- S "W i*-*

that it came across .that/you were completely unique, and I 



didn --t-*think- that — you are going to raise the ire of some

• of the people out there who have done things in the past and

that’s not necessary; -and it might also make people expect 

too much from you5wh4reh' I think-'would a-lso be a mistake. 
} A A

DR. GREENSPAN: ¥es3 thank you, that's a good - —

DR. NEUBAUER: I-just-want-to throw out some questions. It is very

impressive/that "kind of outlinecand- I use it as a source 

material for all kinds of — so thank you for making it 

available to us.

I itad a number of questions.?— you did speak, at one -time-, 

in the proposal^ that a major aspect of the selection process 

involving assessing the mothers and families prior to -the 

birth,-and from there you will assess, I suppose, the ?notifi- 

ability, the availability for treatment, etc. At-another time, 

you speak about the infants of families selected will be distri 

. , —ir v - v t •• f he
anted between the two groups. One group is the^one .where you 

do feel they do not need full assistance with the care of the 

child? because there is sufficient ?availability within them,.-- 

to take care of -/at least minimally,' for the child'--- where-------—---- ----- ----------- / J'- 
'J-f-r (/ f. / / <-< 2" -•; * f

^the other one you feel it is absent^and therefore you put him 

into the group for your oxm center.

This -- doesn’t sound too clear about selectivity, because 

obviously the selectivity does exist. And the random distri- 
. . 1-* r - ,, /i

bution is not random — ' ri e 1 > — these

aspects /’ V. ^inay decide.



The^other question which I have that since you have 
....... _

two groups which—have major .at least in certain areas— L',
----------  —------— _............ . ....... J

differences^from family resources •— the other

one much less. JCo-what- degree-,--therefor "--how—
i ' 8
will you be able to assess the maternal or the parental 

availability for the child,— what is- your criteria to do 

that?because you reallyjbasej very early, your decision on 

that.
#/>'*’ ■

And-,'-secondly, what is the differential and the thera-
A , . ; i. • : / (-* a*-'-4 - 

peutic intervention .— or will you learn by doing it'rather
,C

than assuming that since one is available and the other one*—

isn’t^that you will proceed very differently.— I don’t only
(,'b t V<- i a>‘! '4" ; ,vi' r V" ?

mean^n the home or in your own place but the modality of 

intervention. And,-how will it affect the outcome ?statements

since you start really with - what I thought, at least at 
"top ./ *

times, /essentially different two groups. -------Cr-’tZ.t
* \ f

- V -
DR. GREENSPAN: Yes-y----- Let me try and clarify. I think the major

point and one of the actual issues is L—was-hoping- which —
CrrC Lt""-

interest now is what Sally mentioned as a possible topic for 
// <//;

the next time fits in with our needs.
> i Right nowwe—are -trying

as -in most proposals, we are constantly open to revision. -We- 
a . ■ L- '•/ pcs )-r*

make it sound -1-ike/ our thinking is more advanced than it 
\ A

really is but, of course, it has serve*a double purpose. It 

has to provide a clear statement of what we are attempting to 

do, in terms of certain audiences and for other audiences
4-1*- W " T-' (. i* C- / >

such as this 4 obvious/—/much that ve don’t know. What we V--f- 
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working on now is trying to figure out how to select potential 

mothers and families to establish an availability during the 

course-nf pregnancy so that we can be available before symptoms 

And.

we want to follow a large group of mothers during bhe-course

are'-actually manifesting themselves in the infant or develop-

what benchmarks to use —taking advantage of the fact that 

ons or severe pathology,in the mother.
/ -/x

6sre really trying to work out a way -y deciding

of pregnancy, and use a large time span in which to make a 

de termination?) sb some of—which., presumably ,-wht>'Would give 

some signs that there may be difficulty with mothering, wild, 

turn-out as we get to know them and establish availability.
. ,,.>,1/ rx v

Zhey seem to be doing fine and our impressions.change. Others 
iv*U/a

we may have questions about and establish an availability and

a channel for communication and—they may seem to got more 

distress-"during bhe-course-of- pregnancy or we may see different 

aspects of their character that would lead one to assume

greater chance of difficulty in the mothering situation.

/ ‘ r" . A >■Buty we nave-'-tiot-really - as far as I know, no one has.j— 

do—we have a clear picture -—-I—think this is what Sally has
.------ - ----- f'f'V /

suggested that we spend some time, next time, - -what character- 

istics should one^look for in even- the first step of establish—

\ ing availability,-'— certainly-no t-saying-that- something is._ 

deflnitely.going.to happen. We certainly don’t have predictive 

tools'^ But in establishing availability to a large enough 

group, we may -out of this, a retrospective analysis, you- know,*- 
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be able to lead to a clearer picture of what kinds of behaviours
/ A £
is the family—mothers in the-ear-ly stages of pregnancy or-

r -C-
middle-stages - do—lead *to- later,— Or associated with later 

difficulties.
s 4- iH

So/ we are really-, working out this part , and- this is one

of the/ questions,! was going to ask for some focussed help on
*^v #• a 1 • /tc /1 xj

-in the group. We are interviewing lots-ofpotential mothers

z now .and we are meeting and trying to work out some profile.^,' 
___________ ----- - , ,< rj

/"'similar to the approach Barry has, hnd5/also some general

clinical impressions. But-,-—this-is—one- of the things'we 

are.-really going to try and learn about;

DR, BRAZELTON: I just have one word of warning. It came from our longi­

tudinal study at the YPutman- children-'center and I think that
// ' ;r» A/'S -vz’rA, a/c/ J *,//

cfS   ebring ,ks-work certainly bore -it- out, and-I-guess

anybody else who has been into trying to predict from preg- 
-t.'l "

nancy interactions, that you may hit paydirt, but you may not.

L-guess-one of the-things"that would be-— I had the

same question that Peter didc—Hox-^-do-you-get - how do you

make your selections? You say you are going to make a selection.

and I suppose I think the dangers of making it are about as
^/cy

great in terms of selecting the wrong people as there are/the
C,X

right ones. But,'if you*re clear about why you are making 

them and document why you make them, then the process — a.

sounded to me as though you are going,use l-a-.-ke John Benjamin s 

—------ ------------------------q r -r. .

right and what was wrong.1 You would teach us all a heck of-a—let

idea/ "at the next stage, seeing if what you predicted was



And I think that would be the main thing to do to document

exactly why.

DR. GREENSPAN: what we are

better our-usual- hunches are, the more

to establish availability with the right

-Yes, that is

that.although the 

likely we will be

working on now. We plan to do

group of mothers as opposed to less predictive

DR. BRAZELTON: Less predictive to see how they might relate to medical ly

secure outfepch (-outrage?")"

DR. GREENSPAN:

DR. BRAZELTON:

DR.. GREENSPAN:

■

DR. BRAZELTON:

MS.

In what sense? —

who can hear what you’re saying,*
Just/the ones --/you know what ..you are..saying in terms

Cl----.....""
of putting out your hand., and—then^-—you-know^ will reach out

for it^t-oo— llaybe the ones who are going to do the best

within the mothering situation.

They would do the best, so the ones that we have the

most difficulty in establishing any kind of alliance would
/,-? Pl-r i< e- .*/C <- <* J.,. , ' © r*

be the first benchmark/ that’s a useful (comments) 

Well, we use it in

sure it would work in a

I haven’t read the

the transfer situation - I am not

predictive way, too. (. "'-Kz 6

proposal but asked my neighbor -?3 V. —

did you make reference to or think about what you are doing 

in relation to the experience, of the pattern standards of

'Lt,-*1' YSanders, etc.}study which had one feature in common
,{ < //L ?
with this'r that' they can be pre,-selected on. fairly sophisti­

cated psychiatric grounds. S-lSt——■ had a 
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great deal of difficulty in that a control group, by every-
, /-Zl>

thing they could tell were not;and you’ll recall that they 

gave up that way of looking at the material. because re-ally - 

highly competent psychiatric appraisal at--— during the

pregnancy did not establish a meaningful grouping of the 

families as they then developed'.-and, as you probably know, 0- 

are doing an 18-year follow-up on the majority of those 
c/ / -/< -• r-.”-

children,- having done a follow-up t-h-at 6—years on them.

To me that has been .a very illuminating thing in terms of

\tbe difficulties of the kind that- you are referring to " 
-'the way it 

and possibly some of what they are finding/really grouped

itself in could be useful, especially if you could have

access to some of the data most of which is in the 
c./"'

literature/ and some of which I know is in their files, 
€h

to see, you know, retroactivally, -to—see that/didn’t work.

^If-Tiind^sightjicbuld one now see some of the things that the 

mothers showed in--pregnancy-that-— during pregnancy that 

might have been a clue if one had known how to read it.,  - 

Or is it really impossible? I don’t know.

MS. .. I—think that I’ve developed a lot of confidence in

the—fact-— how people see themselves. .Maybe the most

important thing to know in terms of prediction-and-,-ah, I’d

be glad to share with you one thing that we have tried out 

in- terms-in terms of a maternal perception inventory, which

is k-ind-of based on some of the philosophy that Bresard?

used in her neoynatal perception inventorycis - really getting

at how the woman sees herself as a woman and her pregnancy



in relation to what she thinks should happen. And, we. have

been using that somewhat coupled with then how the woman secs 

her life in terms of how much change she is undergoing and 

what kind of support she feels she has in the environment.,; 

and,-I- think,—getting . back, to, again, I think some of the 

people who are the most vulnerable for many reasons are those 

who see themselves as not having very much support.

DR. BRAZELTON: There is another piece of work in which mothers predicted

how- well-they would be---- become mothers-,- hot; well they would

mother. And-it-was the most predictive to their outcome in 

making the adjustment was their own self-perception and their 

own concern.

DR.-LALLY-? Stan, there is an instrument that I don’t know has ever

g - y been used with pregnant mothers, but its been—interestingly-

been used in the Navy for predicting who will have trouble 

when there’s distress. And- I think it’s called ”change of 

life index,that Ransom? Arthur and people like that —I
X j /

think Ransome? is—the-one-^ he is now at UCLA, helped develop 

that. And, it seems to me it would be a very interesting 

instrument to consider adapting for this .because what-it-does 

-is—to select? out those people wTho’ve had a lot of changes in 
7^4* A z, _/

their lives in the last—-welTy recent two-year period, and
<? 77 /

then they followed them without prejudicejand found out that 

it was ,a fairly useful -instrument- for predicting who would 

be able to take stress and challenge and master it and who 

would be overwhelmed, or at least set back by it. Kathy
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seems to know more about it than I do.

DR. BARNARD: It has been used during pregnancy,.and there are some
Ll / r

studies which suggest that it is correlated with complications
. ; ■ / , , / . ; ■ 

of pregnancy and birth weight and things like-that.

(Background comments)
DR. BRAZELTON:

I have two suggestions about the scale that Barbara has
3 / / f-V- y f f r 5- £ / j 2*4 ,

$ probably picked up by now,on page 25 you are going to use 
A' / ' /' n.

extreme items on at least three of the^main'items on the 

neonatal scale. We have a—cluster— a new cluster analysis 

now that’s r-eall-y a lot better for picking up on-that than

any single item or even any several such itemseand Barbara 

knows about it so she’ll —

_ 1-i—'' - y f -ty'■ x" i 
__

Inconsequent iaT' cdrivers atiorj re cof-fee^

The other thing is the scale as a way of facilitating

the relationship with the mother. For instance, on page 27. pt- 

the treatment, 1.1-ve-forgotten -it now but I thought you were a 

little pejorative^ I don’t know whether that is the right 

word-but anyway, y

DR. GREENSPAN:-------- — Sounds"strong enough
/ ' fr T'"

DR. BRAZELTON: .--in some of your, interventions^ and, unless you are very

i'-'"7. careful—'Band not make themysuch as the home visits? /- I think

v„; ■ < '• there are ways to do it so that they aren’t, but I am sure

many of you are aware of that. But-, I think, particularly 

where you are sorting out at-riskness, the vulnerability and
t-c r C

the sensitivity of mothers who arc at risk -is- always out of 
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proportion with anything we are aware of>/or--sensitive*-to.

-And, I. think that the kind of sorting out 'that you might be 

doing unconsciously^ will get through to them/consciously 

very quickly. -And I urge you to set yourself up as an advocate 

rather than an intervener or whatever else you might have in 

your mind. And one tool to do that is using the baby’s 

behavior because every can communicate through that in a way 

that is ------ ,so it’s really- a very powerful tool in relating
in her neonatal, period .

to the mother/and--getting-on her-wave-lengthand getting her 

to communicate back to you what her wave length is and where 

she sees she needs support, etc. ,_~.and Barbara is ready with - 

that.

GREENSPAN: Well, it seems to me also that for another v--/Lr.

coming-from myself and Bob predominantly, obviously Reg, 
psychoanalytic and 

coming from a psychodynamic background, I am always struck 
1 ' 
.with of simply of pointing out the baby’s

individual differences as a starting point - to view the 

baby-mother as one at the beginning of life, and it’s talked 

about t-hat-way- in terms of a psychological unity, at least, 

particularly when you see a good rhythm where they actually 

do feel like one. It’s very similar to the psychodynamic 

model in wTorking with adults where you never go beneath the 
^4, < 11 

defensefand you first make observations and, give the individual, 

than-, the freedom to react to those observations in the 

beginning when you establish an alliance, I agree with you 

on this —



_J.4r

DR. BRAZELTON: There s another way of looking at that unity though 

that came out of working with atypical or psychotic children,—' 

-and that was that the symbiosis that may look great -(-gray)""' 

may also interfere with the job of maternal-infant interaction. 

And, one of the values of looking at the neonate as a person 

early on, is to begin the . ■ b of separation - differentiation

at high risk in some of this. And, I think this comes 

about through an artistic use of the baby's individuality
V- »/V- -'•/ c*

with the mother, and letting her voice-her side of it Abut you 

are establishing^ you are seeing the baby as an individual 

for her as well as for yourself.

DR. GREENSPAN: Would you say a few more words about the use of the 

cluster analysis as a way — you have spoken on that before

DR. BRAZELTON: Well-, I don’t know how many people are interested in the

neonatal scale; but--we-haven’t--been-very happy —you know there j-z f 

26 behavioral items — interactive items in 20 reflex items, and 

we haven’t been very happy about using it as— with a corre

lation coefficient matrix*or—any of the" "things that, because 
/

they re not equal items^it doesn’t lend itself to that.

Re very carefully did nt want an J.Q score for—babies or a 

personality score for babiesor-anything-like-that so we made 

each item different. -And one will go like that for optimal 

in the micdle^and another one will go like that for optimal
Ad

at the end, and it -is driven psychologists or statisticians

up the wall, which I find is an asset, not —(lots—o£-laugh.ter - 
\

someone completed sentence with ’deficit’) --------- because
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I think it’s the kind of thing that we could so easily get 

into, -and particularly as we show it to a mother. We can say 

this is an active baby and somewhere set her into a track 

that maybe wouldn’t be her tracky- anyway-,- you can sec all 

the obvious problems.

But-,—what - we-did- come-up----- what—we—found when; tried to

do correlation coefficients or anything like that with (folding?) 
-(withhold in g ?•)
holding those middle ones out) and all the things that you 

have to do to do that, was that we were getting clusters 
/'

that were really relatively meaningless and that., from—with 

a clinical sense didn’t tell us what we were looking for.

Andyr-it first came out with a group of babies in Guatemala 

who had been undernourished in the uterus, and we knew from 

looking at them,- we-could -make-a-prediction — I guess I told 

yo.u,..all...„this. before, that we could make a .9 prediction 

in the neonatal period ------------- - a year and a half later or

later on in the year from the neonatal behavior, 

but this wasn’t showing up when we clustered the neonatal 

scale, and that drove me up the wall because I wanted to be 

predictive.

But-what we went backhand found out-was that the mothers 

who were eating 1,500 calories a day were producing a kind of 

baby that acted like a (mid-brain?) preparation—had good 

reflex behavior but very little attachment behavior, very 

little-, I—mean — poor state controls, poor cortical involve­

ment after \they made a reflex response or automatic response.



And, thefzOOO calorie*babies showed a just perceptible 

but significant difference in all of these clusters of what 

we thought^..as cortical behavior. So, we went back to try to 

see how to do it and we came just sort of kind

of clustering that came from clinical experience, which is

where it. ought to come from in the first place, I think. And-,-- 

we made up four clusters: one of motor, one is sort of 

affective scale, another is the use of states and the fourth 

is mid-'brain or reflexive behavior. And, we cut off the top 

and the bottom the worst and the best,and then in the middle 

fall about 80% of the (variance?)'. And, that first slice 

with those four clusters gives you a kind of profile that-then

you-can-— that cuts off the deviance which is what you’re after 

and then you can go on with the 80% of variance and make your 

next slice to fit next clinical question. And, this really 

does do the work1.and it did it in these very subtle differences
i < rj> ■*- ■' ’

in interuterine nutrition,-- and we*ve-done: it with SGA babies, as 

I’-ve-said-*-told you earlier, and some other clinical conditions 

that we knew it—was there but we weren’t sure how we—eould get 

tO , it. / ! "-.x
'n£/ i a ‘ 1lU -fr , /

And, it may/well do-it for you in this atrisk-ness of 

mothers and what they need to be fed back -to from the baby.so 

we could help you with the second clustering if you wanted-. •" -

In the first cluster we sort the sheep-from-the goats baby.

I want to switch topics back to the program. I 

was equally impressed with the usefulness of the information
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that you gave us,- and the specificity of the therapeutic side 

of things: and yhat concerns me about the program is the relative 

lack of information about the-therapeutic---- the day-care center

ow It would run day to day and-— -there..are. other kinds of 

thrngs-that. have to go on all day long, and Selma and Sally 

will tell you that there are few very good infant day"care 

centers around the country. There ..are some that are good ' 7 

there -are many that are horrible,. and- 1-think that what I 

would like somebody on your staff to-do-is to spend some time 

on really working to set -that infant day care environment up 

so that the day-to-day activities that the children-are getting— 

not the necessarily therapeutic ^ones,- but normal development  - 
a, ,,-T~ -"A vc

are rich and appropriate and/that the teachers are well trained.

coming from and there is some way
/ /■ / S 

are acting. Andy—it—j-u-s-t- seems to 

that needs a good deal of work.

there, too, 

the mark. We did have a more 

initial thinking of that component-- -■

and Bob has had a lot of personal experience,,..-and Reg,-and we 

had to make choices in preparing the material. I think you-^.- 

the seriousness and your point is very well taken. We might 

be able^Eo, at another time, perhaps, share in more detail 

the thinking that is not reflected in the written1 thing.

But there was, .initially, a longer,(section J very detailed-.

and they know where you are
v / • 

to code them as-to how they
, O- YA< 
be -one area that is shallox^

DR. PROVENCE: I have some questions

DR. GREENSPAN: Your suggestion is on
A< 

detailed description of‘our
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We-went-over it-—what would happen between 9 to 9;30, 9:30 to
< z ) 1 c ( r /

10:00,; and what-kind■of training^--- but then- we thought that

might distract a certain audience that we were preparing it for—r'

DR. LALLY: -- I’d like to take a look at that,-maybe--— I could
i- '■ . *> , XLL*3-Vy ! r . ■ / i-

probably criticise that morey than some of these other things.

DR.
9

LOURIE: Thank you. We are also suggesting that there be a plan

-in—there for observation of what goes on in a center;— there 

are lots -of fine schedules that are for existing centers and Z. / 

they don’t conform to what happens to the children. You think 

that it is important ,- very important -t-o—look-at-as- they talk
- /l

about- Head Start, for instance^ to look at what goes on rather

- Y' ' , _ e ,/ r1'. -A,i <' J. <- <L- s' 1 rthan what the program specifies jr - -' ? '*

MS:
^r4l^

I must say that the ones who really follow a 9 to 9:30, 

9:30 to 10, schedule — you’ve got a judgment right there. 

(Laughter)

MS: As an observer, may I offer some help in that area in 

terms of providing some practical experiences in the area of 

you are speaking to, but I might be of some 

service in the area - in Washington. "

MS: I—felt-..too,that — I have two questions regarding day

care. What is the ---ah, estimated number of children in your 
/' i

population of 20 might need to use the day care center most 
'Tk-—

of the time ,wh4eh^ would have some influence on staffing and

objectives,,? thenp—too,—-it "had nofbeen too clear — I guess
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there-were-more questions than one had thought of originally, 
Av>: - are ■/'/ ;c <
How/the cribmobile operators, -It was given a-rather short

_-V//A ”
statement ;— it led to sueh obvious questions which I am sure 

v/_ <-- <" 2^-' r
you have thought about#but--,- nevertheless, they need'to be

written down for—every body isfor everybody who cares about 

the issue. Who picks up the baby at home? Wil], the baby have

a primary day care person, or win that be the person who is.,/'-""

i? " • indeed/ related the stress between home and clinic./,and, even the 

rationale for the cribmobile .which-, I must say, jarrod me 

slightly, because I am not sure how this works as far as the
* 14**on$

baby is concerned. These .needn11 be answered now, but I felt r;- <■ T 
.. y ■_ ,/Jr ' v - - «- ■ »

they were issues^not dealt with sufficiently to answer the 

questions for the reader.
f;

DR. BRAZELTON: I think there is, riskness? for the mother, too, in the
/

cribmobile. What we*d like to do is keep her feeling involved

and important in the day'"'care situation. This may give her 
<r( 1 v ;•/' v c- r-

more opportunity, as well as a signal that she is separate.

DR. NOVER: The intention, of course, would-be where we thought the

baby did need a day care experience, to use-t-his as a transi­

tional experience^and-engage the-mother and, where necessary, use 

it both teaching-wise - a demonstration in the home but to

faci1-1tate-bringing the mother in. It would not be a way of 

. . .creating a hiatus but rather; serving-as a way of facilitating

V •'.I ■- j ‘ >l
and-engaging the mother-'where-we- felt the baby ought to come 

in for— part ...of-——bringing the mother in, actually.

1
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One of the things about this particular County and—this 

program, is that it is not an urban area,—it’s rural, it’s 

suburban, andy just to give you an idea, fTt^s the largest 

school bus fleet in the country yin-terms--of--. number. ...of buses. 

That’s how stretched-out the population is-.-and-,- we think our 

subjects---although we’ll try to .keep--it-in’ a discreet area—""" 
/ A >

may come from a much wider area than we can control in terms 

of being in a neighborhood. And,—so we-may have•to — one of 
'■ e _£ .--y- / , |t. <”

the-other reasons was to have this out—reach component.

I remember that issue—

It s a real problem. And-, we may also go beyond the 

^County itself, A lot of the babies whose parents live in the 
‘ r <s * - b 1 /V,/c . *}

county, ...don--1 always deliver in the ,County hospitals..and we’ve 

also—got some feelers from some other communities who might 

like to cooperate in terms of becoming involved in their 

mothers and infants. It isn’t necessarily restricted to the 

limits of the/County but. there is no urban/—I don’t know if 

that is a disadvantage, but that is one of the ideas about 

how the cribmobile would serve. I think you’re right, also, 

about the issues of who-would ——"wethad a—laugh about who
.-4- 7 < .J r r/ 

would drive this—thing,—that often the transportation of 

infants and young children is by the least skilled,-and-we
/z/ ( -L 7 £ { 77? -r - i' 

we-re-kidding about-—- that—*ity be the most skilled person,"going 

out—there-and we expect these parents to have so many problems, 

so it is going to take more than a knock on the door/”We’re- 

Heie — it-may takey~for instance, we’ve talked about oven

\

. 6x
DR. PROVENCE:

DR. NOVER:



/?/
-2-1;

having some of the outreach member^ of the team go out-and- 

that would be the ones, identified with that infant and parent

MS: ?Who is known to the baby? -

to have constancy in terms-of the team 

person w ould be either in the home or 

to make transition points with that—- 

depending on the needs of that family. The will

be to keep the mother working with the baby and-ideally-would 

be working in the home if that’s possible, and to have the 

mother be able to bring the baby to the center component 

to-be expected to be with-the-mother there. We wanted to 

have the capacity to reach out if^or-^.variety-o^reasonsr 

the mother was unable to or unwilling, and that's where, the 

idea of a cribmobile was evolved. / /

That’s for the mother,-- what about the baby? In giving 

continuity and stability in this transport, and in still another 

place — you know, home, cribmobile, nursery — cribmobile, home.

Y-es-, I understand your point. Can we have the same person 

be available when ..the-baby-- if the baby is to be separated 

from the mother; for example, if the mother is unable or 

unwilling to come inxfor-a-variety of reasons.- Can the same 

rperson bein the vehicle^_o¥-whatever-sort,- with the infant 

and then be with the infant during the day, and then - again 

be the same,person who has contact with the mother at another

DR. GREENSPAN: We would hope

set-up, so that one 

at the center, able
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things up.

transition point. I_gather-that' - is- that

MS. Maybe the framework has not been spelled out. I may­

be asking superfluous questions, really-- Are you assuming 

that most of the mothers will be coming with their babies to 

the center, is-that "it? Therefore, you do not need to build 

in a special person for them.

DR. NOVER: I—t-hink we’re assuming that some will-and, in that case, 

the mother herself might be the transitional person with the 

baby^-and in those cases where the mother, for one reason or 
/ L S ->

another, was unavailable then where it seemed optimal to have 

the baby in the setting, we would try,—T-think, to have ..a4 

continuity between the caretaker who would be at the center 
y‘ r /■ r*'

be the same one who might be involved in the transition back
A ■' p ** ** f / /

and forth with the baby. I don’t know how possible that would 
'H- r e bs r'

be; all the time but one-would hope to-maximize that------ Isn’t

that-your-point-.that., you wouldn’t want several different

people at the center,—in the- cribmobile, in the home - working 

with.the baby being all very different people

MS: Maybe Sally, uTho has had a lot more experience, can 

point to this

DR. PROVENCE: Well, my head was just spinning f'You know, you have 

certain children assigned to certain caregivers. Suppose you 

have. 10 in the. center at a time. You arc going to have a 

lot of changing of the guard and shifting to match all of these



DR. NOVER:-----

DR. PROVENCE:

I 11 bet you’d end up J>y having a cribmobile mother who is 
ak > 'A < ■

the same for all of the -kids and who would know how to talk 

with the parents. \

A caretaker - a particular person (cross-talk)

Well, someone who-would-be really skilled in making that 

contact with the exchange of information with the mother at 

home and transmitting that to the person who is going to be 

with the child most of the day. I-'d-just would bet you’d 

have - it would be impossible to schedule people who are 

going to be the major caregivers of the children to also be

the ones to-be- the-ones who are on the cribmobile. You-know, 
r ;Yr

you could try it, Bob, I think it would be very,.-and I’m not

sure it would be any great disadvantage if you can have 

constancy in that person who is the transitional person ---I’m 

not -sure that would be an enormous disadvantage since I suspect 

the-children-going.to inevitably in the day time — some of that 

is going to happen anyway

DR. LALLY: I know that, for a five-year period,' the stickiest problems 

that we had with the families were related to transportation- 

and if you offer the cribmobile and expect some people to bring 

their children in and other people to use it, becomes an issue 

of "why do we have to bring our children in and how come the 

other people can ride J’have to go somewhere and the crib­

mobile isn’t here.”and-So/ came home without his sweater."
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. L -t v* / *2 *r~
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.... V
Thousands of these things

DR. PROVENCE: "Where are my Carter's baby pants?11 —(Gro'S'S^'falk)

That's right, It's an unbelievable issue. I was over-

,,'Vv.; a whelmed b y all these transportation problems that we had, and 

I really don't know how to solve them.

DR. PROVENCE: It's very hard.

DR. FRAIBERG: Are you confident that you really need a day care center 

with this because with our fairly good-sized population 

already identified as being in need of special services for 
u < , r(? >c / x-.. -■ <*• <

our program, I tried to -tick off in my head how many children 

really needed day care ,—"--really- needed day care — there
//- 

might not have been more than six or seven over the past four

years,-

DR. LOURIE:
/1 • < r A

But,-Selma, what percentage of your referrals ended-up 

-as the families that wouldn't let you in-- that wouldn't 

maintain any communication with you.

DR. FRAIBERG; (Hesitation—ahs<*etcThere were a substantial number

?of cases where we felt another community agency could better

/
/

serve —-I-mean really--better-serve - the family/ than we could,

/ 
/

So it is already a population that has been sorted out on the 
-------------

basis of avparticul-ar need for ouy kind of service,) ant-,that

by*' h is a good question which I cannot immediately answer. I xvas 

simply registering the fact that as an adjunct therapeutic 

service in our special population we have (neutered?) rather
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seldom. Rut I was' trying very hard t-L’. v •-  

to try to imagine your population which is not yet known to 

you either and nearly every question that I had in my own 

response- to —- had to do with trying to get pictures in my 

head of your population .which is bound to be different from 

ours and the issue' which you are addressing yourself to are 

different, too. And there I will stop in trying to follow 

through the program with an imaginary population that is not 

like mine, for example.

DR. LOURIE: Yes,---well, Ruth fisher, who was here this morning
" ............... - - - • ...................... . ... ~x

and yesterday, head of Protective Services of Prince George's ) 

_ h < d , .__
t County, was raising questions about when could we;take on some 

..i * , — *

of these depressed mothers t-hat she' s- got. who are just not 

available to their babies because of their depression. -And,
vA y ..,dd/ad­

just thinking ahead about some our earlier experience, when- 
' ------- ..... | / , , C

you’ve-got/mothers who are so severely wrapped up in their own

--V-, , \ pathology, and while you're going through the process of trying

to help them,-you’ll still need access to their babies.

Unless you put someone into a home under those circum­

stances - we’ve been wondering about Whether we'd need a 

central facility where we could have access to provide what 

that baby needed which the Protective Service people feel that 

baby didn’t get. That!s..one of the types of -

MS: Maybe you could demonstrate, in the course of your work 

that a large number of the depressed mothers could be helped
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we have a very considerablewhich

in their homes, excepting possibly the psychotic depressions

number of

depressed mothers, actually but we have not had success

with the small number of mothers who have been in and out of

but we havehospital

' presented some of our depressed mothers here, and there is

quite a region—there, of course

DR. BRAZELTON: I wonder if Selma’s model isn’t telling us something

7 '? about whether^!! you do less--time--.- you knox-z-, less time ' 

work, but do it with the mother and the child, isn’t a more 

productive model—as-well -a-e^a-cheaper model than the day care 

model in which you take the child away.— as you were talking 

about all- the problems about panties, and the diapers, and 

all the rest, it sounds like just the sort of thing we get 
, z-iv r/v' /. ii / ■'
in-to-at-the Children’s Hospital in Boston when-we-get into 

competition with mothers for their babies,--and the whole 

competitive aspect of separating mothers from their babies 

and our taking over as professionals,-.you-knoxv, is at the 
zt /> -f*

base of all this anger/at--being-separated-at the mobile not 

being there, at ’why am I getting it, she’s not,*' or awhy am 

I not getting’..—’-all—that sort of thingr~
/

Maybe you ought to think about that model.as-an-area 
/ z-, a j1 /) /££•/>-• A^-y *

a cheaper and a' more productive one.

one of
DR. Well.,/the problem"'here, Barry, is that there are people

. .here- x-zho are not going to be available.-JM:-J_hey are not going 
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to be in the home,and maybe you'want to exclude those from

your population.^ or-.-something. .You-know-the mothers-who after you 
-/ i5- t>» C f t) ' r ■=•

allow/them to have day care or you contract them with day"care, 

they'll do something else' — they'll move out of the home, or 

take a job or go into training, or go back to school ,-*-de-any 

number-of— things. Others will be doing that anyway, leaving 

the baby in the home or with a relative or someone down the

street. And-, all of these kinds of situations are— could 

occur within the population you select. You might want to 

think about Selmans point and maybe Cf-^Some of these 

other situations or incorporating some of these other things 

as your reasons for having somebody in the day-care center.

Dr. Brazelton was saying about separating the mothers from 

the child during the day/and the typical way yzouldlba-day care /?
2- /•'-i-K

I ur-wondering whether or not, as Dr. Lourie was saying, 

is-4ay-care- it’s always assumed that the child and mother are 

separated, i.sn t it possible for some of these day/time facilities 

to really have the mother staying with the child and working 

with the mother in the day care facility,—12----- "

Cross-talk -"selection has been made" -"so they're not available."

. V"
I wanted to ask something,,;I didn’t know whether it was 

there or not; I tried to see it and couldn't find it.and that 

. , . rc- y
is^what kind of verbal agreement or contract you're going to 

make with the mother about— or the family about:v- what you 

provide and what you require of them in order to carry this out 
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and the, you know, —— I think one cannot over-emphasize the 

importance of trying to create a partnership, I think that 

most of us who have been struggling with this at all feel 

that if you want to have any abiding influence you really have 

to have ther-you- know, • not-immediately, but at some point-—— 

not^immediatelyVnecessarily/but at some point a real partner­

ship with the parents. At whatever level you can begin, its 

going to be difficult with a lot of these families, to the 

extent that they come in to the center themselves//and-, I think
- / ./

that some of them can be persuaded to and will want to,/may oT* 
A^r< K.

, need' something for themselves — not simply to be helped with 

infant care. So-that—either free time or something provided 

that means something to them as adults and not simply as a—"" 

parent-, I think.is terribly important for them as well-as~>--- 

The tangible services and the other kinds of assistance to them,
ft S

being parents.

The other thing that I wanted to say is/ again*. I have 

no criticism of doing some or a good deal of the work at home 

but also I feel that here—is-where you have to think about the 

durability ? and morale of your staffgybecause-'i.f-—the'y^vare 

they are going to have to be remarkably creative and resilient 

and durable to tolerate day after day of working in a home, 

even half^ day, with a very needy mother and her child, unless 

they have an—awful lot of support from their colleagues.

And one of the things that one gets by being a part of a 

group in a day care center is that you do not have to be on stage 
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every minute yourself,) there are other people who share,/' 

not only the difficulties but some of the gratifications and 

pleasures of it too,- so

I-want - to make-a-co mm ent- that is---- First of all, I

want to say how much 1 admire the draft of this proposal*,

I found it extremely helpful and stimulating. And-; of course,

it couldn’t have everything .-it but it certainly did have S

an-awful-lot of careful thinking and showed- a--lot of-sophisti

cations about accepting complexity and not trying to ignore it.

But, what bothers me is trying to get a set on what’s going

to give this thing the commitment from the personnel that it

needs. There’s no war on, and I hope there isn’t going to be 

one. There’s no external crisis that’s going to say to people, 

now, you can commit yourself to this because this is a battle 

we-are-going-to-have-to win by helping these children and these 
■a " -1 $ »

families. Andy —it- s in a sense, what both Ron and Sally and others ha\r 
. Vz *• < a>

been saying——you ve got to get some kind of commitment/you 

obviously wantfor-example, your child care workers / to 

relute on a continuity basis to the same children, otherwise 

the thing won’t work,; and that needs to be said, by the way, 

more clearly,that the need for continuity with the same care-­

takers will be protected. Then,- if we, or- you can figure out 

hox-7 to get t-he-.comrnitment -that-will that something special

that makes that commitment, -than that will have to be alluded 

to, because that's what everyone's looking for^ jibr example, 

'll ' 'l * >that—s a model/thats working^in quite different circumstances,
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fo-r-adol-escents"=vp in Springfield, irw-we-stern Massachusetts, 

now where foster families are now asked to make a commitment 
/<.. M**k / 
-t'ill the children are old enough to be adults and leave home 

on their own. And,- they cannot have those foster children 

unless they accept that commitment. Now, we got to find some 

way of trying to approximate that kind of commitmenty? and--,- 

some of those last comments talk about whether you can get it 

better ,..JLet.'.s-say if it is a small center, or if it is in 

the home.

Andy I would wonder if you’re not going to have to move-' 

toward really more of a sort—of small group home model in which 

some of the homes are the homes-where the children are/but 

where you have more-than one person —-more than one member of 

your staff. And bringing some of the children together that 

perhaps tend to cluster together ^anyway, ‘ geographically * so 
/ A* I iV- V-

that they are not on stage all the time/but—it- doesn’t get into 

the problems of center and long-distance logistics. In other 
yr hi z

words, a de-centralizing of the center and- with commitment not
i ' 'l£ f ■f’Ait'-r

only a matter of agreement but. the/’ fact— is that’s where they go 

because they take care of the same group of children in a 

small group on a continuous basisg: and you still may need a 

c- ». $. < 
small group home at the center for the most difficult ones— or 
-ZZ,y? < < ' L / a ! -i
the—ones where you can’t go in the home but to try to reduce 

' Z
its size to an absolute minimum and to have a cluster of these 

homes so that you get the kind of implicit as well as explicit 

commitment to continuity of care of parents and children^ in-
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a—senses"-and' I haven’t thought out the details of that, but 

it seems to me that Vs.what- is one of the urgent needs. And-, 

lit would also., I think,! tend to give ve-ry great strength to 

the idea that we’re exploring how to deliver services in the 

home,-'rather than to take children away from the home, even 

if the home is a neighbor’s home being borrowed, in a sense 

— that is, a neighbor three blocks away who is another one 

of your families that now group.

-Because, there will be a few mothers who not only need 

help for themselves but who need to work. And, many of those
—7-----\ ^4* " r * '

mothers should be paid to stay/home and take care /y-with-the 
j._z i „ 'k /A

he-'7/7 Zthelp of staff, and even.fspme where you can predict with help, 

might become professional caretakers-,- child caretakers, so that 

they have an occupational pathway.

DR. There’s a model for that/Al. As a matter of fact,
.z •

1 $ Ira Gordon(?) used that model, Lt Vs-called-the ’back— ---- --
//

center’,-modelin Florida about four years ago, where he paid 

people who had been in the program a year before and who had i/.vv 

some evidence that they had carefgiving skills/ to furnish ■

their homes for five or six children from the neighborhood.
(j. <■' --' C- C</7T',r.

DR. SOLNIT: Pacific Oaks has another facet of it, in their own way of trying
4 v-C.

to professionalize elevated goals and assistance to getting 

to those goals/ for the mothers who want to become professionals.

And-,- Sally ’ s -clone that’/alsoj with a cooperative day care program 

of mothers who got together, — this is what we wantz? you"give 
\ ( - v \ s 
\ 

\
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degrees.and

matter of day care programs.

getting at, even in 20 or 30

three like that,- s-o-that-way,-

although it sounds a little chaotic,it isn’t, because it has

those who can do certain things, and to help those

alsothat you get the kind of alliance

selection of who makes

the commitment.

It isn’t a cheap model, though, I don’t supposeDR.

SOLNIT:DR.

if you’re really giving them quality homeBRAZELTON?DR.

care it’s not any less expensive

DR. some of them will need quality daySOLNIT: Oh, but you sec

care, but you can’t -do it without a mother there. and—the--mother,'

home and be helped to do some

lot of the caretaking is

to do caretaking.done by the mother who is going to be paid

pay certain of the

than everything at a major centermuch -less expensive

now are leaders and giving us trouble in the x<diole

certain other things, and in

if she is the kind that can stay

For—example, it means that you may want to 
/.t (H'1 * >.Z*-' ^''••<2.
-monies for certain amount of the work that

that xvay^,seems to me, 

that Sally’s talking

It may, but

way it ought to be. What I’m

they do, for-example

families, you may find -t-wo- or

Oh-,- yes, j.t can be a very much less expensive model

who a do

But that’s right. -- that’

of it by having extra help — a

about- because they participate in the

a—principle, an underlying principle,which is to decentralize,

training and a few of them have gone on to school and got
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sive

DR You’ll need a lot of supervision ■t-

DR. SOLNIT:

I found that phrase a little

the-page where - it -says ret. urn home for 2 weeks 1 -

MS: They’ve but they’re returningnever been there,

to their home.

DR. SOLNIT:

to the hospital,and now returned home for

two weeks -

MS: They had been there in utero before.

DR. SOLNIT: the

hospital to the home for at least two weeks before any plan was

made.

Before any plan would be made that would ask theDR. motherNOVER:

But,...but that, in itself, when you'.ve--got a critical masses

says ,T return home for 2 weeks

In other words, they would be going from

from where? -On-bit difficult to understand. Return home

they’re going to have anyway, may not turn out to be much more

never been there. I—see. You know, I thought they’d

Finally, there we-re tuTo details. On page 26 where it

expensive. Anyway, that would have to be looked at

-Oh, yes; and you’ll need in-service training, and so on.

Lt-Ls—not it could be expensive* it could be quite inexpen-

-Oh, they ’ ve
, --been
/ home V-' sent back

and infant, -(-cross-talk)
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DR. SOLNIT: Yeah, you know it would be creating an artifact - before

• they’ve stabilized at home for two weeks.

DR. NOVER: And—to--give _.us..a ..chance to see •— we’re assuming that
<-■ ’r.'- ,,4- p

there will be a certain number that we might predict .have
X

problems that will require a day care program where, in the

first two weeks, things may change dramatically^) so—that*—--

DR- d Bob,, couldn’t you make that "a span of time"./ because 

in some families two weeks is too short.
, if

DR. NOVER:
1 5. -f

Yes-, I think what you are saying/it’s too arbitrary. 
/

DR. SOLNIT: Yes ,

and need to clarify,"/
DR. GREENSPAN: Yes, what I think we meant to imply,/that.would be a 

minimal time —-at--least-two weeks. .Certainly would be no 

shorter than that,- but certainly could be much longer, and 

that's what we meant to imply.
‘S

MS. -----attempt to be specific, I found that my reaction was

that the plan was intrusive'and that you were being, in a way, 

intrusive and (smothering?),; and I don’t think it would turn 

out that way, but t-he -way -it. .sounded-/ on paper'.that * s the

way it came across;. And _it came out that you expected everyone} 

or almost everyone, to be a-l-most a little bit incompetentand-

I don’t think that’s at all what you mean to convey, but that’s 

what came out.



There is a ?Rosentnal or Hawthorne? invective there

'/ — I was—trying- to say this, and I said it awkwardly, 

possibly-cut of fatigue,(Laughter) - I think it’s just about 

that now— No, what I wanted to say is that we do have an 

experience, for whatever it’s worth, and 1 could*nt answer .your 

question, quickly, R-ich? ,— because I had to think about our 

own selection.

We don’t select, they are selected for us ,.-really., in that 

we are willing to take _the most difficult cases in the community 

except if we think the child’s life is in danger and we can’t 

save him in time, an which-ease we would recommend, -and- we have 

in a few cases, immediate referral to the local court agencyr 

03^/in the case of a mother who is absolutely incompetent because 

of psychosis and we do not think,,.againwe can help the child 
/ n / 
on-time;; and the third limitation is simply staff. Mainly-, 

we~wd.ll -take,..and we are known in our community as the resource 

for the most difficult children in --y 'County, up to

the limits of our staff capacity to take on additional cases.
d Z c- •' r- ' v r.- v *■ t

And, .put of that population, i-t-—Ls> surprisingly few who have 

neededy adjunct I am only hoping that the demonstration, 

for your sake, will be in the home as much as possible. You 

may be pleasantly surprised at the capabilities of mothers who
< "■ /r Va < a/' -// < ir c/, . i -j >■

do not seem, on paper—-when we look at our intake referral 
Z Z< 4^* A 41 €• 

we jns-t shudder, and-then—comes-- the first appointment, the 

second, third and fourth, and- the picture begins to shift in 

the largest number of cases.
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DR. NOVER: Maybe I ought to Just add another dimension., that we are

not necessarily thinking of five-day, all-day, day care^-that 

it would be therapeutic and part of a program that would 

include mostly home-based and outreach, but that the center 

would be very flexible ’and at one time there may be more 

children, and at one time less,p and—that a child could, I 

think we envision, quickly move from needing a center-based 

program into a home setting. This-is-not-a, I think if we 

started getting the business of five-day infant day care 
/ )

9 to 6 —we would be for all the babies and we would be over- t. ' ) __  __

whelmed in no time^Zand wou-ld--be cut off from the population^? 

i-f—we-tried - to do that. -That really—is not-the-idea.

DR. SOLNIT..;,J.; I think what you want to do is make sure that it is

clear that there is a continuity of personal concern and 

interest and professional care that then allows you to use 

any adaptation, geographically or physically, because of the 

psychological environment of the baby and the mother and the 

father o-f— the children is the^—really the special factor that’s 

being introduced.
jr '</ / f... .... ..

Can- I / add one other thing," too*. I wonder if it would 

be possible^! don’t want to add to your already extensive rv'

burdens., to use some of the ?__._ess ? _ .ell stuff when the

mothers are in the hospital with the babies, especially if the 

hospital has some tolerance for the mothers being closa to 

babies/ and the babies close to mothers, to see whether you 

can keep track of what happens and whether * — they have some
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instruments which I think might be useful to you, not only

in terms of prediction, but also in terms of giving you cl-ues 

as—to— early cues about hew—**-what ’ s needed for that parent­

child pair

DR. NOVER: -Measuring the interaction. It’s an interesting facility, 

at least taking that one hospital where we are beginning to 

work in we’^e only now, in an atypical kind of way, implemented
tv­

rooming" in in the last four months, and to them, I think, for 

reasons historically — which takes more work on their part and 

the kind of staff that is prepared to deal with it,.and the 

baby isn’t really roomingrin until almost 24 hours after they re 
"....................... ' — .

there. And# the other side of it is/the baby is only in the 

hospital for 48 to 50 hours .in many cases. They are finding
____-—————-„ /X*?i r I f ,, 

/' shorter and shorter period -o-f time to—be in the hospital.

DR. SOLNIT:
.............. , v , v:At least if the babies could be with the mothers as zv •- r : 

compared to those who aren’t, even in that short peiiod of 

time.—....--

DR. NOVER: Right.

DR. BRAZELTON: WeHy—now, there’s a backslash to this, though, that I 

don’t think Marshall takes into account in his zeal to put 

over the critical period of attachment,and that is that there 

are a lot of mothers who are not ready to attach from the 

beginning. They need time for themselves, and particularly, 

I think, in a high-risk group like this where they have been

/
stressed physically-~and all the rcst--at home. They need
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time to organize before-then-they get on with the attachment.

And—T—think often in our professional zeal to put this 

over we'ignore and get angry at this-kind of" — this part of 

the curve.

SOLNIT? Are they not ready to attach? Or are we not able to

support them so that it doesn’t demand too much-of them?

v C
BRAZELTON: Both-.——I--don’t- think - I think you^'ve-got to be open to

both. I don’t think it’s just institutional,----I’ve seen

mothers in my scene?, that have said to me '’wait, wait;-1, —-

-J.u
NOVER: Of—course-,—48"hours, -and I think that--this-is one-of

the .-things- that is an economy move as well as-for- whatever

other reasons/those who may not be readyzto be

sent out—and-back-home with a very short period of adjustment

that is

I thini

think it depends on the

WeH*, I’m not against whatBRAZELTON:

the biggest problems in this

group of people is that they can’t face the system and we don’t 

-St)-, but I just say that— don’t get

too zealous about itv because you can over.^do it.

serve' an in-and-out kind of an experience--you’re there, and

it, because I think it—is one of

to each other. It could be

Al is suggesting. I’m all for

you deliver, and you’re home. I

argued.that, I suppose,
)

best done in the home dn a more natural setting but

therapeutic;-- it forces the mother and infant for whatever

for some of these mothers ;they’re not even quite ready —that 

bridge that for them, too.

make any effort to help on it. And-, sometime the baby can
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Oner-of-the studies in Detroitthey found that one of 

the things th-at-was most predicted was that the emotional 

health of the mother and the physical health of the baby during 

the first s-i-x months of life was whether/the mother had physical 
A <?

help at home during the first .three weeks. And', I think if you 

look at our whole system of the way we take care of mothers, it 

has changed drastically in the last 40 years.

One of the things that I think is a big problem is the 

role q£/ assumption that we expect o-ut of the nex-z mother 48 
>1 J if r <"

hours after she's had some tremendous psychological and physio­

logical changes. And, I think,/'perhaps one of the most 

effective pieces of intervention might be that you could 

provide the kind of help to the mother that would relieve her 

and help her store up the energy and psychological readiness 
h;

to interact with the baby. It would take some of the pressure 

off for her responsibility/ of family life survival, you—know, 

maybe a homemaker^ or----- I don*t know™what-but —

One of our thoughts was in-those mothers-where-we were 

concerned,-and I think it is in there somewhere although 

■maybe-not--elaborated, that some of the infant caretakers,--those 

who-would- be in the outreach aspect of the program.would be 

prepared in that transition phase to spend time helping the 
/ /* 

mother to deal with the problems that we picked up with the
I /> f iV t-r 

baby and also to help her because of her new role/as a mother, 

in„the-home♦ And-, I think those might be some of the cases 
\

that we would even turn around) whereas at the point where we 

\
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might be concerned about them*- that two^three week period 

that you were talking about— we could facilitate some of the 

things that we —

But/ I don’t mean,'take care of the babyMS ; f *■' crubbing the

DR. NOVER: No, helping the mother as well

BRAZELTON:DR.

DR.

establishing and re/-working and re-establishing our relation-

get homemakers come to the home where that might be the

want to do-is take the burdens off.

but that the other community agencies can interdigitate with

needed —

I wanted to be clear about the question - the recommenda­

tion that Al made and also

two- to four-week idea and making a decision at that time as

to whether or not the child

END OF TAPE

Selma’s concerns with relation to the

not all just our ox-zn staff or funding.Andy we hope that it’s

ship with partners in the community •—the Health Department,

us in terms—of- us kind of helping get things going sometimes. 
///.■< .. , . .
And, where that may be indicated is relief from some economic

/The extended family,- used to be

primary help/—-whet x-ze

Social Services'-- not only in terms of referrals, but also
C a U r/*' •*' ;<'

in terms of services whic-h-they-have- available where we-can

or practical burdens and more sophisticated?:: help is not

GREENSPAN
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> c f * ,■
1 ‘

Wc-hopo—to-have through — we are hoping----continuously

I DR. LALLY:


