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Abstract

This paper describes a method for investigating clinical process, Layered Anal-
ysis, which combines therapist countertransference reports and multi-faceted
microanalytic research approaches. Findings from the application of Layered
Analysis to video-recorded micro-events of rupture and repair in four psycho-
analytic parent-infant psychotherapy sessions are presented. Layered analysis
showed that countertransference and observation are complementary perspec-
tives, which enable concomitant study of interactive events, conscious internal
experiences, as well as nonconscious and unconscious elements of thera-
peutic interaction. Interactional rupture and repair were found to constitute
co-constructed micro-events that occurred fleetingly and often implicitly, and
differed in the structure, coherence and flow of interactions and in the relation-
ship between verbal and nonverbal communication. Furthermore, interactional
ruptures were found to sometimes ‘get into’ the therapist and transiently disrupt
their self-organization, such that the therapist became a locus of disruption for
the patient(s), actively contributing to the rupture, which thus became embed-
ded in the therapeutic system. Interactive repair was found to be most often
initiated by the therapist and to be underpinned by the therapist re-establishing
self-regulation, through metabolizing embodied and verbal aspects of the rup-
ture. Studying such processes can enhance our understanding of clinical process,
inform therapist training and clinical supervision, and contribute to clinical
outcomes.
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1 | INTRODUCTION

Systematic investigation of clinical process in psycho-
analytic psychotherapy raises important questions: what
happens within the therapeutic encounter? What may con-
tribute to change, stalemate, or harm? What dynamics are
introduced by each participant and how do these affect
the system (Ké&chele et al., 2009)? One way of addressing
these questions is through the detailed study of the inter-
actions that take place between therapist and patient/s
during therapy sessions. This paper summarizes the work
to date of a research project that aims to expand our under-
standing of clinical process by studying multifaceted layers
of therapy process in Psychoanalytic Parent-infant Psy-
chotherapy (PPIP) (for models of PPIP see Baradon et al.,
2005, 2016; Salomonsson, 2018; Thomson-Salo & Paul,
2007). The research project examines embodied and verbal
transactions in sessions with a focus on brief interactional
micro-events. This paper focuses on the characteristics of
moments of rupture in the sessions and aims to explore
how they relate to the therapists’ countertransference, and
to describe the processes that bring about repair. A cen-
tral intention is to enhance our grasp of the therapeutic
encounter in ways that are relevant to clinical practice and
training.

In psychoanalytically oriented therapies, a key source
for understanding what goes on in the treatment pro-
cess is the therapist’s countertransference. By the term
countertransference we refer the entirety of the therapist’s
emotional reactions, conscious as well as unconscious, in
relation to the patient (Gabbard, 2001; Heimann, 1950).
Therapeutic training programs habituate therapists to give
accounts of their observations, experiences and under-
standing of the session through clinical notes, supervision,
and clinical discussion groups. The countertransference is
pivotal, not only to the therapist’s personal understanding,
but also to handling of the analytic process. Unavoid-
ably, such narratives are limited by the therapist’s biases
of memory and defence. Also, most nonverbal commu-
nications are excluded from the therapist’s account since
what and how our own bodies communicate and how the
other responds to these communications are rarely fully
conscious to us. Therefore, the countertransference is a
necessary yet insufficient source for understanding clini-
cal process. This paper proceeds from the assumption that
other sources might exist that could offer additional lay-
ers of information about the clinical process, and thus
potentially expand our understanding of surface and more
hidden aspects of the psychotherapeutic process.

Pioneers of infant research such as Stern (1971), Tre-
varthen (1979) and Tronick (1989) have contributed to
understanding how participants co-construct moment-to-
moment interactive processes in brief micro-events of

Key finding 1

The therapist’s reported countertransference and
observation of videoed interactions can function as
complementary perspectives on clinical process;
in combination they can expand our understand-
ing of conscious and nonconscious elements of
therapeutic interaction.

Key finding 2

Micro-events of interactive rupture often entail a
disruption of expectancies that can dysregulate the
therapist, who may then become a locus of disrup-
tion for the patient(s) and actively contribute to
the rupture, primarily through fleeting nonverbal
responses.

Key finding 3

Processes of rupture and repair in clinical work
with parents and infants entail conscious, non-
conscious and unconscious embodied elements;
the therapist’s capacity to metabolize, that is, take
in and process traumatizing elements, is key to
interactive repair and ultimately therapy outcome.

interaction. Their methods of studying parent-infant inter-
actions entail detailed observation and attention to subtle
and fleeting communications, such as brief shifts of gaze,
vocal response, facial expression, and body orientation.
Such interactions can last less than a second (Beebe, 1982)
and cannot always be monitored in live time. For exam-
ple, microanalysis of face-to-face interactions of mothers
with their 4-month-old babies revealed finely coordinated
behaviors, such as looming in the mother and avoidance
in the baby, that proved to be predictive of attachment
disorganization (Beebe, 2006). Drawing upon the micro-
analytic research tradition on parent-infant interactions
and its role in infant development, several authors have
argued that key relational dynamics between the partici-
pants in psychotherapy can be discerned in brief interac-
tions between them (e.g. Beebe & Lachmann, 2013; Stern
et al., 1998). Moreover, it has been argued that such brief
micro-events in therapy can fuel overall change processes
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Statement of relevance

The study illuminates how using both counter-
transference reports and microanalytic research
methods can help us understand in more detail
the processes of rupture and repair between par-
ents, infants, and therapists. In this way we can
begin to elucidate the workings of psychoanalytic
parent-infant psychotherapy and enhance clini-
cal practice and training, thus promoting infant
mental health.

primarily through qualitative shifts in the patients’ way of
being with the other (e.g. Salvatore et al., 2015).

‘Clinical microanalysis’, i.e. the use of microanalytic
principles to the study of therapy process without necessar-
ily following a systematic coding procedure (Personal com-
munication Beatrice Beebe 25.12.22), has been extended
from infant research to the study of psychotherapy pro-
cess (Boston Change Process Study Group (BCPSG) 2002,
2007; Lyons-Ruth, 1998; Stern, 2004; Stern et al., 1998). It
has been applied to adult and child psychoanalytic psy-
chotherapies (Avdi & Seikkula, 2019; Harrison & Tronick,
2007; Vivona, 2019), music therapy (Suvini et al., 2017),
dance therapy (Houghton & Beebe 2016) and parent-infant
psychotherapy (Beebe, 2003, 2005; Cramer & Stern, 1988;
Downing et al., 2008).

We have drawn upon this method of observing parent-
infant interaction and the application of the microanalytic
approach in different clinical situations, and brought the
therapist’s countertransference into dialogue with it. The
method of Layered Analysis we have developed (Amiran
et al., 2019; Avdi et al., 2020) studies clinical process in
psychoanalytic parent infant psychotherapy (PPIP). PPIP
treatments are of particular interest because the embod-
ied, nonverbal communications between babies and their
parents are of primary importance and are a central
focus within the sessions (Baradon with Biseo, Broughton,
James, & Joyce, 2016; Lieberman, 2004). This is in line
with research on bi-directional influences between parent
and infant and how they co-construct patterns of inter-
action and defense (Beebe & Lachman, 2002). It also res-
onates with psychoanalytic discussions of how analyst and
analysand co-construct their analytic space (e.g., Lyons-
Ruth, 1999; Ogden, 1994). The use of video-recorded PPIP
sessions makes it possible to also include the therapist as
a subject of study. Exploring therapists’ conscious narra-
tives of sessions and attempting to discern unconscious
processes in both patients and therapists is of course a key
element of psychoanalytic practice and supervision (e.g.

McWilliams, 2021; Yerushalmi, 2019). However, our focus
on the therapists’ embodied responses in combination with
their conscious clinical narratives is a relatively new focus
in both psychotherapy and parent-infant research.

In normal relational processes, including the thera-
peutic relationship, interactions move between states of
‘matching’ (mutually coordinated and rewarding states),
‘mismatching’ (affectively negative, mis-coordinated
states) and ‘repair’ of the latter (Tronick, 2007; Cohn
& Tronick, 1989). Not all mismatches are disruptive or
problematic for the interaction and, in fact, such glitches
can provide opportunities for deep connection and change
(Cavelzani & Tronick, 2016; Eubanks et al., 2018). Some
mismatches, however, create a rupture; we use the term
rupture to denote a sudden and distressing break of
contact. Ruptures are often associated with behaviors that
are accompanied by poorly modulated emotions, whose
origin and meaning may be hard to comprehend. Such
ruptures have the potential of negatively influencing the
course of the therapy and may also sever the therapeutic
relationship in the longer term. This conceptualization
of interactional rupture has many similarities with the
so-called second-generation research on the therapeutic
alliance, which examines the dynamic development of
rupture and repair processes as they emerge in therapy
sessions (e.g. Eubanks et al., 2018; Safran & Muran, 2000).
In this framework, therapeutic alliance ruptures, that is,
breaks or tensions in the collaboration between patient
and therapist and/ or a deterioration in the quality of relat-
edness, are an inevitable and potentially useful element
of therapeutic interaction. The resolution of ruptures,
which often entails moving between states of affective
misattunement and attunement, is considered a potential
change mechanism (Safran et al., 2011). This echoes infant
development research which links rupture and contingent
repair with security of attachment (Tronick & Beeghly,
2011).

In this study, we examine the characteristics of ruptures
at the micro-level of the here-and-now in therapy sessions,
and aim to describe their verbal, embodied, conscious and
unconscious manifestations. In a multi-participant ther-
apy, such as PPIP, ruptures may occur between any of
the participants and often entail the whole system. In this
paper, we also explore the therapist’s role and examine
how such ruptures relate to their countertransference. This
focus on rupture also raises questions of how therapist and
patient then reach towards repair and what happens when
they are not able to effect it. While there is research into
parental contributions to rupture and its impact on the
infant (Barbosa et al., 2021; Tronick & Beeghly, 2011), to
date, research has not focused on the therapist’s part. This
study addresses these questions by studying moments of
rupture and repair between therapist and parent and/or
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infant in PPIP sessions, through applying the method of
Layered Analysis.

2 | METHOD

2.1 | Overall design

This is a qualitative study of therapy process in psy-
choanalytic parent-infant psychotherapy. The method of
Layered Analysis (LA) was applied to brief segments of
video-recorded psychoanalytic parent-infant psychother-
apy sessions with four therapist-parent-infant triads. Lay-
ered Analysis (Amiran et al., 2019; Avdi et al., 2020) is
a group-based analytic method that integrates a range of
approaches to study therapeutic process. Analysis takes
into account the clip’s cinematic qualities, in the sense
of movement, timing, rhythm, affective tone, and narra-
tive. The term “layered” can be understood in the same
way that contemporary image editing software works; an
image is composed of an unlimited number of layers that
can be emphasized or made invisible at times. Also, each
layer can be seen separately, or a few together. The image
- or here, the video clip - is not a singular image but is
created through the layering of different inputs in a non-
hierarchical order, and all contribute to the picture and
meaning that is created. One can add or reduce some ele-
ments, but the whole as a structure is not dependent on
any one of them and there is not a preference for one over
the other.

2.2 | Participants
Four mothers and their babies and three PPIP psychother-
apists (one male, two female) participated in this study.
Of the four mothers, three were of low socioeconomic sta-
tus and had experienced four or more adverse childhood
experiences; two of the mothers also faced significant diffi-
culties in their recent past. The fourth mother came from a
middle-class family described as emotionally unavailable,
though without evident trauma. The infants were females
aged between one and six months. All of them were first
born and the only child in the family. All mothers had
sought support to improve their relationship with their
baby, and all of them reported difficult attachment histo-
ries or conflicts with their own parents (see Table 1). The
therapists were psychoanalytically trained, experienced in
PPIP, and worked in mental health settings in European
countries.

The LA was carried out by a group of five researchers
and, for each case, the therapist. The researchers came
from different backgrounds and included two psycho-

TABLE 1 Description of sample.

Clara and Mother Clara suffered extreme abuse from her
Chloe mother, starting when she was a baby. As an
adult, she was successful in her academic and
career achievements. She wanted to become a
mother despite failed relationships. In the clip
for this study, baby Chloe was 3 months old and
this was the 4th session.

Mother Dora was referred to the PPIP service in
her third trimester of pregnancy with baby
Daphne as a high-risk case due to her abusive
childhood and the baby’s conception within a
context of substance misuse and a violent
relationship. This study examined the first
postnatal session which took place when
Daphne was one month old

Dora and
Daphne

Eliane and  During her birth, baby Eva nearly died. Aged 4
Eva months at referral she consistently avoided
mother Eliane’s gaze and Eliane felt that they
had not bonded. The vignette analysed was
from the 6th session.

Flora and Baby Fleur was the child of Flora, a mother who
Fleur sought help from the PPIP service because of
difficulties with accepting her role of being a
mother. The researched clip came from their
10th session when Fleur was 5 months old.

analytic parent-infant psychotherapists, a developmental
researcher, an adult psychotherapist and psychotherapy
process researcher, and a filmmaker. Having a diverse
group is critical to the method as it facilitates the layering
of observations and the co-construction of a multifaceted
description of clinical process.

2.3 | Ethical considerations

The study protocol was reviewed and approved by the
UCL Research Ethics Committee. All participants gave
informed consent for this purpose. All personally identi-
fiable details have been omitted or changed to preserve
participants’ anonymity. All treatments had ended at the
time of the research study, which prevented possible
interference in the treatment process.

2.4 | Materials

All the sessions with the participants who consented to
this study were video recorded. The cameras were set up
unobtrusively to capture the full image of all people in
the room (therapist, mother and baby). Therapists were
asked to select a session or part of a session, where they
felt that something troublesome, worrying, incomprehen-
sible or disturbing had happened between them and the

85UB017 SUOWIWOD SAIIER.D 3(cedl|dde ay) Aq pausenob afe sejoie YO ‘8sn Jo s8Nl 10y AreiqT 8UIUO 8|1 UO (SUONIPUOD-PUE-SWIS) W00 A8 |1 Ale.d1Buluoy/:Sdny) SUONIPUOD pue sWe 1 8y} 88S *[Z0z/¥0/6T] U0 Akeiqiauljuo AB[IM ‘BIninsulexsuljoey Aq €202 lYw1/Z00T 0T/I0p/wod A8 1M Ale.q 1 pul|uoy/:sdny Woij pepeojumod ‘S ‘€202 ‘SSE0260T



BARADON ET AL.

WILEY -2

patient(s), and they wanted to find out more. These inter-
actions were 3-6 min in length. Each clip was viewed as
a proto-narrative envelope, that is, an interactional event
that has a plot and a line of dramatic tension with a
beginning, middle and end (Stern, 1999).

2.5 | Analytic method
The process of Layered Analysis involves repeated view-
ings that move back and forth in time, with observations
of verbal and embodied communications, and viewers
moving between conscious and unconscious levels of inter-
pretation. Each clip was viewed repeatedly, at least 10
times, with the layering of visual images, sounds and
graphs depicting verbal tone, pitch and turn-taking. The
clips were viewed in real time, slowed down and sped up.
Sometimes the timing of the narrative was changed, or
smaller micro-moments were selected to be studied frame-
by-frame. Other video-editing techniques that were used
included zooming in on a participant, a behavior, a move-
ment, or expression, blocking out some sounds or visual
images to focus on other modes of expression. Each proto-
narrative envelope is thus composed of multiple smaller
and interrelated envelopes of meaning. Since the method
focuses on several modes of expression, the analysis of
these layers enables researchers to move beyond interpre-
tations based on one expressive mode only. Instead, they
can base them on global, multimodal perceptions of the
therapeutic process. For example, instead of building an
interpretation on solely the verbal dialogue between thera-
pist and mother, meaning is created by layering the words,
vocal tone, facial expressions, bodily movements, and emo-
tional expressions of the therapist, parent and baby. This
also paves the way for moving from linear causal interpre-
tations (“he said X, to which she replied with Y”) to global,
circular ones (“he said X, moving his body forwards, while
the baby grunted and the mother, looking askance, replied
with Y”).

During the viewing of the clips, the researchers brought
their expertise in analyzing and coding of relevant tools
and methods. These included:

(i) Discourse analysis is a qualitative, interpretative
approach to studying language in use. It focuses on
the content, organization, and function of talk e.g.,
in interactions in psychotherapy (Avdi & Georgaca,
2007). In therapy process research, discourse anal-
ysis can shed light on the interactional processes
and relational dynamics through which meanings are
reconstructed (Georgaca & Avdi, 2011). In addition,
in this study particular attention was paid to lin-
guistic evidence of reflective function in the adults’

(i)

(iii)

(iv)

talk, given the importance that mentalizing can have
for infant psychological development as well as the
process of therapy.

The Atypical Maternal Behavior Instrument for
Assessment and Classification (AMBIANCE; Bronf-
man et al., 1999) studies atypical parental behaviors
associated with infant attachment disorganization.
The coding system entails the identification of dis-
crete parental behaviors in relation to the infant. The
frequency and intensity of these informs a rating for
disrupted behavior. In the LA method, researchers
trained in the AMBIANCE coding system used the
list of discrete behaviors to identify potential markers
of disrupted communication in the therapy session.
Examples include the display of incongruent or con-
tradictory messages (e.g. inviting contact but with
closed body posture), hostile and intrusive behaviors,
frightened or disoriented behaviors, role reversed
behaviors, and withdrawal. Importantly, these behav-
iors were identified in both parents and therapists in
relation to the baby and each other. Instead of the
quantitative rating usually given in the AMBIANCE
coding, the LA method involves the qualitative anal-
ysis of the disrupted behaviors alongside other layers
of meaning.

Clinical microanalysis. This technique of analyzing
segments of interaction frame-by-fame, pioneered by
Stern (1971) and further developed by Beebe (1982)
and others, enables distillation of the elements that
make up the broader picture: a view of the world (of
the moment) in a grain of sand. Each second of filmed
interaction was split into 24 frames (still pictures).
The frames at the start and end of each small move-
ment of mother and/or infant and/or therapist was
selected and could then be viewed backwards and for-
wards so that the shifts in time, and cause and effect
could be better seen. It enabled the researchers to
see subtle and rapid affects and behaviors that can-
not be seen in real time. This tool was also valuable
for answering questions such as “What came first?”
or “What caused that reaction?” or “what emotional
state is being communicated?”.

Clinical narrative and countertransference reports —
the final domain of layering is clinical and draws
upon the therapists’ narrative. These were based on
their written case notes at the time of the therapy
and their reconstruction of the narrative while view-
ing the clip with the research team. Importantly, the
therapist participated in the research team’s viewing
and discussion of their case. Being both observed and
observer, the therapist could integrate their counter-
transference and affective experiences with the new
layers of meaning, such as the embodied (non- and

85UB017 SUOWIWOD SAIIER.D 3(cedl|dde ay) Aq pausenob afe sejoie YO ‘8sn Jo s8Nl 10y AreiqT 8UIUO 8|1 UO (SUONIPUOD-PUE-SWIS) W00 A8 |1 Ale.d1Buluoy/:Sdny) SUONIPUOD pue sWe 1 8y} 88S *[Z0z/¥0/6T] U0 Akeiqiauljuo AB[IM ‘BIninsulexsuljoey Aq €202 lYw1/Z00T 0T/I0p/wod A8 1M Ale.q 1 pul|uoy/:sdny Woij pepeojumod ‘S ‘€202 ‘SSE0260T



* | WILEY

BARADON ET AL.

un- conscious) behaviors observed by the research
group.

2.6 | Findings

An overall finding was that the sections selected by the
therapists for further study, based on their sense that
something significantly bewildering and/or disturbing had
happened, were observed by the research team to consti-
tute interactional ruptures. In other words, the therapists’
countertransferential unease and/or puzzlement about
the selected interactions paralleled the researchers’ obser-
vations of significant dysregulation in one or more of
participants. In some instances, the therapist had been
aware of the negative affect, whereas in others layered
analysis revealed subtle nonverbal responses by the ther-
apist - such as pulling away, freezing, or displaying a
stunned facial expression - which had not been reported
and were presumably nonconscious. Importantly, some
of the behavioral features of the therapists were cod-
able on the AMBIANCE, signifying contributions of the
therapist to heightened negative affect and mutual dys-
regulation. Thus, we see that the therapist can transiently
become a source of threat to their patient under certain
circumstances.

Through applying layered analysis to the selected seg-
ments from the four therapies, we observed the following
key characteristics of rupture and repair processes in PPIP.
Our findings are organized in three key areas:

(i) The characteristics of ruptures.
Finding: The observed ruptures were manifest in the
structure and flow of the interaction, as well as in the
relationship between the verbal and nonverbal domains.

(ii) The therapist’s role in ruptures.

Finding: The therapists can be strongly affected by, and
actively contribute to, interactional ruptures.

(iii) Processes of repair and the therapist’s role
Finding: Repair of ruptures was contingent on the ther-

apist re-establishing self-regulation and was most often
initiated by the therapist.

2.7 | Characteristics of ruptures

We found a clear distinction between interactions in which
the flow was smooth, mostly affectively attuned, coordi-

nated and coherent, and those where rupture occurred.
Coherent interactions also included interactional disrup-
tions, but these were not considered ruptures as they were
transient and did not interrupt the overall flow. The rela-
tionship between embodied and verbal communication
seemed to play an important role in both attuned and
ruptured interactions.

In attuned interactions, markers of mutuality (such
as fluid turn-taking, appropriate length of pauses, affil-
iative tone of voice and gaze regulation) predominated
and verbal and embodied modalities complemented and
reinforced each other, with their rhythms overlapping.
Nonverbal communication scaffolded the verbal com-
munication and accentuated its meaning, whilst verbal
messages clarified and amplified the embodied message.
In addition, different nonverbal modalities (e.g., tone of
voice and gaze) worked together to form a specific emo-
tional contour. For example, in the interaction described
below, the therapist’s verbal and nonverbal communica-
tions worked together to contain Mother’s negative affect
and hostile attributions about Baby. We classified it as an
attuned interaction despite some mismatches.

Example 1. Dora and Daphne. The interaction takes
place at the start of the first session with mother Dora and
baby Daphne, aged 3 weeks, postnatally. Dora and therapist
are sitting on cushions on the floor with Daphne lying on her
back between them. Daphne is gazing calmly at the therapist
and both adults are looking at her. As they settle into position,
the therapist bends down, leaning on her right hand on the
floor, close to Dora, sitting on her knees and facing Daphne
on a mat, slightly to her mother’s right side. Daphne is look-
ing at the therapist who shifts her gaze between the mother
and the baby. While looking at Daphne the therapist smiles
and says in a gentle, modulated voice: “And she hasyour very
blue eyes” and with a soft natural flow raises her head, still
with a smile on her face, to look back at Dora. Upon hearing
the therapist’s words, Dora recoils subtly but abruptly away
from Daphne and the therapist. Less than a second later, the
therapist recoils from mother and baby. Mother leans back
slightly, and her head turns away from Daphne and shifts
sideways towards the therapist, as she points to the baby with
her hand and states categorically in a questioning tone: “Is
it my- hhh I can’t see nothing in her (.) in me”. The ther-
apist mirrors Dora’s movement away from Daphne, looks
at Mother and says in an interested, modulated voice: “oh
really? ooh, I'd say she looks like you”.

Dora’s response to the therapist’s apparently innocu-
ous comment about baby Daphne looking like her was
unexpected and was out of sync with the conversational
flow until that point (constituting a mismatch) and could
potentially disrupt it. From a discursive perspective, the
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participants’ views diverged and the therapist’s proposed
link between mother and baby did not develop into a
fuller shared narrative. In her clinical report, the thera-
pist described feeling surprised at Dora’s reaction, since
in their experience linking baby and mother often brings
a softening in the mother - a sort of ‘Ah yes, this is my
baby’. The therapist was interested in Dora’s denial, won-
dered what lay behind it. She was also concerned that
the baby was being rejected by the mother. The fact that
Dora denied, both verbally and through her embodied
reaction, the proposed link with her baby might suggest
that she felt threatened by the therapist’s remark. The
therapist registered and mirrored Dora’s recoil, creating
a matched response, but stated her own view and then
began to explore Dora’s representations of Daphne. The
therapist’s verbal and nonverbal response was affiliative
and interested, and this presumably cued Dora that this
was something they needed to think about and that it was
safe to do so. In this example, the therapist’s verbal and
nonverbal communication contained the negative affect
sparked by her suggestion of a similarity between Dora and
Daphne. Thence, she could explore Dora’s perspective on
her baby and their relationship in a manner that aimed
to foster mother’s mentalizing. An interactive rupture was
therein avoided.

In contrast, disrupted interactions were found to be
jerky, the narrative lacked coherence, and communica-
tion seemed to reach a dead-end. In terms of the dialogue,
the conversational sequence tended to be disjointed, turn-
taking was interrupted by overlapping speech or unusually
long pauses, the tone of voice was sometimes raised or
inauthentic. In terms of meaning, therapist and parent
did not construct meaning jointly, but rather interacted
in a monological manner, each participant speaking on
their own terms without incorporating the other’s view
in their turn (e.g., Lyons-Ruth, 1999). As concerns non-
verbal behavior, intense and/or unexpected affect some-
times erupted. Also, disrupted AMBIANCE behaviors
were sometimes displayed by some or all participants.
Furthermore, verbal and embodied communications often
conflicted, carrying divergent messages, with each mode
of communication undermining the message of the other;
such mixed messages are defined as affective communica-
tion errors in the AMBIANCE. These elements are illus-
trated in the following example drawn from the therapy
discussed above.

Example 2. Dora and Daphne. This micro-event takes
place about half-way into the first postnatal session, about
20 minutes after the event described above. The interac-
tion follows several instances of mutual dysregulation, where
Daphne cries desperately and Dora responds in a manner
that oscillates between hostility and helplessness, triggering

further crying. At this point Daphne is lying on her back,
making grunting noises. Dora takes hold of Daphne’s legs,
lifts them up and starts to change her nappy, saying in a
sharp, quite loud and staccato voice “no crying, no crying
sweetie!” although Daphne is not crying at that moment.
The word “sweetie” is incongruent with Dora’s hostile vocal
tone, and with the abrupt way she handles Daphne. This
behaviour would be coded in the AMBIANCE as intrusive
hostile behaviour (harsh voice) and an affective communica-
tion error (incongruent messages of ‘no crying’ and ‘sweetie’).
In response, the therapist leans in towards Daphne, touches
her tummy gently, initially with her fingertips and then
with her whole hand, and says “But if you don’t cry, how
will you tell mummy when you don’t feel very well?”. The
therapist’s verbal message reframes the crying to communi-
cation, a potentially helpful intervention, but her vocal tone
is reproaching. In this instance, the therapist’s behaviour is
also codable on the AMBIANCE as she displays contradic-
tory messages of support and disapproval. In response to the
therapist’s comment, Dora looks at the therapist, sits up and
laughs nervously. Such laughter is considered a manifesta-
tion of fear and/or disorientation in the AMBIANCE. It is
also viewed as a marker of rupture in joint meaning-making
from a discourse analytic perspective.

In this interaction, the therapist’s intervention was char-
acterized by a disjunction between her verbal message
and nonverbal display. This seemed to further dysreg-
ulate Dora, who may have felt judged. In this sense,
the intervention, which aimed to introduce a develop-
mentally appropriate perspective of Daphne’s crying to
Dora and thus invite her to mentalize Daphne’s state of
mind, actually contributed to the rupture. Reporting her
countertransference at that point in the session, the ther-
apist described feeling thin-skinned to Daphne’s cries and
deeply protective towards the baby. She wished to cut out
Dora’s harsh interactions. But, on viewing the video later,
the therapist was shocked to see how similar sentiments
were enacted in her tone of voice and physical turn towards
Daphne while excluding Dora.

We observed similar instances of the therapists con-
tributing to ruptures in other sessions, and such instances
usually emerged in response to disruptive interactions
between mother and baby. In these instances, thera-
pists’ verbal message, which was often in line with a
therapeutic intervention, was incongruent with their affec-
tive displays. In addition to such communication errors,
we observed therapists displaying other types of atypi-
cal behaviors, such as sudden embodied responses (e.g.
physical movement away), unexpected affect (e.g. sudden
laughter incongruent with the affective tone of the conver-
sation), or a psychic withdrawal expressed through facial
and/or postural stilling as a form of freezing. Such displays
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are considered indications of frightened/ disoriented states
of mind in the AMBIANCE. Thus, one of our key find-
ings is that the therapists were also susceptible to - and
potentially active contributors to - disruptive communica-
tions that could be disorganizing to the parent and baby.
This point is explored in greater depth in the section that
follows.

2.8 | The therapist’s role in ruptures

We found that dysregulated parent-infant interactions
could “get into” the therapists and transiently disrupt their
self-organization. In their reports, therapists described
their countertransference as feeling “confused” or “off bal-
ance” and reacting in unexpected ways that differed from
their habitual therapeutic stance. Although they were not
always able to describe exactly how they reacted, Layered
Analysis added to our understanding of these subtle non-
conscious and unconscious processes as they manifested
in observable embodied expressions. In addition, such
unusual or surprising behaviors were often codable in the
AMBIANCE. Inasmuch as these behaviors evoked shock,
confusion or withdrawal in the other, we consider them
as disorganizing and thus traumatizing in the context of
a therapeutic relationship and setting. Thus, the therapist
could unwittingly contribute to further dysregulation in
the triadic system. These processes of therapist and triadic
dysregulation are illustrated through two examples below.

Example 3. Clara and Chloe. The following interaction
takes place in a session with 3-month-old Chloe and her
mother, Clara. Chloe presents as very avoidant, rarely ini-
tiating eye contact with either adult. Clara sits on the floor,
holding Chloe on her knee, and recounts a swimming ses-
sion they recently attended. She makes a sudden and loud
“PSHSHSH” sound to illustrate how Chloe reacted when
going underwater. Chloe responds in an ambiguous manner
to Clara’s loud sound: she displays both signs of interest and
positive engagement (she turns her gaze towards her mother
andvocalizes, looking at her) and signs of negative affect (she
startles, her smile turns to a grimace, she flails her arms,
her arms and torso tense up). Her behaviour suggests that
Chloe was confused and frightened by mother’s loud tone.
The therapist responds very quickly and says in a loud and
high-pitched voice “oh yeah, what did mummy just DO?”
and then laughs in a high-pitched, prolonged manner. This
behaviour is interpreted as indicating fear and disorienta-
tion in the AMBIANCE. In response, Chloe frowns and averts
her gaze from both adults.

In this example, the therapist’s response to the dys-
regulated interaction between Clara and Chloe was both

aroused and arousing. In their report, the therapist
described picking up on Chloe’s expression and attempting
to put baby’s shock into words, thus offering the possibil-
ity of finding meaning in the interaction. She described
feeling alerted to something powerful in what had hap-
pened, unconsciously linking Mother’s response with her
expression when had previously recounted her experience
of sexual abuse. The therapist’s response was potentially
helpful in terms of content, as it responded to Chloe’s star-
tle, put her experience into words, and invited Clara to
reflect upon her baby’s experience and mental state. How-
ever, there was a discrepancy between her words and her
laughter, and both were expressed in an aroused affective
state. These expressions of the therapist’s affective arousal
were also arousing for the patient(s), as evidenced in Chloe
averting her gaze.

Example 4. Flora and Fleur. Baby Fleur is sitting on
mother Flora’s lap facing her chest and avoiding eye con-
tact with both her mother and the therapist. Flora comments
on diaper changes during the night and says they are like
an “assault”> When Flora says the word “assault’, Fleur
whines briefly at the very same time as the therapist recoils
rapidly away from mother and baby in a big body movement
but with a neutral face, and then leans forward into a col-
lapsed posture. Flora mirrors the therapist’s back and forth
movements, and then, as the therapist freezes, Flora turns
abruptly to Fleur, saying that she wanted to “dock in’, that is,
to be breastfed. Flora continues to talk, facing her baby now,
while the therapist has a frozen and blank facial expression
for 16 seconds.

In this example, the therapist’s nonconscious commu-
nication of ‘chaotic retreat’ (recoil, still-face) seemed to
have cued Flora and Fleur to threat; in response, both
mother and baby turned away and withdrew into self-
protective maneuvers. The therapist described having felt
thrown and perplexed by the sudden use of the word
‘assault’ - it felt like breakthrough of violent unconscious
material in Flora. However, the therapist was neither
aware of their bodily cue of retreat, nor of the momentary
freezing.

As illustrated in these examples, the emergence of
unconscious traumatic material in the parent-baby inter-
action, or from parent to therapist, seemed to dysregulate
the therapist. The confusion was both reported by the ther-
apists and reflected in their behavior which was codable in
the AMBIANCE. The manifestations of their dysregulation
led to further dysregulation in mother and baby. In some
events of rupture, mothers turned away from the therapist,
displayed facial withdrawal, stilling, and signs of disorien-
tation or hostility. Babies sometimes showed that they were
frightened, and other times displayed active defenses (e.g.,
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gaze avoidance, twisting body away, withdrawal), as well
as avoidance and disengagement, accompanied by bewil-
dered facial expressions and bodily tension. In sum, we
observed that the threat was moving between the triad,
with each participant potentially acting as trigger to the
other.

2.9 | Processes of repair and the
therapist’s role

Based on our observations, interactive repair took the form
of a gradual, cumulative process, seemingly part of the
overall relationship dynamic in contrast to rupture. Repair
processes also started with bodily cues. In some instances,
these embodied invitations were initiated by the thera-
pist and in others repair proceeded from mutual cueing
between mother and therapist that each wanted this rela-
tionship to continue; baby then settled into the changed
atmosphere and joined the interaction.

We found that the therapist’s capacity to register, reflect,
and respond to the rupture was crucial in determin-
ing whether repair would happen or there would be
an ongoing dysregulated dynamic. We identified four
inter-related elements central to the process of interac-
tional repair following a rupture: the therapists’ capacity
to self-regulate their affective arousal; emergent mean-
ing making as the therapist began to make sense of the
interaction; the therapist’s actions towards re-establishing
connection, and the time needed for these reparative
responses.

Repair was anchored in, perhaps even conditional on,
the therapists’ internal working to restore self-regulation.
This was often manifest through the therapist taking
a pause before responding. Therapists’ reports did not
always document this pause, so it was not necessarily
conscious. Rather, such pauses could be observed in the
therapists’ transient withdrawal from the interaction, for
example, through a preoccupied look, silence, and in facial
or bodily stillness. Whether or not such pauses reflected
disorientation or a process of self-regulation was deduced
from the actions that followed; in cases where the therapist
came out of the pause with a gesture or verbalization that
indicated some sort of resolution and understanding, we
assumed that they had moved from a disrupted to a more
coherent state.

The therapists’ reports also emphasized the importance
of meaning-making in the process of repair. Ruptures may
signify not only the loss of joint meaning-making but also
the therapist’s confusion, expressed as “what is happen-
ing? I don’t understand”. Regaining a sense of understand-
ing moved the therapist forward in self-regulation and
empathic openness to the other.

We also observed that in the process of successful self-
regulation leading to mutual regulation, the therapist’s
embodied knowledge often seemed to precede conscious
symbolic knowledge and verbalization. In other words,
the therapist’s responses sometimes seemed to start from
embodied knowledge, such as slowing down or stilling,
nodding, leaning forward, rather than conscious reflection.
Also, in successful repairs, the therapists often commented
on or invited explicit exploration of the underlying feel-
ings. These elements of the process of interactive repair are
illustrated in the example that follows.

Example 5. Eliane and Eva. Baby Eva is avoidant, often
averts her gaze and this has been a cause for concern. As they
settle on the floor, the therapist waits for Eva to look at her
and after a moment Eva turns her gaze to the therapist, while
mother Eliane watches; then Eva moves her head away, low-
ers her face and shuts her eyes. Eliane says “Oh DEAR” in a
loud, high-pitched voice and then laughs eerily, with a fright-
ened facial expression; all these responses would be coded as
frightened/ disoriented behaviours on the AMBIANCE. Eva
continues to look away and twists her torso further away
from the adults. The therapist’s face becomes still, with a
frozen smile; her response would also be coded as fright-
ened/ disoriented behaviour on the AMBIANCE. Eliane then
begins to loom towards Eva; the therapist leans in and inter-
rupts the loom by asking Eliane how she is finding Eva’s gaze.
Eliane looks up at the therapist with a startled expression
and then engages with the therapist and begins to talk about
her feelings about Eva.

This is an example of mutual traumatization within the
triadic system, as Eva’s turning away triggered a dysregu-
lated, frightened laugh in her mother, which seemed to ‘get
into’ the therapist who transiently froze. The therapist’s
countertransference report was of utter confusion and a
feeling of shock. Reconstructing the event clinically, the
sense was of rejection ricocheting between the triad. As
mother Eliane started to loom into Eva’s face, an exam-
ple of a hostile behavior on the AMBIANCE, the therapist
interrupted the loom and invited Eliane to talk about her
relationship with Eva. Frame-by-frame examination of this
micro-interaction revealed that the therapist’s interven-
tion came mid-way through Eliane’s loom, in a response
that was too fast to be the result of conscious processing.
We suggest that during this brief period of stillness, the
therapist was able to regulate her high arousal and dys-
regulation triggered by Eliane’s response to Eva. Following
this, the therapist interrupted the oncoming loom, recon-
nected with Eliane and invited self-reflection. In this way,
the rupture was repaired, and Eliane and therapist were
able to begin to explore Eliane’s experience in relation to
Eva.
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Clinical process in psychotherapy is complex, multidi-
mensional, and varying in its behavioral and emotional
manifestations. The focus on the dynamic interplay of con-
scious, nonconscious and unconscious exchanges between
therapist and patient(s) is a cornerstone of psychoanalytic
psychotherapy and a central element of psychoanalytic
training, supervision and practice. Due to the multitude
of events in the session, tools are needed to register,
comprehend, and interpret what occurs on all these lev-
els. One of the methods we propose is Layered Analysis,
which combines clinical insight and report by the therapist
with clinical microanalytic approaches by a research team.
Countertransference and observation are both important
sources of information regarding the therapeutic pro-
cess. We found a concordance between the therapists’
report of surprise and/or unease about a specific interac-
tional micro-event and the research team’s observations of
embodied expressions of rupture and repair. This finding
suggests that both observations and reported countertrans-
ference capture similar phenomena, albeit from different
perspectives and each having different assets and short-
comings. The reported countertransference reflects what
arose in the mind of the therapist, including thoughts, fan-
tasies, feeling states and bodily reactions that they became
aware of, which cannot be observed. However, it is impos-
sible for the therapist to be aware of all feelings, thoughts,
embodied communication as well as what they assume
goes on in the others’ mind in the consulting room. The
researchers have even less access to the therapist’s feelings
and thoughts but, through careful viewing of the clips, can
perceive markers of rupture and repair that were not con-
sciously registered by the therapist in the session and thus
unavailable as information about the countertransference.
This refers especially to bodily markers of countertransfer-
ential feelings, manifested in atypical behaviors, that the
therapist was not aware of, such as displeasure, annoyance,
a feeling of being ‘assaulted’. Thus, although the therapists
selected the clips for further analysis based on their coun-
tertransferential unease about the specific interactions,
which suggests that they had some level of awareness that
something ‘was not quite right’ during these interactions,
careful observation inherent in the method of LA added
detail and depth to this diffuse unease. In addition, this
observation of bodily expressions also informed us how
the therapist was affecting the patient(s), whether this was
conscious or not. Therefore, in our view, countertransfer-
ence report and researcher observation are complementary
perspectives, each needed in order to enable ‘binocular
vision’ (Bion, 1965). This makes possible the concomitant
study of interactive events, conscious internal experiences,
and those that are not conscious but expressed bodily.

With a spotlight on the therapists’ experience and behav-
iors, it was possible to reach a deeper understanding of the
processes of rupture and repair and how they may be expe-
rienced individually and systemically. It appears that
rupture is heralded for the therapist with an experience
registered as unease, confusion, shame or another nega-
tive emotion. These countertransferential feelings seem to
be sometimes transmitted to the patient through anoma-
lous behaviors such as withdrawal, freezing or interactive
errors, of which the therapist may be unaware. Although
we did not have access to the patients’ self- reports, the
observed behaviors in mothers and babies (withdrawal,
avoidance, hostility) suggests that they may at times have
experienced the relationship with the therapist as aversive,
even threatening. The researchers’ own countertransfer-
ence when watching the videos offered additional insights,
for example when team members reported ‘a sinking
heart’, ‘tension’ or realized that they were holding their
breath while watching. Through such countertransferen-
tial “resonance” (Salomonsson, 1998) and “tuning fork
responses” (Stone, 2006) we may further understand
the patients’ experiences.

The therapists’ countertransference reports and
observable behaviors indicated that, in tandem with
the interactional disruption, their self-organization was
disturbed. Behavioral characteristics of disturbance in
self-organization were seen also in the mothers and
babies. Our study shows that, in addition to the self- and
interactional perturbance, there is a systemic influence
of disruption, whereby the triad of infant, mother and
therapist mutually influence each other’s behavior (Butner
et al., 2017). We thus highlight self, dyadic and systemic
trajectories of disruption, which occur so rapidly that it
may be impossible to establish a linear causal chain. In this
study we were unable to isolate cause and effect between
the three units: self, interactive, systemic. We assume
that, in the moment, these parallel and presumably
inter-related trajectories are mostly fleeting, embodied
cues of disorganization, split-second chains of movements
that are taken in subliminally (BCPSG, 2002, 2005).

We suggest that one aspect of this dysregulation is that
the expectancies of the participants in the session are dis-
rupted (Beebe & Lachmann, 1998, 2002, 2013; Stern, 1985).
Events that are either felt to be sudden, intense and unpro-
cessed or an accumulation of low-level unpredictable
micro-events may disrupt the individual’s anticipation of
what-will-happen-next. The ordinary framework of work-
ing together, which always includes ongoing mismatch
and repair and therapeutic challenging of the other, is
abruptly thrown off course. In all therapies such situa-
tions occur within the transference-countertransference
relationship. In parent-infant psychotherapy an additional
factor is that the therapist may witness interactions that are
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deeply disturbing and thus professionally and humanely
challenging to them, because infantile affective states are
so very primary and raw. We hypothesize that such interac-
tions violate the normative expectancies of the therapist’s
attachment and caregiving systems. They may also trig-
ger memory traces of perhaps only partially resolved states
in the therapist’s own past. This may cause the therapist
to lose their habitual therapeutic stance and thus become
threatening to their patients. Dysregulated, and challenged
in one’s capacity to mentalize and make meaning in the
here-and-now of the event, the therapist cannot immedi-
ately move towards interactive repair with their patient
(Luyten & Fonagy, 2015). Something needs to take place
for the therapist to regain a sense of self-regulation and
capacity to think.

In our view, the move to repair, that is, restore the ther-
apeutic working relationship, is underpinned by internal
work of metabolizing (Bion, 1962) in the therapist. By this
term, we mean the emotional and mental digestion of
the raw elements that imploded the interaction, emotional
regulation and meaning-making (BCPSG, 2005; Grotstein,
2007; Ogden, 2004). We observed that such metabolizing
often started with a physical response, such as stilling or
recoil, which arguably indicated that the patient’s commu-
nication had been taken in. We suggest that the therapist
may unknowingly pause briefly to enable them to carry
out the required internal work. This embodied aspect of
metabolizing arguably precedes more conscious mental
work in the therapist. In other words, meaning-making
seems not only to entail conscious processes of symbol-
ized understanding and mentalizing but also embodied,
implicit responses that give meaning to the other’s actions.
Indeed, Sletvold (2016) suggests that listening to the psy-
choanalyst’s body is the foundation for analytic thinking:
“The importance of reflective thought is acknowledged
but is seen as resting on the analyst’s ability to become
aware of her unconscious bodily relational experience”
(p. 186). At this point, the disturbance can be said to
lodge inside the therapist’s body. Often this is accompanied
by an observable expression or action such as stilling or
‘a turning inward’. These behaviors differ from disrupted
(AMBIANCE-codable) behaviors, such as withdrawal or
dissociation, in that additional cues are given that contra-
dict threat. For example, the therapist may still maintain
eye contact, physical proximity (leaning in), vocalizations
(“mm”), or other indicators of psychological presence.
Another aspect of such pauses we observed was that that
the therapist ‘comes back’ to the patient, though with a
subtly different manner. The therapist at such moments
seemed inclined to a more nuanced affective joining at the
level of the patient and, from a mentalizing point of view,
tended to a state of mind associated with and enabling
genuine inquiry (Fonagy et al., 2022).

Processes of metabolizing allow for self-regulation in the
therapists, described in their self-reports in terms of regain-
ing their habitual capacity to think. Our suggestion that
the therapist’s self-regulation is a prerequisite to interac-
tive regulation concurs with Beebe and Lachmann’s (2020)
proposition that “self-processes may be even more organiz-
ing than interactive processes” (p 313). We believe that the
therapist’s disrupted self-organization can both result from
interactive ruptures and contribute to them. In this sense it
disruption in the therapist’s self-organization can be seen
both as cause and effect of interactive ruptures in therapy.

Interactional repair is described as successful when “the
patient and therapist resume collaborating on the work of
therapy with a strong affective bond” (Eubanks et al., 2018,
p-509). This was confirmed in our study. While the internal
work of the therapist seems to be a condition for repair, a
mutual wish for resumed emotional connectivity is equally
necessary, whether this is conscious to the patient or not.
In Example 5, the mother Flora actively cued her wish
to restore the therapeutic work through glancing rapidly
at the therapist. In the case of Eliane and Eva (Exam-
ple 6), mother responded to the therapist’s intervention,
albeit with negation of the content. The therapist contin-
ued with interested reflection and quite quickly the rebuff
was discarded, and regulated turn-taking and collaborative
reflection took place again.

31 |
study

Strengths, limitations, and further

The method of Layered Analysis has both strengths and
limitations. Importantly, it is not an appropriate method
for looking at therapy outcomes over the whole course
of therapy. The focus of the analysis is on only very brief
moments in time. However, this method can be com-
plementary to outcome research and can provide rich
information that can contribute to understanding how
final outcomes are reached over time. It is likely that
the cumulative effects of significant clinical moments
contribute to longer term treatment outcomes. Further
research using mixed methods, to integrate findings from
Layered Analysis with outcome data, will provide a rich
source of information about the factors that contribute to
therapeutic change.

The method relies on both systematic observation and
the use of objective measures and subjective interpre-
tations of the material. The therapists’ and researchers’
countertransference in relation to the material forms the
basis of the interpretations and meaning that is made,
and any findings are necessarily interwoven with subjec-
tive experiences and particular skills and interests of the
research group and the individuals within it. This means
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that the “findings” of the analysis do not uncover a sin-
gle truth or reality, but instead a set of socially constructed
sets of meaning that can illuminate our understanding
through multiple lenses and realities (Roy-Chowdhury,
2010). The function of a research group is an essential
component to the analysis process as it enables new mean-
ings to be socially generated. A limitation of this study
was that the patient/s have not been part of the selec-
tion of the material to analyze, nor the analysis itself. An
interesting further area of study will be to involve patients
in the analysis and co-construction of meaning making.
In addition, in recognition of the role of the therapist’s
nonconscious and unconscious contributions to ruptures,
future research could include the measurement of the ther-
apists’ attachment dynamics in examining rupture and
repair processes.

A novel contribution of this work was the application
of microanalytic methods to PPIP. We do not know if and
how the method can be transferred to other psychother-
apy methods and the question of transferability to other
types of interventions thus needs further investigation. In
addition, we recognize that LA is a time-consuming, labo-
rious process that cannot be easily integrated in routine
clinical practice. On the other hand, paying detailed and
systematic attention to brief interactions seems to enrich
clinical understanding and may contribute to therapist
development and clinical outcomes.

3.2 | Clinical implications

There are several clinical implications to Layered Analysis,
our method of multi-modal and multi-disciplinary obser-
vation. The first relates to clinician self-awareness. LA can
develop greater awareness of normally nonconscious bod-
ily experiences, affective states, and countertransference.
Seeing oneself from the outside engenders more sensitivity
to how one behaves, how the other perceives oneself, and
the bi-directional influences in micro-events. The appli-
cation of different perspectives enriches the clinician’s
understanding of these self-other processes. These capac-
ities are important for good practice and, in our view,
should be built into training programs for therapists and
other practitioners. Although the value of video feedback
in interventions has long been recognized (e.g. Bakermans-
Kranenburg et al., 2003), the LA method is novel in
bringing in clinicians’ self-observation, focus on micro-
interactions and group discussion. Another implication for
practice and training is that when a therapist or other
practitioner does not sufficiently metabolize the patient’s
material and/or their own countertransference, they may
be more susceptible to interactive errors. Such moments
of discomfort or unease in the therapist are likely to be sig-

nificant to understanding this co-constructed dynamic. In
this sense, what is observed in the video clip is like holding
a mirror to the therapist’s non- and un- consciousness.
Another implication for clinical practice pertains to
increasing awareness of rupture and repair since, in some
cases, ruptures are evidenced through subtle or fleeting
embodied responses that do not seem to have been regis-
tered consciously by the therapist. The findings regarding
characteristics of matched, mismatched and ruptured
interactions are nuanced. Fluctuations in flow and coher-
ence occur along an affective continuum between intense
affective displays and mild yet observable arousal. Such
perturbations in attunement fluctuate over the course of
a proto-narrative event and can be observed in embodied
communications between participants. The importance
we attribute to the therapist’s sensitivity to embodied
communication around rupture cannot be overstated.
With regards to repair, our emphasis is different. We
have highlighted the internal work required of the clini-
cian to take in the rupture and soothe their own ruffled
emotions. One barrier is the clinician’s discomfort about
negative feelings towards the patient. The clinicians in the
study were surprised at the extent of negative emotion
their bodies conveyed, for example, by withdrawal, disap-
proving tone of voice, and unmarked mirroring. We see
a role for the training schools to initiate open and non-
judgmental spaces for exploring these feelings. In our view,
this calls for a move away from the theoretical framework
that views patient psychopathology as triggering rupture.
In that framework, the therapist is regarded as getting
caught up in the patient’s transference. In lieu, we pro-
pose a framework that acknowledges that in bi-directional
interactions the therapist, too, may trigger rupture in
the ongoing therapeutic framework. This intersubjective
paradigm highlights how unconscious and nonconscious
apprehensions and behaviors in every participant in the
session interact. Emphasizing the necessity for the analyst
to become aware of such processes aligns with the view
of Betty Joseph (1989): the analyst’s guide to the patient’s
most important anxiety ‘lies in an awareness that, in some
part of oneself, one can feel an area in the patient’s com-
munications that one wishes not to attend to - internally
in terms of the effect on oneself, externally in terms of what
and how one might interpret’ (p. 111). In our view, the LA
method can contribute to making such areas prominent.
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