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THISISSUEAND WHY ITMATTERS

ach summer Zero to Threefocuses a Journal issue on the stories

of how professionals are making a difference in the lives of

children and families. In this issue, the articles address topics
such as immigration and acculturation, recovering from traumatic
loss, working with parents in the criminal justice system, group
intervention to support parent—child relationships, and components
of successful home visiting programs. Our readers tell us that these
case studies are particularly useful for training and professional
development experiences and that they are especially helpful in
transdisciplinary settings. The Zero to Three Journal offers several
professional development opportunities:

e You can download the free article “Practical Tips and Tools:
Using Stories From the Field for Professional Development”
at www.zerotothree.org/usingstories. The article provides general
guidelines, plus strategies for using the case studies in team
building, program development, teaching, and supervision, as
well as building workforce capacity and advocacy for systems
change.

e You can earn CEUs for reading the Zero to Three Journal. The
library of available Journal issues is continually growing, so
be sure to check www.zerotothree.org/journal CEU for new
additions.

e The new Institutional Subscription offers access to both the
print and digital editions of the Zero to Three Journal for use by
organizations and institutions that have multiple users. Go to
www.zerotothree.org/institutionalsubscriptions to learn more.

You may have noticed that the Facebook page for the Zero to Three
Journal has recently merged with the larger organizational Facebook
page at www.facebook.com/zerotothree. There you will find not only
information about the Journal, but a wealth of information, practical
tools, and resources for use by the adults who influence the lives of
young children.

The Zero to Three Journal is also planning some changes in the Fall
of 2014. Readers can look forward to a brand new updated design,
including full color photos, and an appealing layout.

In other news from ZERO TO THREE, registration is now open
for the 29th National Training Institute to be held at the Westin
Diplomat in Fort Lauderdale, Florida, from December 10-12, 2014.
Register online at www.zttnticonference.org to take advantage of early
registration rates.

Stefanie Powers, Editor
spowers@zerotothree.org
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Where Do We Start?

Using Family Navigation to Help Underserved Families

STEPHANIE BLENNER
IVYS FERNANDEZ
ADRIANA GIRON
XENA GROSSMAN

MARILYN AUGUSTYN

Boston Medical Center
Boston University School of Medicine

Marta looked down and, through the Spanish interpreter, asked, “Where do I start?” She had

been concerned about her twin boys for some time. They had been born 6 weeks prematurely and
had spent almost 2 weeks in the NICU growing big enough to come home. While their feeding and
physical growth had been steady after leaving the hospital, Marta was worried that they seemed
different from other children and weren’t doing what their cousins had done at the same age. At their
2-year checkup, she had told the pediatrician that one of the twins didn’t talk and the other used just
some single words. He had reassured her that twins, especially boys, often talk later. Her family told
her she spoiled them, doing so much for them that they didn’t have to ask for things. She wasn’t sure;
she tried to be a good mother. Marta noticed that they were very independent and could play for long
periods with their toy cars, rolling them back and forth and watching the wheels spin. Her sister
reminded her that twins often entertain themselves. Now that the boys were almost 3 years old, after
Marta brought up her concern again, the pediatrician had sent them to a developmental specialist,

and she learned that both boys had autism spectrum disorder.

Family Navigation, an Adaptation
of Patient Navigation

‘ ‘ HERE DO I start?” is a piv-
otal question for all families
of young children sitting

in Marta’s position after a developmental

or mental health concern is identified. This

is also the moment when caregivers and cli-
nicians faced with Marta’s question about
where to start ask themselves, “How can I
best help this family?” Determining the most
appropriate answer to this shared question
can be challenging and difficult. This is partic-
ularly true in the case of underserved families
who may face a range of competing challenges
such as not speaking English, recent immi-
gration to the United States, or struggles with
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poverty, which can seem overwhelming at
times (Harstad, Huntington, Bacic, & Barba-
resi, 2013; Lin, Yu, & Harwood, 2012). A novel
approach called family navigation is one tool
that can be used to help address the needs of
underserved families in this circumstance.
Our center has developed this program as
part of a Health Resources and Services
Administration-funded study to look at the
efficacy of the approach in working with fam-
ilies and children facing a new developmental
diagnosis. In doing so, we learned how we
might need to think differently about inter-
vention and how helping families truly means
overcoming barriers one step at a time.
Patient navigation was first developed
as an approach to improving care for the

underserved by Dr. Harold Freeman in the
1990s (Freeman, 2013). Initially developed
toaddress disparities in cancer care among
inner city adults in Harlem, patient naviga-
tion has become an integrated part of many
cancer programs across the U.S. Although
this approach emerged in the context of adult

Abstract

The period of time after a child is iden-
tified with a developmental or mental
health condition can be highly chal-
lenging. This is particularly true for
diverse, underserved families who
may face competing concerns related
to poverty, culture, language, immi-
gration, and family issues. Likewise,
clinicians working with underserved
families may recognize that usual
care is not as effective in this context
and look for alternative approaches.
The authors share the story of one
such family and illustrate how fam-
ily navigation, a novel approach that
addresses individual-level barriers to
care, can support families in accessing
intervention during the critical period
after diagnosis.
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cancer care, it has potential applications in
helping people dealing with many conditions
and particularly those impacting children
and families. Family navigation modifies
patient navigation in several ways includ-

ing (a) shifting the model from working only
with the identified patient to working with
the family and (b) from navigating only med-
ical system barriers to also navigating a range
of community, educational, and social barri-
ers at an individual family level. Like patients
newly diagnosed with complex medical con-
ditions such as breast cancer, families of
children diagnosed with special needs also
have to access an often overwhelming range
of systems and programs—medical, early
education, mental health, social services, and
government programs in a timely way. They
are asked to do to this at a time that often
entails great family stress and upheaval. This
need to effectively access intervention after
diagnosis is particularly important with neu-
rodevelopmental conditions such as autism,
where it has been shown that early intense
intervention can make a significant difference
in outcome for young children. In recognition
of the enormity of this task for families and
the role for a targeted professional trained
inboth culturally competent family and
infant mental health approaches and systems
of care, family navigation is an innovative
approach building on standard care.

Usual Care

N USUAL CARE after an evaluation was
I complete, Marta would have a 40-minute
office visit at the hospital with a medical
clinician who would demystify the diagnosis
and discuss further evaluation and treat-
ment. A follow-up visit for 1 to 3 months later
would be scheduled to address further ques-
tions the family might have. The visit would
likely be conducted in English with a Spanish-
speaking telephone interpreter. Marta would
receive a short letter stating the diagnosis for
her to share with either early intervention or
the public school system, depending on the
child’s age. This letter would be followed by a
full report mailed to her home and to the chil-
dren’s primary care physician several weeks
later. Both documents would be in English.
Marta would receive the telephone number
of aclinic resource specialist to call if she had
any questions in the meantime. The resource
specialists do not speak Spanish; however, if
she leaves a voice message they would call her
back with the assistance of an interpreter.
Inusual care, the diagnostic clinical

encounter in many ways is the culmination of
the family’s journey. They receive a diagnosis
and recommendations for intervention, and
then they must act upon these to help their
child. There may be available supports like
medical follow up and possibly resource

e

Families of children diagnosed with special needs have to access an often overwhelming
range of systems and programs.

specialists with whom the parent can initiate
contact, but these may not necessarily

be readily accessible to Marta who, as a
monolingual Spanish-speaker and immigrant
“without papers,” may not be able to read the
report recommendations, get a telephone
message to the resource specialist, or trust
that by going to the public school system

or state agencies her immigration status

will not be questioned. These complicating
factors often play out in significant stress

for the family and in delayed or suboptimal
treatment and intervention for the child.

The Navigation Approach

HEN MARTA LEFT the clinic her
mind was spinning with what the
clinician had just told her, and she

was somewhat panicked. She understood her
children needed more help and that the spe-
cialists recommended they go to school to
get the help they needed. She had both the
letter the clinician had given her stating the
diagnosis and recommendation for inten-
sive intervention and an address where she
needed to go to start her children in school.
The following day, Marta told her family what
had happened at the clinic. Her parents still
weren’t convinced that there was anything
wrong with the twins. Her sister was support-
ive and asked more about what autism was.
Marta explained what she remembered from
the clinician’s explanation. Later that week,
Martareceived her initial contact call from a
family navigator.

The crux of family navigation is meet-
ing families where they are and helping them
overcome self-identified barriers to accessing
intervention for their child. Family naviga-
tion differs from traditional care management
in several ways. Navigators who work with
the families address specific patient barriers
as they arise during a defined critical episode
of care, for example after a positive screen-
ing or immediately after a diagnosis, when
the trajectory of a child can be significantly
impacted. And most critical to this approach
is that those barriers are addressed through to
resolution. In assisting families to overcome
self-identified barriers, navigators also are
able to teach and model navigation skills, mak-
ing the intervention particularly well-suited to
traditionally underserved (e.g., low-income,
immigrant, and limited-English) populations.
The family’s acquisition of new navigation
skills allows for the impact of the interven-
tion to extend beyond the 6-month period of
direct interaction between the family and the
navigator.

Who Are Navigators?

AVIGATORS ARE MEMBERS of the

community who have a range of

backgrounds conducive to the tenets
of the approach. In our program, individual
navigators have backgrounds in human
services, mental health, patient advocacy, law,
and faith-based leadership. Prior to working
with families, they complete a designated
family navigation training curriculum. The
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curriculum includes didactics and experiential
instruction on childhood developmental
conditions such as autism spectrum disorder;
communication and infant mental health
approaches consistent with the Diversity-
Informed Infant Mental Health Tenets
(St.John, Thomas, & Norofia, 2013); the early
intervention and special education programs;
government agencies and social services;
cultural competency; medical interpretation;
and how to deal with common familyissues
such as parental depression, homelessness,
child protection, immigration, and domestic
violence. In Marta’s case, the navigator was a
native Spanish-speaker who had previously
worked as alawyer in Puerto Ricoand had a
background in community service. She had
worked in the navigator role with our program
for more than a year when she met Marta.

Establishing an Alliance

HEN THE NAVIGATOR contacted
Marta on her cell phone, Marta
asked to meet the next day at

the shelter apartment where she was living
with the boys and their two older siblings.
The family had moved there several months
prior after an episode of domestic violence
involving the twins’ father. When the navi-
gator arrived she was struck by the Marta’s
demeanor. She appeared calm but almost
defeated. She nodded along as the naviga-
tor reviewed how they would work together
over the coming 6 months. The mother was
very soft-spoken, and later in the visit, when
the navigator checked in with Marta, she
realized that Marta didn’t remember many
of the things discussed. For her part, Marta
was apologetic and blamed constant head-
aches and worries for her poor memory. The
conversation, as almost all their interaction
during the 6-month period, was continually
interrupted by the boys’ behaviors as their
limited verbal abilities made it difficult for
Marta to figure out what they wanted.

The first meeting is a pivotal time in
the navigation intervention. Itis a time to
hear the family’s story, establish trust, and
empower the family to identify their true bar-
riers to care. Often the first meeting involves
alot of listening and asking the same ques-
tions in different ways during the course of
the visit. Although it is the navigator who
contacts the family to set up the meeting, the
context of the interaction is determined by
the family and what works best for them. The
navigator asks when and where they would
like to have contact, what format they prefer
(in-person, email, or telephone), and where
the contact will take place (e.g., home, loca-
tion in the community like a restaurant or
library, an agency location). The goal of the
first encounter is to determine a shared list
of barriers to be addressed. These barriers
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“Where do I start?" is a
pivotal question for all
families of young children
after a developmental or
mental health concern is
identified.

are determined through discussion and sub-
sequent review of a checklist of common
tasks that families often hope to accomplish
after a diagnosis. Typically, the family iden-
tifies 2—4 priority issues. Often, barriers are
issues that might not be able to be effectively
addressed as part of more traditional clinic-
based care. After slowly going through their
history and the boys’ diagnosis and reviewing
the checklist together, Marta and the naviga-
tor came up with a list of three concerns that
Marta felt were important barriers to helping
her boys—figuring out how to start inter-
vention, addressing their basic needs with
assistance from available social services, and
working on her own feelings of isolation and
depression.

Working Through the Barriers
VER THE NEXT several months, the
navigator and Marta met more than
12 times and had contact by text

messages and phone as well. Much of the

interaction was task-specific involving com-
pleting applications, writing letters, and
going to the school system office and other
agencies. In working through the tasks, the
navigator acted as a hands-on coach accom-
panying Marta and modeling interactions,
translating, and providing cultural interpre-
tation as needed and encouraging her to take
on an increasingly active role in advocating
for her boys. During the course of their inter-
action, Marta’s trust in the navigator grew,
and she slowly shared that she still did not
really understand autism and the treatment
needed. Marta began to divulge some of the
emotions related to her history of domes-
tic violence and of being overwhelmed by her
circumstances. She also eventually shared
asensitive, seemingly unrelated issue that
was nonetheless keeping her mired in feel-
ing deeply ineffective—her profound worry
for the twins’ older siblings who were good
students but were finishing high school

with limited opportunities because, unlike

the twins, they had been born outside of the

United States.

Obtaining Intervention Services

First on Marta’s list was getting the
boys intervention through the public

school system. Currently, recommended
intervention for young children with autism
spectrum disorder consists of at least 20-25
hours per week of services designed to
address difficulties with communication,
social interaction, daily skills, and behavior.
Through the Individuals With Disabilities
Education Act, children 3 years and older who
have developmental challenges are entitled to
afull evaluation and, if eligible, intervention
services through the public school system
where the family resides. Because the twins
had not received early intervention before
they were 3 years old, there was no one, aside
from the navigator, to assist Marta with the
complex process of obtaining this help. She
did not know how to request the evaluation
or where to go to make the request because
the apartment shelter the family had moved
to was located outside the community where
they previously lived.

The navigator reviewed the medical
clinician’s letter with Marta and described
in straightforward terms the recommended
services, including a classroom program,
speech and language therapy, occupational
therapy, and behavioral therapy. She then
pulled out a visual step-by-step diagram
in Spanish outlining the process for Marta
torequest these services. Once Marta
understood the steps, she and the navigator
set a date to go together to the school
district office so that Marta could sign the
evaluation consent. Prior to their discussion,
Marta had thought she just needed to bring
the clinic diagnosis letter to the school
system office and services would start. The
navigator explained an actual consent form
is generated by the school and that this form
needed to be signed before the evaluation
could begin. Marta also was worried that the
family would soon be moved to different
housing and questioned whether the children
should start at one school only to have to
change when the family moved from their
shelter placement. Hearing this concern, the
navigator was able to explain that because
the family currently was homeless a federal
law called the McKinney-Vento Act applied—
ifit was in the boys’ best interest, they would
be able to complete the current school year
at the school where they were placed after
evaluation, with transportation provided,
even if the family moved to longer-term
housing in another district.

Over the next several weeks, the school
completed the eligibility evaluation with
the boys and held a special education team
meeting to discuss the intervention the
boys would receive. This experience, in
particular, highlighted how far Marta had
come in the weeks since her boys’ diagnosis.
The navigator attended the meeting with
her at her request. Together they reviewed
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the children’s Individualized Education
Programs and identified that occupational
and behavioral therapy evaluations had not
been done. The navigator helped Marta draft
aletter requesting that these evaluations be
completed and the therapies added to their
program. Marta then was able to deliver

the letter to the school office on her own.
She signed additional consent forms for
these evaluations, and they were eventually
completed.

Midway through her work with the
navigator, the twins began their special
education preschool. Although the first
several days were difficult for them because
of the change in setting, they adjusted
quickly and soon began showing progress
with increased engagement. Those initial
days were also challenging for Marta, who
had never been separated from her boys and

worried that only she could understand them.

However, with support from the navigator,
Marta was able to visit their classroom and
see that theyloved going to school. Marta
and her boys were no longer isolated in

their apartment but now had a small team of
teachers and therapists in their corner.

Accessing Social Service and Financial
Supports

At the same time, they were working on
getting school set up for the boys. Marta
and the navigator also began to tackle the
nextissue on her list, accessing available
social services. Almost all of Marta’s
time was spent caring for the twins who,
because of safety concerns and their
severe communication difficulties, needed
constant, high-level supervision. Although
Marta would occasionally help a friend with
cleaning jobs, she had been otherwise unable
towork since the twins’ birth. There are
several programs that are available to help
families with children who have significant
developmental disabilities, including the
state Department of Developmental Services
and the Supplemental Security Income
program. Unfortunately, like many programs,
the applications are detailed and it can
be difficult for families to understand the
application process and gather the necessary
paperwork. In the case of immigrant families
like Marta’s, there also can be significant
confusion about and fear of entities related
to the government. The navigator helped
Marta complete the applications, and
the family ultimately was assigned a case
manager and received nominal but much-
needed financial support. Unfortunately, as
can happen, there was a misunderstanding
between agencies and Marta’s Supplemental
Nutrition Assistance Program benefits were
markedly decreased after the twins qualified
for Supplemental Security Income. Given
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The crux of family navigation is meeting families where they are and helping them
overcome self-identified barriers to accessing intervention for their child.

that the nutrition plan benefits were used

to help provide food for the family, this

was a big blow. The only way to rectify the
situation was to go to the agency office and
meet with a representative. The navigator
was able to accompany Marta, providing
much-needed emotional support. Prior to
the visit, they talked through Marta’s feelings
of unworthiness and fear in asking for help
which related to her current circumstances,
immigration status, and history of domestic
violence. At that visit, they were able to work
out the misunderstanding, thereby restoring
the family’s benefits.

Isolation and Depression

Over the course of their relationship,
Marta and the navigator often would touch
on Marta’s feelings of sadness and somatic
symptoms. In the initial weeks after her sons’
diagnosis, simply meeting and checking in
regularly with the navigator provided much-
needed adult contact for Marta, who had been
very isolated by the boys’ behavioral chal-
lenges, her previous abusive relationship, and
subsequent placement in a shelter outside her
home neighborhood. Some of Marta’s symp-
toms began to improve as she became less
isolated and she and the boys developed sup-
ports in the community. Within the safety of
their trusting relationship, the navigator also
began to reframe Marta’s somatic symptoms
such as headaches and fatigue as possibly
reflecting feelings of stress and depression.
With the navigator’s encouragement, Marta
eventually made an appointment with her
adult primary care clinician and addressed
her depression through her own medical
treatment.

Defined Endpoint

N INTEGRAL ASPECT of family navi-

gation is that the intervention takes

place during a critical point in a fam-
ily trajectory and that there is a defined
endpoint. Ideally, the navigation intervention
ends when the family has successfully over-
come barriers to transition from point A to
point B. In the case of our study, this was from
point of diagnosis to receipt of intervention.
On the basis of chart review of our clini-
cal population, we established the 6 months
after diagnosis as the critical timeframe dur-
ing which most families will initially process
achild’s diagnosis, access intervention, and
begin to establish an ongoing support system.
At the final visit with the navigator, the fam-
ilyis provided a diagrammatic chart of what
they have accomplished tackling each of their
identified individual-level barriers. The chart
has one final column that lists “next steps”
with respect to each barrier. When Marta and
her navigator sat down to review the chart,
as with many families, this was the most dif-
ficult column to discuss. While looking back
atall afamily has accomplished during their
time with the navigator is reinforcing and
empowering, the “next steps” columnisa
concrete reminder that the journey the fam-
ily has embarked upon with respect to their
child’s disability is one that will be ongoing,
and in the case of conditions like autism, life-
long. The column lists the names and contact
information of the designated people from
each system (in Marta’s case the school sys-
tem, social services agencies, and mental
health clinician) who the family will be able
to work with going forward. Although the
navigator is not listed in the final column, a
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primary aim of navigation is for the family to
on some level internalize the lessons learned
in working with the navigator. When that hap-
pens, in a sense, the navigator continues with
them on their journey.

Making A Difference

AMILY NAVIGATION IS anovel approach

to improving care for underserved

families. The critical foundation of
the approach is empowering families to over-
come self-identified barriers through to
resolution during a discrete, critical period.
Additional important components include
thatitis diversity-informed, offers flexibility
in delivery format, and is highly support-
ive but ultimately parent-directed. On an
individual level, for many families we have
worked with, as for Marta, family navigation
hasbeen a tremendous help during one of the
most difficult times in their lives; the effects
of which we hope will extend well beyond
the direct intervention. In Marta’s case, her
boys continue to make progress and she has
blossomed into an active member of the hos-
pital Parent Leadership Committee, working
to help other families of children with spe-
cial needs. On a systems level, future studies
using patient-centered and clinical out-
comes (Karst & Van Hecke, 2012) will help

further develop this and other innovations in
addressing the unique needs of underserved
families and children. §
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Center. Adriana helps families navigate through
complex systems. A graduate of Regis College,
Adriana is continually inspived by her work with
immigrant families.

XENA GROSSMAN, MS, RD, is the project dirvector
for Family Navigation at Boston Medical Center.
She has worked on multiple research projects
involving underserved population. She also has a
background in research related to breastfeeding in
this population.

MARILYN AUGUSTYN, MD, is an professor of
pediatrics and board-certified developmen-

tal behavioral pediatrician. She is director of
the Division of Developmental and Behavioral
Pediatrics at Boston Medical Center/ Boston
University School of Medicine. She has more
than 20 years of experience in working with
underserved, urban populations and has con-
tributed to the development of several innovative
programs serving this population. She is the prin-
cipal investigator on a Health Resources and
Services Administration-funded study of family
navigation.
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Benefits of Child-Parent
Psychotherapy for Recovery
From Traumatic Loss

An Example of One Family’s Strengths

MICHELLE B. MOORE
JOY D. OSOFSKY

Louisiana State University Health Sciences Center

he Louisiana State University Health Sciences Center,
Harris Center for Infant Mental Health, funded by
the Irving Harris Foundation and known as the Harris
Program, provides mental health services to infants and
toddlers from birth to 5 years old. The Harris Program
aims to raise awareness of mental health problems that
can affect young children and their families as well as to
provide prevention, intervention, and treatment services at an early age
in order to have a positive impact on development. The program provides
training, education, and supervision to predoctoral and postdoctoral
psychologists, child psychiatry fellows, and social workers in order to
increase knowledge among clinicians about ways to treat mental health
problems that may arise in young children. The primary treatment
modality used in the training program is Child-Parent Psychotherapy
(CPP; Lieberman & Van Horn, 2005, 2008).

CPP was the primary intervention used
in the treatment described in this article.
CPPis an evidence-based treatment for chil-
dren from birth to 6 years old who have been
exposed to interpersonal violence and multi-
ple traumatic events. Treatment focuses on
improving the relationship between a par-
ent or caregiver and young child. The goals of
treatment are to strengthen the attachment
between the parent (or caregiver) and child,
help them regain a sense of safety, and help

the child resume a normal developmental tra-
jectory. The family learns more about how
the child may respond to a traumatic event,
including potential changes in behavior,
delays in reaching developmental milestones,
and inability to regulate emotions. The child
together with the parent is given the oppor-
tunity to retell their story of the trauma that
was experienced through words or in play,
using a trauma narrative. Through this ther-
apeutic process, an opportunity is provided

Abstract

Child—parent psychotherapy (CPP)

can strengthen the relationship and
attachment between caregivers and
children. Young children who have
experienced multiple traumas, such
as the destruction caused by a natu-
ral disaster and the sudden, traumatic
loss of parents, depend on support of
other caregivers for recovery and resil-
ience. The case presentation describes
the course of CPP for a young child

and his maternal aunt who was also
impacted by the loss of her sister and
brother-in-law. The relationship-based
treatment helped the child develop a
secure, nurturing relationship with his
aunt that gave them both the strength
to keep moving forward following their
losses. This case illustrates not only
ways that young children can recover
from trauma, but also the impact

that the trauma can have on a family
and steps that are needed to support
resilience.
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When Hurricane Katrina hit the Gulf Coast in August 2005, the entire community where
Sam’s family was living flooded.

for them to strengthen their relationship with
one another (Lieberman & Van Horn, 2005,
2008).

Presenting Problem

Am!, A VIETNAMESE and Asian-American

boy, was 32 months old (2 years and

8 months) when he was referred
to the Harris Program for evaluation and
psychological treatment. The referral came
from the young child’s day care center and
his maternal aunt after Sam witnessed his
parents being murdered. Following the loss
of his parents, his aunt reported that he had
been having difficulty sleeping at night, had
a poor appetite, became withdrawn at day
care, and stopped speaking even though he
had already developed language skills. His
aunt spoke Vietnamese and some English. In
initiating the treatment, it was important to
be sensitive to issues related to the reluctance
of many Asian-Americans to use mental
health services because of cultural issues,
language barriers, and lack of awareness of
resources. Many individuals from Vietnamese
communities are reluctant to talk about their
personal issues with others outside of their
families, preferring to manage mental health
concerns inside their own community.

Sam had lived with his biological parents
and younger sister for the first 214 years of
his life. Sam’s grandparents and his aunt and
uncle lived in their own homes on the same
street. The family was very close and enjoyed
having dinner together every weekend. The
small neighborhood where the family lived
was a predominately Catholic Vietnamese

! Name has been changed to protect the anonymity of the
patient and his family.
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American community in the eastern part

of New Orleans (Leong, Airriess, Li, Chia-
Chen Chen, & Keith, 2007). When Hurricane
Katrina hit the Gulf Coast in August 2005, the
entire community where Sam’s family was
living flooded. Before the hurricane made
landfall and the family’s house flooded, they
evacuated to northern Louisiana. The entire
family lost their homes and belongings in
the destruction caused by Hurricane Katrina
and the breaching of the levees. Vietnamese
families were among the first to return to
New Orleans and start rebuilding their com-
munity. This close-knit community was
described as being self-sufficient and hav-
ing hard workers especially in a time of chaos
when there were few resources available
(Hill, 2006). Sam’s family returned to New
Orleans approximately 1year later and rebuilt
their homes in the same neighborhood. They
re-established their family business and
began to move forward with their lives. After
the family returned to New Orleans, Sam
began attending a bilingual (Vietnamese and
English) Catholic day care center near his
neighborhood.

About 1year later, Sam’s mother went out
to the grocery store one evening, and Sam
stayed at home with his father and baby sis-
ter, who was 3 months old. When his mother
returned home, she was approached by two
men and held at gunpoint while entering her
home. The men followed her in the house and
shot both of Sam’s parents, but did not harm
either child. About 1 hour later, Sam’s grand-
father walked down to their home because
they had not answered their phone. When
he entered the house, Sam was sitting in
between his two parents who were lying dead

on the floor. He was holding their hands, sit-
ting silently with tears running down his

face and covered in blood. His baby sister

was crying, still lying on the bed in the bed-
room where she had been having her diaper
changed. These murders occurred in conjunc-
tion with a series of robberies and homicides
that took place over a 2-week period target-
ing this particular neighborhood. Community
leaders and local police responded to this
violence with an increase in police response
time and protection for residents (McCarthy,
2007).

After his parents’ death, Sam’s maternal
aunt and uncle were given custody of both
children. Sam also spent a lot of time with his
maternal grandparents, who lived across the
street, and usually slept over at their house.
The family still owned the home where Sam’s
parents were murdered but they had not
returned inside the home since the incident.
When Sam asked where his mom and dad
were, his aunt would tell him that they were in
heaven because that was what they believed
based on their culture and religion.

Sam’s daily routine remained the same. He
continued to attend day care every day for 5
hours. In the classroom, his teachers reported
that he had difficulty sitting still and paying
attention. When he was redirected, he was
able to focus on what the teacher was saying.
He often clung to the teacher during the
school day. He had difficulty communicating
with his peers, but did have one close friend
at school with whom he played regularly.

He also appeared to get along well with the
other students in the classroom. His teachers
reported that he rarely ate his lunch or snack
at school. He started receiving speech-
language therapy at school when he was 3
years old and was given an individualized
education plan because of the sudden onset
of delays in his development. He met with a
speech therapist once a week and a special
educator went to school for 4 hours to
provide specialized instruction.

In order to learn more about Sam’s life and
development prior to the death of his parents,
background information was gathered from
Sam’s aunt. She reported that she did not
have many details about Sam’s birth history.
She knew that his mother received prenatal
care during her pregnancy and was looking
forward to having a baby. Sam was born full-
term and weighed 71bs, 20zs. The aunt was
not aware of any complications during deliv-
ery or in the first few weeks of life. Sam was
reported to have a sweet and easy-going tem-
perament as a baby. She reported that his
developmental milestones were delayed,
including walking alone, speaking in single
words or phrases, and being toilet trained.
However, she was not able to identity specific
months when these events took place. Sam’s
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grandparents spoke primarily Vietnamese;
however, his aunt, uncle, and cousins spoke
some English at home. Sam did not have any
significant medical history and was taking
medication for allergies. She reported that he
had six to eight ear infections before he was
24 months old, but passed all hearing tests.
There were no significant psychiatric prob-
lems reported in the family history.

Intervention

AM WAS REFERRED to the me while I*

was doing my psychology internship.

He was 3 years 7 months old when
referred following a year of treatment with
another psychology intern who was finishing
her training. CPP was used in order to help
Sam and his aunt be able to work together on
gaining an understanding and integrating the
traumatic events that led up to the referral,
and to strengthen the attachment relation-
ship between Sam and his new caregiver. It
was agreed at the onset of treatment that
sessions would take place at Sam’s day care
center where the center director spoke Viet-
namese and English and was able to translate
for Sam’s aunt. With the aunt’s consent, I
shared with the director the purpose of treat-
ment and potential benefits of therapyin an
initial meeting with Sam’s aunt. An important
aspect of treatment to consider is being sen-
sitive to a family’s culture and using support
and resources that are familiar to them. In
engaging with a family, it is often helpful and
leads to greater success for the clinician to
consider the current problem in the context
of their cultural background and needs of the
family (Ippen & Lewis, 2011).

‘When Sam first met me, he was slow
to warm up and engage with me. His aunt
appeared to be at ease with me, but com-
munication was often difficult because of
language barriers. Sam and his aunt were
very quiet during the first few sessions with
Sam saying only short phrases or single
words when he wanted to communicate. He
often pointed to toys that he wanted instead
of using words.

At the beginning of each session, Sam
would greet me when I arrived at his
classroom in the day care center. He walked
right up to me when he saw me enter and
held myhand as we walked together to the
library at school where we met his aunt and
set up the toys to play. Once Sam became
more comfortable in the room with me and
his aunt present, he began to explore the
toys. He gravitated toward the dollhouse,
dolls, and animal figures. He generally
appeared content while playing with the
dolls and dollhouse and was drawn to these
toys each week. His aunt sat quietly next him
and seemed unsure of how to engage in his

2 Throughout this article, “I” refers to Michelle B. Moore.

In engaging with a family, it is often helpful and leads to greater success for the clinician
to consider the current problem in the context of their cultural background and needs
of the family.

play. Several themes emerged in his play. He
would set up the furniture and dolls inside
the dollhouse and then move on to another
toy. The dolls would stay inside the house
and very rarely leave the house. One day after
all of the dolls and furniture were placed in
the house, he had another doll come to the
front door of the house. Sam stopped playing
suddenly, cleaned up the toys, walked toward
the door, and said “go.” His aunt walked over
to him, gave him a hug, and asked if he wanted
to continue playing. Sam continued to stand
silently by the door staring outside and did
not return to the toys or look back at the
dollhouse.

Following this session, I provided parental
guidance to the aunt, without Sam present,
including information about how a child typ-
ically reacts to witnessing a traumatic event
and also talked to her about her experiences
following her sister’s and brother-in-law’s
death. His aunt became very emotional
when retelling the story of the trauma and
expressed the great sadness her entire family
felt following their loss. She shared that the
family often felt frightened in their neighbor-
hood and generally stayed inside their homes.
They were unable to move out of the neigh-
borhood for lack of financial resources. His
aunt expressed a desire to leave the area and
the difficulty of living down the street from
the scene of the crime. His aunt reported that
Sam asked if he could go inside his house. She
was worried that he did not understand that
his parents were no longer there. L helped
the aunt learn about how young children

understand death and how similar questions
may emerge as he grows older.

About 6 months into treatment, Sam was
preparing to celebrate his 4th birthday. He
appeared to be very excited about it and told
me that he was going to a family-style res-
taurant with games and entertainment to
celebrate his birthday. At a session after that
party, his aunt smiled as she talked about the
day they had together and the enjoyment
they shared on the outing. His relation-
ship with his aunt was strengthening, and he
appeared to be feeling more secure with her.
Around this point in treatment, Sam began to
smile more and make increased eye contact.
His language improved with his vocabulary
including words like surprise, Happy Birthday,
and pirates. He enjoyed saying “Happy
Birthday” and would have dolls and animal
figures celebrate birthdays during his play.
His aunt seemed more relaxed and was able
to enjoy playing with him. Sam wanted to be
near his aunt during sessions and would bring
books to her for them to read together. They
sat together flipping through the pages of the
book, while they talked about the pictures.

For the final 3 months of treatment, ses-
sions with Sam and his aunt took place at
their home because the day care center was
closing for summer break. At this time, the
family felt more comfortable with me com-
ing to the home. Sam became more active
and started to enjoy building with blocks. He
would build towers, knock them down on the
floor, and laugh. He repeated this activity over
and over, and his aunt laughed along with him
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The goals of treatment are to strengthen the attachment between the parent and child,
help them regain a sense of safety, and help the child resume a normal developmental
trajectory

and provided positive responses as he played.
He appeared to enjoy this interaction and

the time they spent together. One day when

I arrived at the home for the session, Sam
took my hand and led me to his bedroom. He
was eager to show me his toys at home and
brought his stuffed animals out for the ses-
sion. He gave the animals hugs and passed
them to his aunt. When she gave the animalsa
hug, a huge smile emerged across his face.

In the last six to eight sessions, I began to
discuss termination of treatment with the
family, and his aunt agreed that they were
ready for treatment to end. Sam was start-
ingkindergarten the next month, and his aunt
felt confident in her ability to understand
his needs and manage his emotions as well
as her own feelings following the loss of his
parents. During the last few weeks of treat-
ment, Sam, his aunt, and I drew a map of the
places we had been in treatment together,
where Sam would be going to school in the
fall, and where I worked. The different places
on the map were reviewed each week. Sam

Learn More

THE NATIONAL CHILD TRAUMATIC STRESS
NETWORK
www.nctsnet.org

RESPONDING TO VIOLENCE, DISASTER, AND
TrRAUMA (2013)
Zero to Three, 34(2).
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learned that even though we would not meet
for therapy any longer, we still shared special
places together and would always remem-

ber each other in the same way that he would
always remember his parents. The decision
was made to videotape the second-to-last ses-
sion. Sam was given a copy of the tape, so that
he could remember the special playtime that
was shared.

Outcome

AM AND HIS aunt were referred for psy-

chological evaluation and treatment

following the traumatic death of his
parents. After Sam witnessed the shooting
death of his parents, his aunt, who became
his guardian, was concerned about changes
in his behaviors and emotions. Sam had dif-
ficulty sleeping at night, had a decreased
appetite, appeared to be withdrawn, and was
not talking as much as he once was. Sam and
his aunt began to engage in CPP to help them
overcome the loss in their family and to re-
establish a sense of safety and nurturance.

At the culmination of treatment, Sam’s

development and relationships had greatly
improved. He was learning new words and
using words and sentences to let his fam-
ily know what he needed and wanted. He
engaged more readily with family mem-
bers and classmates, and he was able to sleep
through the night in bed by himself. He also
shared his feelings openly without being
overcome by negative emotions. He pointed
to the pictures of his parents on the wall at
his aunt and uncle’s home, said “in heaven,”
and smiled. After about 1% years of living with
his aunt and uncle, Sam started to call his

aunt and uncle “Mom” and “Dad.” His aunt
allowed him to use whatever name felt com-
fortable to him and responded when he called
her mom. Sam’s aunt expressed her gratitude
tome, and to the Harris Program that allowed
her to receive treatment with her nephew in

a familiar, comfortable environment for her
family.

Lessons Learned

HE FAMILY HAD never sought out
T mental health treatment before and

had previously handled any problems
that had arisen within their own family
system. This reaction is common in the Asian-
American culture where seeking out mental
health treatment is atypical for a family
(Meyers, 2006). The maternal aunt, who
became the guardian for both of the children,
benefited greatly from having an opportunity
to share her reactions to the traumatic event
in a safe and supportive environment. She
cried as she told her experience of the event,
and she reported that her family very rarely
talked about what happened. She shared
asense of relief and appreciation at the
end of treatment in being more prepared
and capable to raise her nephew and niece.
She felt confident that they were all going
to be okay and be able to move forward in
their lives following the losses they had
experienced.

As aprofessional, Ilearned a great deal
from this family. I was introduced to the
Vietnamese culture in a new way through this
therapeutic work and felt accepted coming
from a different culture. I also learned first-
hand what vicarious trauma feels like and
appreciated the support of my supervisor
and team during this experience. Vicarious
trauma can be experienced by mental health
professionals when working with victims
of trauma where they begin to experience
intense emotions, flashbacks, feelings of
panic, and other symptoms that are similar to
what the victim of trauma may have experi-
enced (Osofsky, 2011; Pearlman & Saakvitne,
1995). At the end of treatment when sessions
took place at Sam’s aunt’s home, I woke up
one night with a nightmare. I found myself
crouched on the side of mybed in a panic.
Ihad been experiencing a nightmare that
someone was in my house, had shot my hus-
band in the living room, and was coming
down my hallway with a gun. My breath was
shallow, my heart was racing, and I felt panic
racing through my body. It took a few minutes
to calm myself down and to realize that it was
just adream. Later that day, I understood that
I'was reliving this family’s trauma and had not
been able to acknowledge how intense the
treatment with this family had been for me as
apsychology intern, especially when sessions
were taking place on the same street where
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the murders happened. I shared the expe-
rience with my supervisor, who helped me

to further process this trauma and the sub-
sequent emotions I was experiencing. This
experience reminded me of the importance
of self-care, supervision, and consultation
with colleagues when working with trauma
survivors. From this case I learned the impor-
tance of acknowledging when treatment can
become overwhelming and when, as a thera-
pist, Ineed support to be a better therapist for
my patients. §

MICHELLE B. MOORE, PsyD, is a clinical
psychologist and clinical assistant professor

of psychiatry at Louisiana State University
Health Sciences Center (LSUHSC). Dr. Moore

is currently providing therapeutic services in
schools and federally qualified health centers to
children and families in underserved communities
around the New Orleans metro area. She received
her specialization in infant mental health

while training at the LSUHSC Harris Infant
Mental Health Program. She continues to offer
training and supervision to psychology interns
and psychiatry residents who work with young
children who have been exposed to trauma.

Jovy D. OsoFsKY, PhD, is a clinical and
developmental psychologist and Barbara Lemann
Professor in the Departments of Pediatrics and
Psychiatry at Louisiana State University Health
Sciences Center (LSUHSC) in New Orleans.

Dr. Osofsky is head of the Division of Pediatric
Mental Health; divector of the LSUHSC Early

Trauma Treatment Network site, a center in the
National Child Traumatic Stress Network; and
divector of the LSUHSC Harris Program for
Infant Mental Health. She is editor of numerous
publications and nationally recognized and
awarded for her work in mental health following
Hurricane Katrina. She has served as president
of ZERO TO THREE and president of the

World Association for Infant Mental Health.

Dr. Osofsky conducts vesearch, intervention, and
clinical work with infants, children, and families
exposed to trauma as a result of abuse and neglect,
community and domestic violence, disasters, and
military deployment, and she consults nationally
and internationally in these areas.
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Standing Shoulder to Shoulder
With Parents in the Criminal
Justice System

Advocacy as a Bridge to Understanding and Engagement

JACKIE SCHALIT

RASHAWNDA LEE-HACKETT

BARBARA IVINS

UCSF Benioff Children’s Hospital Oakland (California)

'first met Sean’s mom, Nicole, in a small classroom at Santa Rita
County Jail in Dublin, California, where she had been incarcerated
for 4 months. After hearing about Families in Recovery program
(FIRST) within the Early Intervention Services Department at
UCSF Benioff Children’s Hospital Oakland, in her parenting
class, she reached out for help for her 5-year-old son. Because the
FIRST program has an ongoing collaboration with some of the
programs at the jail, I could respond quickly and on site. From the moment
Nicole and I began talking, a sea of sorrow opened up for this mother. As
she cried, she shared the fact that, midway through Sean’s kindergarten
year, he was already being seen by the school as a “problem”; fighting with
peers and having major tantrums in class. She said that the school’s idea of
“intervention” was to suspend him and send him home. Nicole knew that
this was not right and wanted to receive actual help for her son. She spoke of
feeling helplessin jail, as she tried to parent “from the inside,” and she was
worried about the strain on her husband and mother, who were parenting all
four of her children (who were 3, 5, 8, and 9 years old) on the outside. Nicole
and her husband, Kevin, both African American, had been married for 14
years and were a strong family unit, even though both of them had previously
been incarcerated. Nicole was willing to try therapy, although no one in her
family had done so before, because she was desperate for help.

By the time I met Nicole, I had grown
accustomed to the complexity and challenges
of working with families who were directly
affected by the trauma of incarceration. I
had been working with the FIRST program
since its inception 9 years earlier. The FIRST
program, part of the Early Intervention

! Throughout this article, “I” refers to Jackie Schalit, primary
therapist. Rashawnda Lee-Hackett was the family partner
involved, and Barbara Ivins was the consultant.

14 Zero to Three July 2014

Services unit at UCSF Benioff Children’s
Hospital Oakland, is committed to serving
the hardest-to-reach families—that s,

those affected by substance abuse and
incarceration and, often, those involved with
multiple law enforcement systems, including

the criminal justice and child welfare systems.

Trauma in these families takes many forms—
witnessing parental arrest, experiencing
frequent disruptions of family relationships

and subsequent transient and unstable living
circumstances, exposure to punitive or harsh
treatment at the hands of law enforcement,
and observing (or, even, being the victims
of) violence in the community. Difficulties
athome and at school are commonplace, and
the need for repairing ruptured relationships
is often critical.

In that first visit at Santa Rita County Jail,
Nicole and I addressed Sean’s birth history,
early experiences, and the important “ports

|
Abstract

For many hard-to-reach families

who have experienced traumaiin

part related to involvement with
public welfare institutions, creating
a trusting relationship is the critical
first step to finding ports of entry for
additional intervention. In particular,
parents who have been incarcerated
are often profiled and stigmatized by
criminal justice and law enforcement
systems, which view them only

as criminals without seeing their
strengths as caring parents. Using a
case description, the authors highlight
ways in which advocacy across
systems and collaboration with a
family partner formed a bridge for
engagement and treatment.
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of entry” for thinking about the impact of his
mother’s incarceration on him: what hap-
pened at the time of arrest, where he had been
placed when his mother was incarcerated,
what Sean had been told about what had hap-
pened to his mother, contact she had with
him since her arrest, the challenge of parent-
ing “from the inside,” and plans for re-entry
and reunification with Sean. It was nota-

ble that, although Sean and his siblings had
seen their mother arrested and were living
with their grandmother and father, they had
not been told anything about where she was.
She talked to them on the phone regularly
but did not want them to visit her or to know
that she was incarcerated. I began to wonder
about how confusing and scary it must have
been for Sean and his siblings to watch their
mother be arrested and then just “disappear.”
Reunification was imminent as Nicole was
going to be released in a few weeks, and she
and I agreed that an important starting point
for me would be meeting Sean and his dad,
Kevin. I knew that Nicole was taking a leap

of faith; she was inviting me—a stranger who
was affiliated with the very systems that she
and her family did not trust—into their lives.
She would call Kevin and let him know that it
was important to her that he meet with me.

During my subsequent meeting with
Kevin, he described his son as being “like a
girl” because Sean cried all the time, and he
said that he was very surprised to hear that
the school said Sean was hitting other chil-
dren. When I asked Kevin about his thoughts
as to why Sean was hitting, he explained that
Sean’s behavior problems started only after
Nicole was arrested. As he made the connec-
tion, it surprised him. He shared that he had
not talked to the children about why their
mom had left and had not told them where
she was. Both he and Nicole had been incar-
cerated before, and they believed that their
children were too young to know or talk
about it. “Anyway,” he said, “no one wants to
think about the bad times.” The parents’ deci-
sion to not tell Sean about where his mother
was—although difficult to accept from my
perspective—was not new to me; my experi-
ence working with families directly affected
byincarceration had taught me that thisisa
frequent response, sometimes due to shame
and stigma but often strongly supported in
the family and in the community as a loving
and protective act. This was clearly the case
for Nicole and Kevin, who had thought care-
fully about this decision. Kevin’s willingness
to meet with me upon Nicole’s request made
apositive impression on me, and I noted to
look for ways to engage him in treatment.

In the Early Intervention Services unit at
UCSF Benioff Children’s Hospital Oakland
the assessment process for families includes
a 6-week period of observation, play-based

interactions, clinical interviewing and discus-
sion, and trial intervention. The staff attempt
to see the same child that caregivers and
teachers see, and simultaneously assess—
through structured and unstructured play
and observations—the child’s developmen-
tal competencies and adaptive functioning

in multiple settings (Lieberman & Van Horn,
2008). I'was able to see Sean in multiple set-
tings, including school and home. I met with
his teacher and spent time with his caregiv-
ers,learning about Sean’s early years and his
family’s history, trying to gather each per-
son’s experience and perspective about
Sean’s behavior and to put it into context. As
I began to get to know Sean, my impression
of him was of a little boy with developmental
strengths—including good symbolic capac-
ity, as shown by his eagerness to share his
story through play (the story included police
cars and people being taken tojail). He had

a history of traumatic separations from his
parents, and he seemed worried about keep-
ing track of his mother, as evidenced by his
constant clinginess when she returned home
from her jail time. From a trauma and systems
perspective (Lieberman & Van Horn, 2005), I
saw four goals for intervention:

1. Iwould need to create a foundation of
trust with the family in order to stay con-
nected and offer treatment.

2.Iwould try to be a bridge during therapy
and with the family between Sean’s inter-
nal world and the everyday struggles that
marked his and his family’s experience
by creating a narrative of the multi-
ple and frequent relationship ruptures
that were the hallmark of Sean’s trauma
experiences.

3. Iwould serve as a liaison with all of the
other community agencies and public sys-
tems with whom the family was involved.

4.I'would work to keep both parents
involved and engaged in services.

The First Year: Creatinga
Foundation of Trust and
Facilitating Family Partner
Intervention

Y EAGERNESS AND knowledge about
ways to help Sean were no sub-
stitute for the many differences

inrace, class, privilege, and experience that
were evident in my first meetings with the
family, and potential impediments to mov-
ing forward. Thus, I knew that buildinga
relationship with them would take time and
would require me to demonstrate repeat-
edly through my actions and words that I
truly understood them and their experiences
(Ghosh-Ippen & Lewis, 2011). I needed to
show them that I could see beyond the sur-

The FIRST program has been
committed to serving the hardest-
to-reach families—those affected by
substance abuse and incarceration and,
often, those involved with multiple
legal enforcement systems, including
the criminal justice and child welfare
systems.

face of a family that had a history of criminal
convictions and conflict with most of the sys-
tems with which they had come into contact.
Nicole aptly described her experience as if
“the world was against them.” I would come
to see that they were always in “fight” mode,
and come to know that they were putting
themselves out on alimb by reaching out for
help to a system “outside” of their circle. Not
only had they never received helpful support
from outside their community, but—as I soon
learned—they had actually been harmed on
many levels by the very systems (e.g., crim-
inal justice, child welfare, and the schools)
that were supposed to help and protect them.
Armed with this insight, I saw that this fami-
ly’s uneasiness with me stemmed from their
view that I was actually part of that outside
community; and, I thought, their viewpoint
made sense. As the first mental health person
with whom they had been in contact,and asa
White woman, I would need to prove myself
and be careful to address the fear and hurt
that my presence could unearth—that s, the
belief that I represented yet another poten-
tially unhelpful system of services.

After spending time with Sean in play and
listening to his parents, I concluded that his
difficulties were best explained as stemming
from trauma as a result of (a) the multiple,
abrupt separations from his parents because
of their incarcerations and (b) the witnessing
of his mother’s most recent arrest and sudden
disappearance (Poehlmann, 2010). This was
the second time that he had been separated
from his mother. From a developmental and
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The assessment process for families includes a 6-week period of observation, play-
based interactions, clinical interviewing and discussion, and trial intervention.

atherapeutic perspective, I was concerned
that Sean had no way to understand these
events, thus no way to feel assured that he
had not caused them or that they would not
happen again. He had no narrative or story to
explain what happened and no way to manage
the very big feelings that he was express-

ing through aggression and excessive crying
when he was triggered by events, people, or
feelings at school or at home. In focusing on
Sean, I thought that I had developed a plan
and that creating a narrative would promote
change.

I consulted with Early Interventions
Services family partner, Rashawnda Lee-
Hackett, to help me think about the family’s
needs. Rashawnda had a different perspective
from mine, gleaned from her experience asa
previously incarcerated parent, the mother
of a child with mental health challenges,
and someone who had direct knowledge of
Oakland “street life.” She reminded me that
the parents’ not wanting to talk to Sean about
their absence was rooted in their desire to
protect him. “Go slow, and understand their
perspective,” she encouraged me. I realized
that I'was, in fact, rushing forward with my
plan to “fix things.” My sense of urgency to
help the family make deep and lasting change
and increase their developmental under-
standing of Sean’s experience, and my wish
to help them steer clear of additional legal
difficulties, would be feelings that I would
repeatedly wrestle with as I became aware
of them in our work together. In addition
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to my therapy visits with Sean and his fam-
ily, Rashawnda also began providing family
support to Nicole, by carefully sharing ele-
ments of her own story to help Nicole feel less
alone in her struggles to interact with (from
Nicole’s perspective, “do battle with”) vari-
ous service systems (Ivins, Lee, & Reus, 2013).

Slowing down took the form of being more
curious with Nicole, following her lead, lis-
tening to her, and trying to understand her
beliefs and fears about being a mom and rais-
ing young African American children in East
Oakland, California—an area saturated with
trauma.> As the family grew to trust me over
this first year, [ began to learn more from
Nicole, Kevin, and Rashawnda about the chal-
lenges and the values of street life.

The Second Year: Standing
Shoulder to Shoulder—Complex
Trauma Made Real

N MY SECOND year of treatment with
I Sean and his family, I was to have direct

experience with the challenges of street
life that we had been discussing so much.
Over the years, I had heard many stories from
parents about violence in the home and in
the community and about lack of protection
and mistreatment by the very systems whose

2 According to the Federal Bureau of Investigation’s
Preliminary Annual Crime Report (2011), 7,962 violent
crimes and 126 murders occurred in Oakland in 2011,
making it one of the 10 most dangerous cities in America
(see http:/fos.cqpress.com/citycrime/2012/CityCrime2013_
CityCrimeRateRankings.pdf)

supposed charge was public safety. I was
about to learn more about the positive and
negative sides of law enforcement and the
criminal justice system—and the importance
of being both an advocate across different
systems of care and a “thread of continuity”
to help mitigate more successfully the effects
of family disruptions (Frame, Orfirer, &
Ivins, 2004).

One Sunday night, Nicole called me,
frantically, screaming, “They took the kids!”
She described a scenario that was outside
my own experience but not uncommon
in Nicole’s world. Given Kevin’s previous
criminal record, he could be stopped and
searched at the police’s discretion. On this
most recent occasion Kevin had been chased
by the police, run down, and, according to
Nicole, “beaten up pretty bad.” The police
had brought him home, leaving him outside
while they called an ambulance, questioned
Nicole, and searched the house. The family
was told about Kevin’s condition, then
witnessed it directly when the children were
instructed to go outside where their aunt
was waiting. Nicole was threatened that
her children would be taken away if she did
not tell them about her husband’s alleged
criminal activity. She pleaded with them and
said she did not have any information. Kevin
was arrested, taken to jail for attempting
to flee, and later charged with child
endangerment for what his children had been
exposed to. Nicole did not feel safe in the
home, and she went to stay with the children
atarelative’s home.

A few days later a child welfare worker
called and requested that Nicole meet her
at the house. The worker arrived with the
police and a warrant to remove the children
from an environment that they claimed was
“unlivable” (e.g., garbage, dirty diapers).
Sean and his siblings were abruptly removed.
Rashawnda, having made several recent
home visits, had never seen the house in the
kind of disrepair that the police alleged, and
Nicole believed that she had been set up by
the police. As Nicole spoke about the story,
she expressed a sense of despair about the
criminal lifestyle that her husband led and
the impact that it was having on the children
and on their family. She was powerlessina
law enforcement system that she said had
profiled her family, and in which officials
could use their power to justify “teaching
Sean’s parents a lesson” regardless of
whether Nicole and Kevin had done anything
to warrant such extreme punitive measures.
Talso felt powerless and at odds with the idea
that a system mandated to protect could have
such disregard for the impact of its ways on
young children. In my opinion, both sides
had played a role in the trauma that plagued
this family, and Sean and his siblings were
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casualties. I asked myself whether there was
something I could do to make a difference.

In my mind, Nicole and Kevin had a his-
tory of breaking the law but were also caring,
concerned parents. In the eyes of the law,
theywere profiled as a danger to their chil-
dren and community by seemingly having
trouble staying out of jail. Was there a way to
reconcile these differences and collaborate
across these two very different systems and
points of view? Would advocating for Sean’s
parents in the criminal justice system create
abridge of developmentally informed under-
standing? Could this tactic—combined with
amore direct trauma treatment approach—
help Sean and promote a healthier lifestyle
for the whole family?

Advocacy as a Bridge

v JOB OF advocacy began full force
l \ / I after this incident. Advocacy
became a way for me to bridge the

family’s experience with several different
institutions, especially the criminal justice
and child welfare systems. With the latter, I
advocated to be able to see Sean directly, in
the first hours after his removal to the county
assessment center, where the children had
been taken and were awaiting placement.
When I arrived, Sean was playing, but with an
intensity and frantic quality that suggested
his level of anxiety. I talked with all of the chil-
dren and let them know that their parents
were safe and were thinking about them. I
expressed sorrow that they had gone through
such a scary experience. I gave them infor-
mation about what was going to happen next.
Sean surprised me by saying, “Just leave. I
don’t want to play with you...Idon’t want to
be here.” I felt deeply sad, thinking about the
defenses that he needed to mobilize in order
to survive yet another traumatic parental
absence. I also was proud that he was able to
tell me his truth. I talked to Nicole afterward
and was able to inform her about how the kids
were doing, which was a tremendous relief to
her. She was feeling so helpless, traumatized,
and worried about her children and about her
husband, who was now back in jail.

I'stayed in touch with the child welfare
workers throughout the placement period.
The children were placed with an aunt while
the investigation through child welfare pro-
ceeded. They were eventually returned
home to Nicole as in-home dependents
with an open child welfare case. The fami-
ly’s ruptured relationship and subsequent
repair became a focus of our treatment as
we worked to (a) co-create a coherent nar-
rative about what had happened and (b) find
ways to promote predictability and routine
that might help the children feel safe during
this turbulent time (Lieberman & Van Horn,
2005). Kevin had been in jail for 3 months by

Slowing down took the
form of being more curious
with Nicole, following her
lead, listening to her, and
trying to understand her
beliefs and fears about
being a mom and raising
young African American
children in East Oakland,
California—an area
saturated with trauma.

this time, and Nicole and I would now have

to work hard to keep everyone feeling that
Kevin—despite his absence—was still part of
the family and a vital part of our therapeutic
work together. Whereas a year ago I was visit-
ing Nicole, now I would be attempting to visit
with Kevin at the jail, trying to help him stay
connected to his family on the outside.

Partnering on Behalf of Sean

N OUR PLAY sessions after Kevin’s
I incarceration, Sean was showing me
that he was confused about his dad’s

disappearance and that he believed his dad
was never coming back. This belieflingered
in Sean despite his mother’s carefully
explaining what had happened. Together,
Nicole and I wondered whether it would

be helpful for the children to visit Kevin in
jail so that they could see for themselves
that he really was OK. The decision to allow
this was a departure from Nicole’s previous
adamant position about not wanting her
children to even know when their parents
were incarcerated, and it was a tribute to
the fact that our work together allowed her
to consider more flexible alternatives. I
attended dependency court with Nicole and
advocated on behalf of the family to both
the attorneys and the judge, highlighting
the positive parenting behavior that Thad
witnessed in Kevin. Because of Kevin’s
criminal activity, the judge had placed a
stay-away order that effectively prevented
the family from visiting Kevin in jail. In
court, I shared my experiences with the
“other side” of Kevin—the “Dad” in him—
and tried to convey to the attorneys and the
judge the children’s worry about whether
their father was okay, and the importance of
managing that worry. Visiting parents in jail
isa tricky and difficult decision for families,
but it seemed that if Nicole wanted to take
the children tojail to visit their dad, then it

should be an option available to them (San
Francisco Children of Incarcerated Parents
Partnership, 2005). The judge agreed to let
the children visit their father but ordered
that I attend the first visit and provide family
therapy upon Kevin’s release.

An Unconventional Home Visit

NE WEEK LATER, I met the family at
O the Santa Rita County Jail. While we

waited in line, I talked about what
the visit might be like, and Nicole told us
what was going to happen. Sean’s nervous-
ness and worry took the form of fussiness and
high activity, which I had seen before. The
staff searched us, we passed through metal
detectors, and then we walked down a long
hallway, only to wait in yet another line out-
side the cell block. Time moved slowly as we
listened to the stories of the other people
waiting in line, such as women who were vis-
iting their incarcerated boyfriends, and as we
watched children crying. Suddenly, we heard
loud noises and clanking. Nicole and the chil-
dren started to become more animated and
excited. The door to the visitation room
opened and Kevin and the other inmates were
behind glass, waiting, and the visitors filed in.
Everyone seemed to know the drill; correc-
tion officers stood by silently.

The children found Kevin and released a
flurry of questions.

“Dad, what’s on your feet?”

“Dad, what are you wearing?”

“Your hair is so long!”

I'sat back and watched him look at each of
them intently and answer their questions. He
then asked to speak to me and thanked me for
coming and for supporting his family.

Being an advocate took the form of addi-
tional visits to the courtroom. A bench
warrant was issued for Nicole’s arrest due to
her probation violation “as aresult of police
contact and child endangerment” at the
raid when Kevin was arrested and the fam-
ily’shome was searched. I would return to
court six more times and would make visits
and calls to the public defender, talking about
Nicole’s unwavering commitment to her chil-
dren and her importance in their lives. Asa
result, I was allowed a visit with Nicolein a
holding cell after her re-arrest for the proba-
tionviolation, and because of this, I was
able to assure her that her children were safe
with their grandmother and that my co-
workers and I' were all working on her behalf
toreunite her with them. I maintained the
continuity of the ongoing trauma work meant
to help Sean manage his extreme worry about
the whereabouts and permanence of his par-
ents. A few weeks before Kevin would be
released, I scheduled a visit to see him on my
own. I stood in line again with the other eager
visitors for a brief 20-minute phone session.

July 2014 Zero to Three 17



Copyright 2015 ZERO TO THREE. All rights reserved. For permission requests, visit www.zerotothree.org/permissions

During that session, I asked him to think
about re-entry and reunification with his chil-
dren, and talked to him honestly about the
importance of changing his lifestyle in order
to protect his family (due to his criminal
activity, he and his entire family had become
atarget). And Iwould acknowledge over and
over to both parents that what had happened
with the police—and the way things had hap-
pened in their family—was not okay and that
I wanted to continue to share with the courts,
probation, and law enforcement systems that
Nicole and Kevin were more than just their
criminal record—they were parents who were
trying to keep their family together.

“Keeping It Real”

s ARESULT of the advocacy, when

Kevin was released from jail, the

dependency court lifted the stay-
away order and mandated that he participate
in family therapy with our program,; the court
also stipulated that he attend additional ses-
sions to explore and further understand his
role as a father. This would be the beginning
of anew stage of our work, and I focused on
building a relationship based on trust and
transparency. I was mindful that therapy
was not a culturally sanctioned or familiar
experience for Kevin and that being not just
asked but ordered to attend added another
layer of complexity. I used my knowledge of
street slang and my ability to use “real talk”
to engage Kevin in the therapeutic process
(Ivins et al., 2013). When I talked about con-
fidentiality in our very first collateral session,
Kevin remarked, “Oh, I getit; you’re nota
dry snitch” (someone who is an unnecessary
snitch). I agreed that I was not a snitch and
thatif I ever felt that I needed to break confi-
dentiality because of the mandates of my job,
I'would let him know. I also promised that I
would share what was on my mind and work
hard at “keeping it real.”

Learn More

CENTERFORCE
www.centerforce.org

SAN FrancCISCO CHILDREN OF INCARCERATED
PARENTS PARTNERSHIP
www.SFCIPP.org

ALAMEDA COUNTY CHILDREN OF
INCARCERATED PARENTS PARTNERSHIP
WWW.QCCipp.org

CHILDREN OF INCARCERATED PARENTS
LIBRARY
www.fenetwork.org
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Keeping Kevin comfortably engaged in
family therapy took the form of creating
activities for the family to do together that
he would enjoy as well. I learned that Kevin
loved cooking; it was something that they
all enjoyed doing together. In family ses-
sions, we began a series of cooking activities
that engaged everyone and provided oppor-
tunities for fun in a family that had suffered
so many traumatic events. Embedded in
this veryreal “kitchen therapy” (Fraiberg,
Adelson, & Shapiro, 1975) were interventions
related to safety and protection, co-regula-
tion, negotiation, verbal exchange, and the
support of developmental competencies.

The work with Sean and his family has
ended with our program, because of Sean’s
age. The work is far from over, but the fam-
ily has made tremendous shifts in ways they
interact with each other and with outside
programs. Sean was finally placed in a ther-
apeutic classroom and is making slow and
steady progress at school. He has a new ther-
apist at school and is doing better. There
continue to be struggles related to basic sur-
vival and the pull toward doing whatever is
necessary to make ends meet, but it has been
8 months with no arrests, and Sean’s parents
have been able to have honest conversations
about creating a different way of life for their
family.

Lessons Learned

S A THERAPIST, it is often challeng-

ing to hold onto hope and muster

the energy to keep moving forward
during work with families such as Sean’s,
who have experienced unrelenting com-
plex trauma. Standing shoulder to shoulder
with a family through this process requires
acomplicated interweaving of relationship
building, trauma-informed intervention,
and advocacy. By accompanying the fam-
ily to criminal court and by arranging visits
to the children’s school, to the parents’ hold-
ing cells, and to the jail, I showed, through
my actions, that this family was important to
me, that their difficult experiences would not
drive me away, and that I could see how much
these two parents cared about their chil-
dren. I demonstrated to law enforcement and
the courts that I was able to appreciate their
system mandates and paradigms while also
holding another view of Nicole and Kevin—
not as throw-away criminals but, rather, as
concerned parents. I learned, through Sean’s
family and their experiences, the reality of
“street life,” the difficulty of staying out of
trouble with the law, and the compromises for
and against one’s best interest that parents of
color—without a strong voice, advocacy, or
support—must make when they do not have
options or adequate legal representation.

In summary, the following lessons can be
drawn from 2+ years of work that I did with
Sean and his family:

—

.Itis important to slow down, resist the
urge to “fix,” and meet the family at its par-
ticular level of need, demonstrating over
and over the capacity to listen while learn-
ing from the family members about their
points of view.

I\

. Iwas careful to be honest and transpar-
ent about what I was thinking with Sean’s
family. I needed to “violate their expecta-
tions” about being profiled and mistreated
by the very systems that are supposed to
be about protection and help.

3.Tused consultation and collaboration with
our family partner to bridge the gap when
I became frustrated or confused about the
parents’ responses, and I used supervision
to work through my own very strong feel-
ings and responses to the ongoing trauma
to which the family was exposed.

4. Advocacy was my lifeline to staying con-
nected; it helped me break through the
family’s institutional wariness that often
clouded my relationship with them. This
advocacy often took the form of being
willing to accompany the family to court,
jail, and school, and to reach out to teach-
ers, judges, attorneys, probation officers,
and child welfare workers.

5.Ilearned it isimperative that practitioners
form working alliances with other systems
that interface with children and families.
Only through collaborations and partner-
ships with the law enforcement, criminal
justice, and child welfare systems will fam-
ily intervention workers be able to change
systems so that they are more informed
inrelation to trauma and child develop-
ment, more accountable for their methods
and actions, and increasingly supportive
to families. §

JACKIE SCHALIT, MFT, is an experienced infant
mental health clinician who serves as the lead
clinician on the Families in Recovery Staying
Together (FIRST) Team from UCSF Benioff
Children’s Hospital Oakland. The FIRST Team
specializes in working with families affected by
incarceration and substance abuse. She has pre-
sented nationally and internationally on topics
related to trauma and incarcevation. Jackie has
had extensive experience as an infant mental
health clinician and has spent time working with
teen parents, drug treatment programs, and
families affected by incarceration and is most
interested in long-term transformational work
with high-risk families.
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RasHAWNDA LEE-HACKETT worked in the pri-
vate business sector before transitioning her
career to support families with young children
coping with mental illness. She is currently the
Sfamily partner in Early Intervention Services

at UCSF Benioff Children’s Hospital Oakland,
where she provides direct service, consultation,
advocacy, parent engagement, and supportive ser-
vices. She has facilitated parent support groups
and family events within the community and
also has presented on a local and national level
on the topic of incarceration. She is a member of
the Alameda County Children of Incarcerated
Parents Partnership. Rashawnda uses her liv-
ing experience as both a parent of a child with
mental illness and her perspective as a formerly

incarcerated parent to provide unique insight into
the impact of incarceration on young children and
their families to providers and families.

BaRrBARA IVINS, PhD, is clinical divector of Early
Intervention Services (EIS) at UCSF Benioff
Children’s Hospital Oakland. The multidisci-
plinary early intervention and early childhood
mental health programs at EIS serve children
with medical, developmental, and socioemo-
tional visks and challenges. In addition to direct
services and program development, Barbara has
provided training, supervision, and consultation
within the Bay Area infant mental health com-
munity for more than 25 years, and she teaches an
infancy course in the School of Social Welfare at

University of California, Berkeley. She is co-chair
and a founding member of the Alameda County
Children of Incarcerated Parents Partnership.
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Ghosts, Angels, and Sharks

One Family’s Story of Healing and Growth

FLORA MURPHY

MELISSA MENDEZ
Wheeler Clinic
Plainville, Connecticut

hild First is an evidence-based home visiting model

developed to prevent or diminish serious emotional

disturbance, developmental and learning disabilities,

and abuse and neglect (Lowell, Carter, Godoy, Paulicin,

& Briggs-Gowan, 2011). The intervention is conducted

in the home with the child, parents or other primary

caregivers, and other family members. A team of a
master’s-level mental health/developmental clinician and a bachelor’s-
level care coordinator work together to support families with complex
needs. The intervention operates simultaneously at multiple levels: helping
parents understand typical developmental challenges and expectations
and their child’s unique processing abilities; helping parents understand
the impact of trauma on their child and how this might be expressed in
behavior; facilitating parental reflection on the meaning and feelings
motivating a child’s behavior; reframing a child’s behavior; problem solving
new strategies; and reflecting on the psychodynamic relationships among
parent feelings, history, and the parental response to the child.

Circle of Security Parenting® (COS) is a
DVD-based parent-education program offer-
ing the core components of the COS protocol.
The program presents video examples of both
secure and problematic parent—child interac-
tions and healthy options in caregiving, and
animated graphics designed to clarify princi-
ples central to COS. COS integrates decades
of attachment research into an accessible
step-by-step process for use in group settings,
home visitation, or individual counseling.

Baby Leanne was referred to Child First
by Child Protective Services (CPS) as an
“urgent referral” when she was 5 months
old. CPS cited concerns about the parents’
ability to provide safety for the baby and inad-
equate parenting as areason for referral and
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involvement. At the time of the referral, the
parents had been married for 8 months and
their relationship was somewhat strained and
unstable. The mother, Jen, 21 years old, and
father, Mike, 20 years old, were struggling to
function as a married couple, maintain ade-
quate housing and employment, and adjust

to their newroles as parents. From the begin-
ning, the assigned Child First team could see
how much Jen and Mike aspired to give their
daughter a healthy and positive childhood,
which the team soon came to discover neither
parent had experienced.

Both Jen and Mike came into the Child
First program with their own individual
trauma histories, their own set of “ghosts”
and “angels” in the nursery. “Ghosts in the

nursery,” a concept well known in infant
mental health, is described as “the visi-

tors of unremembered past of the parents”
(Fraiberg, Adelson, & Shapiro, 1975, p. 387).
Parents will unconsciously experience their
children, particularly in infancy, through

the lens of their ghosts, thus continuing the
transmission of “child maltreatment from
one generation to the next”. Lieberman,
Padrén, Van Horn, and Harris (2005) offered
“angels in the nursery” as an intervention to
uncover the “growth-promoting forces in the
lives of traumatized parents,”; arguing that
this intervention “is as vital to the work of

Abstract

In this article, the authors tell the story
of one family’s journey toward healing
using the Child First home visiting

and Circle of Security Parenting
interventions. Parents with complex
trauma histories frequently float
through services for years looking for
guidance to help them address their
struggles. Often, these services do

not offer interventions with a trauma
frame or address the significance

of the parental role. The authors
highlight how programs can enhance
their efforts with families by mindfully
integrating models of treatment and
parent education in ways that are
sensitive to parental trauma. They also
discuss important home visiting model
components that elicit success.
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psychotherapy as is the interpretation and
exorcizing of ghosts” (p. 504).

Parental Trauma and Its
Impact

IKE’S GHOSTS INCLUDED his absen-
tee father and a mother who had
limited availability for her son

because of her own mental illness. Mike iden-
tified his maternal grandmother as an angel,
someone who provided him with nurturing
care that had a lasting impact. Jen identi-

fied her own father as her angel. But Jen’s
father had a pattern of choosing his girl-
friends’ needs over his daughter’s needs, so
using Jen’s angel as a resource for promoting
growth proved to be difficult.

It was the presence of Jen’s ghosts that
most profoundly impacted her. As the
relationship between Jen and the team
strengthened, the team grew to understand
how Jen’s early trauma had shaped her beliefs
about herself and her identify as a mother and
wife. Much of the Child First focus involved
holding these elements of Jen’s and Mike’s
pastin the present, as a point of reflection
and as a way to understand their presentation
as parents. The team struggled to be mindful
of the parents’ pasts, especially when Jen and
Mike’s behaviors called into question their
abilities to parent their daughter.

Jen’s maternal identity was formed and
reinforced by her ghosts and the conditions
set upon her by her angel. Jen was haunted by
the experience of her own mother’s abandon-
ment of her when she was 2 years old and her
subsequent placement into the foster care
system. In order to protect herself from the
past trauma, Jen developed a defensive per-
sona that she displayed to the world as angry,
controlling, and unlovable. She had worked
to address her difficulties through numerous
anger management interventions and indi-
vidual therapy, but the approaches failed to
acknowledge the presence of her early trauma
and the profound impact it had on her sense
of self and her ability to sustain relationships.
Jen became accustomed to using her angry
persona as a shield, a strategy to ensure that
no one would hurt her again. The interven-
tion thus presented this challenge: How could
the team help Jen explore her past trauma
and its impact on her role as a mother in a way
that would not threaten her sense of safety?
The team held this question in mind as they
worked with Jen to shape the pace and the
intensity of the work.

During the second home visit, Jen
reported to the team that she struggled with
the lack of control she had regarding her rela-
tionship with her daughter. She reported
anxious feelings because she did not know
what the relationship with her daughter was
going to be like. Jen acknowledged in that

visit that not being in control of the relation-
ship was very difficult for her. Jen’s need to
control all aspects of her life quickly became
evident. During visits Jen would report that
she was “in charge”; she felt that one of her
roles in life was to make sure that everyone
else was following the rules, including her
daughter. With Leanne, Jen defined the rela-
tionship by her terms, which often meant
restricting the relationship so that Leanne
did not have an opportunity to reject Jen
first. The team interpreted Jen’s controlling
behaviors as a response to her experience of
abandonment and the unpredictable life that
followed. Jen needed control to mitigate her
trauma; she exercised control to create the
stability she had never experienced.

Exploring the Work Through
Reflective Supervision

URING THAT SECOND Visit, Jen
D reported that her daughter no lon-
ger liked the sound of her singing

voice. Initially the team’s response was

to provide an alternative perspective, but
because Jen believed that the parent-child
relationship was filled with rejection, she
could not tolerate an alternative view. Dur-
ing the work with the family Jen would
often refer to Leanne as a “monster,” and
described her as “manipulative” and “pick-
ing favorites” when the baby wanted to go to
her dad. The Child First team struggled with
these negative attributions and relied heav-
ily on supervision to process their reactions
to Jen’s behaviors. The reflective supervi-
sion the team received throughout the course
of the family’s treatment focused heav-

ily on countertransference, the impact of
this countertransference on the work, and
self-regulation during intense sessions with
family, which were frequent. Whereas the
clinician relied on support to interpret and
understand Jen’s negative projections, Jen’s
internal representations of herself, and the
implications of these for the baby, the care
coordinator’s supervision often focused more
on building self-regulation skills and mind-
ful practice—because some of Jen’s behaviors
and statements were very triggering. Both
team members understood the opportunity
to use their relationship with the family to
model self-regulation and also to facilitate
reflective capacities in both caregivers.

The clinician and the care coordinator
also struggled with Jen’s insistence on
Leanne’s need to be independent and the
methods Jen used to nurture independence
in her daughter. Processing these feelings in
reflective supervision opened upa porttoa
different understanding of Jen’s behaviors
that were initially viewed negatively. In
reflective supervision, the clinician and the
care coordinator began to see Jen’s desire

Jen discussed her childhood and
eventually revisited the day of her
mother’s abandonment...she had been
living with powerfully vivid images of
the last time she saw her mother.

to support independence as a survival skill.
Jen’s behaviors toward the child, which were
first seen as “mean,” took on new meaning
once the team could see them as areflection
of Jen’s view of the world. She was preparing
Leanne for a challenging future that she
assumed would come to fruition based on her
own past experiences, which were bathed in
trauma and loss.

Getting Worse Before Getting
Better

N THE FIRST 6 months of work with the
I family, Jen called CPS on herself three

times, requesting that they remove
Leanne from her care. The team interpreted
Jen’s desperate acts as attempts to protect
Leanne from Jen’s ghosts. In the first few
visits with Jen and Mike, Jen would talk about
wanting to be a “good mom” and behave
differently than her parents, but these desires
were not enough to keep the ghosts at bay.
When Jen became overwhelmed by the stress
of life and began to sense a loss of control, she
was forced to protect herself by increasing
her aggression, rejecting relationships, and
pushing the scariest relationship of all, her
relationship with Leanne, as far away as
possible.

Jen had never been given the opportu-
nity to acknowledge that her experience asa
child had in many ways left her feeling like a
wounded little girl. The work with Jen toward
acknowledging and respecting the little girl
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With Mike and Leanne living apart from Jen, there was space for the team to encourage
and foster the bond between Mike and the baby.

inside of her did not come until 8 months
into the intervention. There had been so
much turmoil in Jen and Mike’s relationship
that moving the work forward had become
very challenging. It was at this time that the
clinician began to meet with Jen and Mike
separately, on a weekly basis, to help them
both process their past trauma and its impact
on their parental roles.

Initially, these sessions with Jen were an
opportunity for her to vent her frustrations
with Mike and with how Leanne’s emerging
toddler behaviors challenged her. Jen’s
emotional energy was concentrated on
her anger and resentment of the bond
between Leanne and Mike. The clinician
began to guide the sessions toward more
reflection on Jen’s trauma. Through these
sessions Jen discussed her childhood
and eventually revisited the day of her
mother’s abandonment. She had a profound
awareness of its magnitude at the time, and
for 19 years after, Jen had been living with
powerfully vivid images of the last time she
saw her mother. During the session when
Jen returned to that painful day, she curled
into a fetal position and cried intensely. This
experience was a pivotal moment for healing
the little girl inside of Jen, exorcising the
ghosts, and starting the work of becoming
the mother she wanted to be. But moving
forward would not happen for several more
months.

Following the session in which the little
girl within was revealed, Jen began to unravel.
The pain of exposure and loss of her defensive
strategies left her unable to cope. Jen began
to plan an escape from her life as a wife and
mother. In the week following the session, Jen
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called hotels to find a place to stay, paying up
the rent months in advance so that Mike and
Leanne would be taken care of, and keeping
cash in her pocket, ready to run.

In the following 3 months Jen pushed
Mike and Leanne away, stating that she
needed to be alone. Ultimately, rather than
move out, she asked Mike to leave and to
take Leanne with him, and so Mike and baby
moved in with Mike’s grandmother. During
these 3 months Jen maintained phone con-
tact, but she limited her parenting time with
her daughter. In these months when Jen and
Mike did interact, there would often be vio-
lence. Jen’s aggression was heightened as
she tried to protect herself from the pain of
acknowledging her trauma and its impact.

While Jen was living apart from Mike
and Leanne, the Child First team contin-
ued to work with them in separate sessions.
This period for Jen was about grieving for her
childhood and reconceptualizing her role as a
mother. When she was parenting Leanne and
the team was able to work with the mother-
baby dyad, patterns of avoidance emerged.
Jenlimited her interactions with Leanne and
emphasized her perceived rejection from the
baby. When asked to reflect on her feelings
about being a mother, Jen would say that by
“just by being present” she was already “100%
better” than her mom had ever been.

Although it was challenging for Mike and
the team to watch Jen’s rejection of Leanne
during this difficult time, it became a port of
entry for the clinician to introduce to Jen an
alternative definition of mother. The clini-
cian began to slowly wonder with Jen what it
would be like if Jen were to offer emotional
presence for Leanne in addition to physical

presence. Jen’s first instinct was to push back
against the clinician; the concept of an emo-
tionally present mother was so different from
the role she had defined through her trauma
lens that it was difficult for her to entertain
the possibility on her own.

The engagement with this family had
been burdened with changes in family living
dynamics, crises, and ruptures. At times the
work seemed so uncertain. But the team had
built a relationship with both parents that
allowed the clinician to gently challenge Jen
and begin to chip away at her previous def-
inition of motherhood. With the defenses
created by the ghosts diminished, there was
now capacity for Jen to participate in reflec-
tive processing. Jen’s desire to be “a good
mom” now had space to grow. Jen allowed the
clinician to guide her to new thinking about
motherhood, and her definition of the role
began to evolve. Jen was able to acknowledge
the importance of emotional availability in
her role as a mother and, more important, she
began to believe herself capable of that role.

Although this break in the relationship
was difficult for the family, it provided a safe
space for Mike to acknowledge and reflect
on his past. The team was able to use Mike’s
positive childhood experiences with his
grandmother to enhance his natural instincts
and support his relationship with Leanne.
The team understood that the strength of the
father-daughter bond was a painful trigger for
Jen, and early on in the work the team both
consciously and unconsciously limited the
emphasis on the bond as a way to protect Jen.
But with Mike and Leanne living apart from
Jen, there was space for the team to encour-
age and foster the bond between Mike and
the baby. Mike delighted in Leanne’s language
development, supported and encouraged
her exploration, and welcomed her coming
to him. While Jen continued to struggle, the
team wondered with Mike about the possibil-
ity of Mike parenting Leanne on his own. But
Mike expressed a strong commitment to Jen
and their shared desire to create the family
they had never known, and this kept him wait-
ing for Jen to heal.

Mike’s nurturing foundation allowed him
to process the Child First interventions and
begin to integrate them into his parenting, but
like Jen, he also carried a painful past. Mike’s
father had died when he was very young,
and Mike reported no memories of him. His
mother had suffered from significant mental
health issues that left her unable to parent;
as aresult, Mike was raised by his maternal
grandmother. In the individual sessions
with the clinician, Mike shared that for
much of his life he struggled with explosive
anger and sadness. In his late adolescence
he decided that he did not like his explosive
patterns of expressing strong emotions, so he
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learned to bury his emotions. The clinician
worked with Mike to help him consider the
parallels between his caregiver’s struggles
with holding strong emotions and his own
struggles to hold Leanne and her emotions.
The clinician also worked with Mike to
understand how his pattern of suppressing
emotions when confronted with Jen’s anger
had resulted in his taking on the role of the
victim in their hostile relationship.

Asa strategy for suppressing his anger
and sadness, like many young men, Mike
retreated into video games, which offered a
safe place for him to “check out.” His retreat
into this realm restricted his presence for
Jen and Leanne and became a significant
source of resentment and frustration for
Jen, further straining their relationship. As
the clinician began to explore with Mike the
reasons behind his tendencies to retreat from
and suppress strong emotions, he began to
see that he had other options for managing
these emotions. He also began to learn how
he could support Leanne’s emotions, and
as Jen’s anger diminished as a result of her
own work, Mike found ways to safely express
himselfin their relationship.

A Roadmap for Moving Forward

HROUGHOUT JEN AND Mike’s conflicts

and separations, they both continued

toarticulate a desire to create the
family they had never experienced. With this
common ambition, they were able to return
to each other after a 3-month separation,
during which they had engaged individually
and at times jointly with the Child First
team. The transition back to living together
and coparenting was an adjustment, and
Jen’s defenses initially reappeared, but
the team continued the work both jointly
and individually to foster their gains and
acknowledge the struggles.

It was at this stage of the work that the
team brought in COS and its “shark music”
concept—music that sounds like the theme
music from the movie Jaws—which helped
both parents understand the impact of each
of their past traumas on their roles as parents.
For parents, shark music may appear when a
child has aneed and requires a response that
is safe, but feels dangerous for the parent
(Powell, Cooper, Hoffman, & Marvin, 2013).
In Mike’s case, shark music was triggered
when Leanne expressed strong emotions, and
Mike would struggle with being present with
such strong emotional expressions. Mike’s
response to COS was immediately positive
and prolific. He was able to see Leanne on the
“circle” and identify her needs as they were
presented. It was incredibly important for
him to be able to support Leanne’s expres-
sions of anger and sadness differently than
they had been supported for him as a child.

Initially for Jen, COS threatened her
defenses. Jen originally rejected the notion of
shark music, saying she did not feel she had
any. But as the defensive stance diminished,
she came to understand, as she expressed it,
that when it came to the relationship with her
daughter, “everything was shark music.” That
is, the mere presence of her infant daughter
and the existence of the dyadic relationship
was initself a trigger for Jen—because of the
work Child First had facilitated around Jen’s
early experience of abandonment, this feeling
was easily put into context. Using COS,
the team was able to help Jen see that she
didn’t have to be mean in order to be strong.
Much of the work involved supporting the
parents in making the connection between
shark music and their ghosts. As they better
understood those connections, the team
focused more on helping them understand
each other’s shark music and how they could
help each other using these COS constructs.

Critical Model Elements That
Supported the Work

HE CHILD FIRST model incorporates

several interventions to support

the complex needs of families while
unearthing and fostering their strengths. The
model includes a comprehensive trauma-
informed assessment process, an integrated
teaming approach, and flexible application of
the core interventions based on the ongoing
assessment of the families’ evolving needs.
The emphasis on reflective and responsive
supervision and both individual and team
supervision allows staff safe spaces to process
their individual experiences and unique
feelings about their work with families.

Critical in the structure of the model is the
trauma-informed, two-pronged approach:
teaming and integration of care coordina-
tion and clinical intervention. Although
the primary responsibility for the inter-
ventions lies with the clinician, reflective,
trauma-informed training is central to the
care coordinator intervention. The shared
perspective deepens the work and supports
the team’s ability to understand and pro-
cess family needs. This duality and common
understanding of the families’ struggles and
strengths helps enhance engagement and
inform the intervention.

This duality was reflected in the way care
coordinator connected Mike to fatherhood
supports. Early in its work, the team noted
that Mike’s confidence was frequently
diminished by Jen in her need to maintain
control of the relationship. The care
coordinator connected Mike with a father’s
support group that met Mike’s critical
needs: support and encouragement in his
role as a father. Mike’s experience with the
group was positive and empowering; the
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As a strategy for suppressing his anger
and sadness, like many young men,
Mike retreated into video games, which
offered a safe place for him to “check
out.”

experience enhanced his identity as a father
and supported his integration of the COS
roadmap for understanding his daughter’s
needs and ways to respond to them. With
these supports, Mike developed a level of
confidence and certainty about his parenting

Learn More

CHILD FIRST HOME VISITING
www.childfirst.com

Child First, an evidence-based home visiting
program developed in Connecticut, is designed
to serve vulnerable families with complex
challenges and needs. The program uses a
psychodynamic approach, grounded in the
principals of child-parent psychotherapy
(CPP). Child First clinicians and clinical
directors participate in formal CPP training

to ensure that the intervention responds to
families who have experienced past or present
trauma that impacts family relationships with a
trauma-informed approach.

CIRCLE OF SECURITY PARENTING
www.circleofsecurity.org

Circle of Security Parenting is a DVD-based
parent education program that provides
parents with a roadmap for understanding and
meeting their children’s developmental and
emotional needs.

July 2014 Zero to Three 23

©@1STockPHOTO.cOM/TAGSTOCK1

Puoro:



Copyright 2015 ZERO TO THREE. All rights reserved. For permission requests, visit www.zerotothree.org/permissions

that began to yield an even stronger bond
with his daughter.

A core element of the Child First interven-
tion is creating a “holding environment” for
the families when their ability to cope with
and manage their stress is compromised. The
experience of being “held” is a first for many
parents, and one that both supports their
emotional development and models for them
away of being in relationship with their chil-
dren. Critical in the holding intervention is
the team’s pacing and patience, both sup-
ported by the model’s flexible time line and
the fluidity of the interventions. Because
the model’s time line allowed for Jen to first
experience “being held” in the pain of her past
trauma, she was then able to feel safe in pro-
cessing it. Child First’s continued work with
Mike helped him recognize the significance
of having difficult emotions supported, an
experience lacking in his own childhood. The
model’s flexibility, which allows for respon-
sive modifications in response to the chaotic
and unpredictable lives of families, enhances
engagement and improves outcomes.

Family Follow-Up:1 Year Later

NE YEAR AFTER closing services with

the family, Mike, Jen, and Leanne

are doing well. Early on in their time
with Child First, Jen struggled to maintain
school attendance while navigating through
the remnants of her trauma. Mike had been

unable to maintain consistent employment,
distracted by his unconscious search to fill
the voids left from his own childhood. At
the 1-year follow-up, Jen has completed her
associate’s degree and Mike has just been pro-
moted to department manager in his place of
work.

Jen and Mike are continuing to build
the family for Leanne that they had never
experienced themselves. Jen describes
her relationship with Leanne as positive,
expressing pride in her ability to support
Leanne’s emotional development and secure
in sharing the parental relationship with
Mike. In her words, “It’s okay that Leanne
has a strong bond with her dad, because
she has a strong bond with me, too.” When
Jen does feel overwhelmed with her role as
amother, she references COS: “I have my
shark music, but I understand how to put
itin perspective so I can meet her needs.”
With support from Jen, Mike reports that he
has uncovered his potential as a father and
husband. He acknowledges how much the
family has grown in the past year; “It’s hard to
believe that we were there when I see where
we are now,” he says. Even in the midst of
challenges, Jen and Mike maintained their
shared desire to do the hard work that would
transform their family. Their willingness
and commitment was evidenced by their
level of engagement, which was pivotal to
the success of the intervention. Jen and Mike

acknowledge they still experience challenges
raising their daughter, but they also report
knowing how to work together to overcome
these challenges. §

FLORA MURPHY, LCSW, is a Child First clinician
at Wheeler Clinic, Plainville, CT, and uses a
trauma-informed psychodynamic approach to
working with families who have complex needs.
Prior to working in early childhood, Flora
connected adolescents in the foster care system
with their biological families, which gave her
profound insight into the long-term and negative
consequences of not intervening early with a
trauma-informed, dyadic approach. Flora is
currently working toward her IMH-E through the
Connecticut Association for Infant Mental Health.

MELISSA MENDEZ, LCSW, IMH-E, is associate
divector of Early Childhood Services and Child
First clinical director at Wheeler Clinic, Plainville,
CT. Melissa attended the University of Michigan
for graduate studies in clinical social work and
child development and started her career as an
Early Head Start infant mental health specialist
in Michigan. Currently, Melissa serves as vice
president of the Connecticut Association for
Infant Mental Health and works to support the
growth of the infant mental health workforce in
Connecticut.
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Motheringin a Foreign Land:
Who Holds the Mothers?

Supporting Immigrant Families With Infants and Young Children
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fter I' had worked with immigrant families, especially
families with infants and young children, for a few years,

I noticed common themes emerging in my relationships
with families. The complexity of being an immigrant in the
United States resonated as a central aspect in the context
of these relationships.

As an immigrant myself, it was not hard to
be aware of how it felt to be in that position
inanew country. However, being an immi-
grantis a particular experience, impacted by
many variables. Those who work with immi-
grant families most often address concerns
related to basic needs, priorities such as hous-
ing, food, child care, and medical insurance,
especially in the context of immigration sta-
tus. The ways in which immigration and
cultural displacement affect motherhood
are not commonly addressed, yet becom-
ing a mother in an adoptive land may have
ameaningful impact on how women expe-
rience their maternity and relate to their
newborns. Immigrant mothers, with few net-
works of support, face acculturation stress,
language and cultural barriers, and addi-
tional challenges. How immigrant women
understand and disclose difficulties related
to these issues, as well as to critical con-
cerns such as domestic violence and maternal
depression, must be assessed and addressed

! Throughout this article, “I” refers to M. Carolina Velasco-
Hodgson.

by professionals involved in the care of this
population.

During the year I worked as a family spe-
cialist for Project DULCE (Developmental
Understanding and Legal Collaboration for
Everyone; see box Project DULCE), I had the
privilege of meeting families from all over
the world who came to the United States
from different backgrounds and with diverse
motivations for immigration. Families of
newborns came to Boston Medical Center
for care from Bolivia, Brazil, Cape Verde,
Congo, Dominican Republic, Guinea, Haiti,
Israel, Kenya, Mexico, Morocco, Nigeria,
Peru, Puerto Rico, Rwanda, Trinidad, and
Uganda, among other countries. As part of
Project DULCE, I received training in infant
development, family dynamics, and legal ben-
efits pertaining to immigrant families from
an experienced team of pediatricians, attor-
neys, and a child development specialist. I
received ongoing supervision and benefited
enormously from the support of my primary
supervisor, Margot Kaplan-Sanoff, who “held

me in her mind” (Fonagy, 1996) while I dealt
with complex, multifaceted family situations.

The following case illustrates a situation
that arose in the context of my work with the
Project DULCE intervention group. A woman
became a mother for the first time in a foreign
country, with no network of support aside
from a few friends, the health care profession-
als at Boston Medical Center, and the support
provided by Project DULCE staff.

Isabel emigrated from a little town in Africa,
where following the tribe’s traditions was

Abstract

Becoming a mother in a foreign land
can be challenging and demanding for
immigrant women and their families,
and also for the professionals who
support these families. In addition to
the typical demands associated with
raising a newborn, mothers who are
immigrants confront other issues
that professionals must keep in mind:
a unique understanding of child
development, culture differences and
displacement, immigration status,
acculturation stress, language as an
emotional connection to the newborn,
mental health, family structure, and
networks of support.
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of utmost importance. Isabel came to the
United States on a scholarship; she is a skilled
musician and a smart woman. Soon after

she arrived, however, she became ill and was
unable to continue her studies and fulfill the
responsibilities of her scholarship. She lost her
scholarship funding, which started a spiral of
circumstances that she could not overcome.
During this time, she got pregnant by the man
she loved, Jules. When Jules found out Isabel
was pregnant, he asked her to discontinue

the pregnancy, but she decided against it and
continued with the pregnancy on her own,
without a partner, career, money, or strong
networks of support in this new country.
Despite his mother facing all of these concerns,
Jeremiah was born full-term and healthy.

Because they leave behind the familiar
and face the challenge of adapting to a new
culture, immigrant individuals and families
are often considered one of the most
vulnerable groups (Beckerman & Corbett,
2008; Norofla, 2011; Tummala-Narra, 2004).
The process of immigration is not a uniform
phenomenon, as people emigrate for many
reasons—in response to political, ethnic,
religious, cultural, or economic crises, or for
the opportunity for better life circumstances
(Segal, 2012).

Such was the case for Isabel. She alveady had

a good life in her country of origin; she had the
support of her family, she was an accomplished
musician, she had a bachelor’s degree, and
shewas starting to search for a job when this
exciting opportunity to study abroad presented

itself. She told me that she could not resist

the idea of challenging herself, going out of

her comfort zone and trying something new.
She won the scholarship and travelled to the
United States searching for new opportunities
in her field of expertise, in addition to the
adventure and increased personal freedom that
emigration offered.

Isabel’simmigration can be considered
an easy one—it was planned, voluntary, eco-
nomically supported, documented, and safe;
and Isabel can be considered a privileged
immigrant—she had a scholarship to study
what she loved, and many positive expecta-
tions regarding her move to the United States.

Pérez-Foster (2001) provided a guide-
line for clinicians who work with immigrants
and Segal (2002) proposed a framework for
understanding the immigration experience,
dividing it into processes that can be clus-
tered in three time frames:

BEFORE MIGRATION:
e Conditions, status, and experience in the
home country
e Reasons for leaving home country

DURING MIGRATION:
e Transition to country of immigration
(including emigration)

AFTER MIGRATION:
e Response to the immigration process
o Adjustment to the receiving country life-
style and culture
e Implications for human services

ProJecT DULCE

Project DULCE (Developmental Understanding and Legal Collaboration for Everyone) combines
strategies from two powerful models: Healthy Steps, a relationship-based model of care located in

pediatric primary care that in more than 20 years has demonstrated that pediatric primary care is an

accessible, universal, timely, and nonstigmatizing point of entry for families with very young children to

ask questions and receive information on child and family development; and the Medical Legal

Partnership (MLP), a program that provides legal advocacy and services for families needing assistance
with nutritional benefits, housing supports, electricity and heat shut-off protection, and educational

placement for children with special needs to prevent or alleviate the parental stress often associated
with child abuse. In DULCE, MLP brings together pediatricians, child development specialists, and legal
advocates to engage in structured collaboration on behalf of vulnerable families who experience barriers

to such care and services that, in many instances, could be eliminated through legal advocacy.

Project DULCE uses a patient-centered medical home model, offering interventions in the pediatric

primary care setting during regularly scheduled well-child visits. Family specialists are trained by
MLP | Boston to identify the legal and social needs that may affect a child’s health and development and
to take action by helping the family advocate for themselves or by referring them to an appropriate

public health, legal, or social service agency or resource (including MLP | Boston). In this project

caregivers of newborns were recruited in the pediatric primary care clinic at Boston Medical Center at

the time of their new baby'’s first visits. Families were randomly assigned to either the intervention or

control group after informed consent. Intervention families met with the Project DULCE family
specialist in conjunction with their pediatric clinician at all routine well-child visits. They were offered

child development screening and screening for adult risk and protective factors, home visits, and
telephone check-ins, depending on the needs of the family, for the first 6 months of the baby’s life.
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Using this framework to break down the
immigrant experience into before, during,
and after, professionals can gain a deeper
understanding of the particular issues
involved in each case. With this greater
awareness of the complexity of a particular
individual or family situation, the profes-
sional is more likely to prioritize the family’s
needs and concerns and give appropriate
support (see box Working With Immigrant
Families).

I'was animmigrant and had personally
experienced the immigration process myself,
but many of the families enrolled in Project
DULCE experienced courses of immigration
different than mine. Families from diverse
countries shared their history, perceptions,
and emotions with me, and I listened to their
stories in a nonjudgmental way and without
being predisposed toward certain topics or
answers. Norofia (2011) acknowledged that
immigrant clinicians can facilitate cultural
transition and can serve as cultural brokers.
“By offering their clinical skills, linguistic abil-
ities,and knowledge gained from their own
immigrant experience, clinicians have the
opportunity to help bridge cultural gaps”
(Norofia, 2011, p. 7).

Most immigrants experience what is
commonly referred to as “culture shock.”
Professionals in the medical or mental
health fields better know the experience as
acculturative stress (Berry, 1997). This stress
arises when the individual who has immigrated
tries to balance differences between the new
dominant culture and the culture of origin
(Beckerman & Corbett, 2008). The stress is
experienced differently among individuals,
but when it increases and the individual
experiences a “sense ofloss, disassociation,
flashbacks or nightmares about separation
from homeland or family of origin, they have
symptoms that may be consistent with those
of posttraumatic stress disorder” (Beckerman
& Corbett, 2008, p. 66). Many researchers
refer to this constellation of behaviors as
immigration trauma (Pérez-Foster, 2001).
Moreover, the effects of migration are felt not
only by the family members who emigrate but
also by those who remain behind at home;
there may be emotional repercussions such as
increased depressive symptoms and feelings of
loneliness due to separation from loved ones
(Silver, 2011), and these effects may create
additional concerns for the immigrants.

In addition to all the stresses she experienced
related to the immigration itself, Isabel lost her
scholarship, got pregnant, and decided to con-
tinue the pregnancy on her own. Becoming

a mother even under the most ideal circum-
stances can impact a women’s life profoundly;
for Isabel, it was doubly stressful.
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One’s cultural identity is closely con-
nected to one’s native language. Some of the
mourning that happens during immigration
isrelated to the loss of the native language
use and the challenge of adapting to the new
language and to particular ways of express-
ing emotions in the new culture. Mothers are
usually seen as responsible for raising their
children and passing on their culture; for
immigrants, there are high stakes involved: A
child’s future level of proficiency in a mother
tongue is sometimes associated with that
child’s authenticity as a member of the ethnic
group (Tummala-Narra, 2004).

It was hard for Isabel to talk to her son in her
mother tongue. She was the only person she
knew who knew the language, and she would get
very emotional and nostalgic when speaking.
But when she spoke in her native language, she
felt different and like an outsider; she thought
she would adapt move easily if she spoke only
English.

WORKING WITH IMMIGRANT

FAMILIES

Suggestions for professionals when
working with immigrant families include:

1. Be curious and ask. All individuals are
different, even when they come from the
same country or city. If you are sensitive
and respectful, any question will be well
received by families.

2. If you are afraid, they will be, too. You
will need to address delicate topics like
immigration, domestic violence, or
mental health. Even when it can be
difficult and talking about those issues
can open a Pandora'’s box, you need to be
confident in your tone and strong enough
to listen to whatever they need to
disclose.

3. Accept and support relative
dependence to accomplish
independence. Some families will need
you more than you are used to when
they are facing a new culture. This does
not mean that they will depend on you
forever; you just need to support them
intensely for a short period of time until
they are strong enough to navigate the
new system.

4. Your role may be to “mother” a new
mother in a foreign land. Try to make
some space for the mother to open up
and allow professionals to “hold" her as
a mother. No one is perfect; if mothers
believe they need to accomplish a
“scientific motherhood” (Apple, 1995),
their anxiety and fears will keep them
from reaching for a professional’s help.

However, given the positive effects on
children of language use in the expression of
emotions and feelings and recall of memories
(Pavlenko, 2005) and because her language
could be a bridge to connect her with her
newborn, I encouraged Isabel to speak to
Jeremiah in her mother tongue.

North American culture is often described
as individualistic, in contrast to non-Western
cultures that are described as more com-
munity oriented, in which there is more
collective and intergenerational family
involvement (Beckerman & Corbett, 2008).
Western-based psychological theories place
significant value on the individual moth-
er’srole in helping her child to achieve a
strong sense of autonomy and independence.
Therefore, “conceptions of the psychologi-
cally healthy mother-child relationship are
challenged in the case of immigration, in
which the mother typically struggles with
culturally divergent values of parenting and
with her disconnection to either her paren-
tal figures or cultural representations”
(Tummala-Narra, 2004, p. 172). Specialists
working with mothers in a foreign land
must address the role of the often-missing
extended family in child rearing.

During our meetings, Isabel would vegularly
describe precisely what her mother would say,
do, or think in a particular situation around
Jeremiah’s care.

Because this tended to be the way in
which Isabel would reflect on her “angels”
(Lieberman, Padron, Van Horn, & Harris,
2005) in relationship to her son, I encouraged
her to consider how her mother would han-
dle different situations. We also discussed her
home community’s norms, values, and ritu-
als, and explored ways in which Isabel could
bring some of her cultural background, which
was such a strong “holding environment” for
her relationship with her son, into her new
life.

Jeremiah was a happy, responsive, robust
baby. Isabel was also a happy and very warm
young woman, but she looked tived and was
very skinny. Isabel was open during early well-
child visits, but also she seemed reserved and
sometimes ashamed of sharing some aspects of
her personal story. Her perception of herself
had changed; she no longer felt connected to
the woman she had been in her country of
origin, and she felt that she was letting everyone
down. Isabel was an outsider, mothering alone
and burdened with the belief that she had
squandered all the dreams she had while she
was growing up and was disappointing her
Sfamily, especially her father.

During a home visit, which was offered to
all Project DULCE families but which was

Being an immigrant is a particular
experience, impacted by many variables.

particularly critical here because of the family’s
complex situation and unstable housing
arrangements, Isabel opened up. She discussed
her immigration situation and shaved the
complexity of her financial situation. After
these first meetings in the pediatric office and at
her home, I realized that this family had many
needs, but food, income, and housing insecurity
were the most immediate concerns. Isabel and I
started working to connect the family with the
community agencies and resources that could
assist them during this time and for the long
term. My colleagues and I decided to request
legal assistance to help them with their unstable
immigration situation.

I'wasinterested in the lives of the fam-
ilies I worked with and how child-rearing
practices were different in their countries of
origin; conducting home visits and meeting
the family in their own environment helped
me connect more closely with them. My own
accent when speaking English placed meina
position similar to theirs—of not being per-
fect, of also being an outsider—which may
have helped them feel less inadequate and
more comfortable with their own imperfec-
tions. Even with the language barrier, we built
our communication on other cues that helped
us connect to and trust each other. Tused
humor, for example, as one such tool in my
interventions.

Isabel said that my way of pronouncing some
words in her language was very similar to the
one used by farmers in one of the cities near
her home, so every time she was feeling down
Iwould pronounce these words and the emo-
tional climate would change.

Jul