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Within conditions of attachment security, there is an excellent opportunity for intersubjective experiences and related abilities that can greatly enhance the emergence of a coherent self.

Within a parent-child relationship, security emerges from within the fulfilled expectations of this dyad.  The parent will relate as “parent” with her child.  This includes the intention to centrally place her child in her subjective experience and then to notice and respond to her child’s subjective experience that is now being influenced by her own.  Her attention is directed toward the expressions of her child which are reflective of his subjective experience.  In her responses—which reflect her subjective experience—she is co-regulating the lived-quality of her child’s experience (emerging affects), and co-creating the meaning of the objects of his attention (emerging interests) and intentions (emerging motives).  Her affect, attention and intentions are joined with his and she becomes a central component in his subjective development.  This process is known as intersubjectivity. 

Attachment security provides the foundation for the young child’s initial and subsequent acts of exploration and discovery. The child is discovering the nature of “self” and “other”, including how both are embedded in the magical “self-other dyad”.  Colwyn Trevarthen describes these acts as “primary intersubjectivity” (which involve person-person connections).  The child is also discovering the nature of objects in the world.  These acts of discovery are greatly influenced by the experience of these objects by the child’s parents.  Trevarthen describes these acts of discovery as involving  “secondary intersubjectivity (which involve person-person-object connections). 

From within these intersubjective experiences the child begins to organize a sense of self—a personal narrative—that serves to select and integrate subsequent experiences into the narrative in a coherent manner.  Gradually the young child is able to move from the co-creation of the meaning of self, other, and object that is inherent in intersubjective experiences to the auto-creation of meaning that is evident in representational thought as seen in symbolic play and empathy for the feeling-states of others.  However, within the auto-creation of meaning the influence—or its lack—of the child’s intersubjective history is still evident in the presence and nature of the “virtual-other”.

Within a psychotherapy relationship, security emerges from within the fulfilled expectations of this dyad.  The therapist will—during the treatment session—centrally place her client in her subjective experience and then notice and respond to her client’s subjective experience.  Her experience of her client becomes a central feature in his emerging experience of himself.  She will co-regulate the client’s affect that is a part of his experience and co-create the meaning inherent in the client’s attentional focus and intentionality.  There are clear similarities between the nature of this relationship and that which optimally exists between parent and child.

When there have been significant limitations on the child’s intersubjective experiences within his family due to intrafamilial trauma and/or other factors associated with attachment disorganization, there will be subsequent restrictions on his readiness and ability both to engage in intersubjective experiences with other adults as well as to manifest symbolic play, emotional understanding, and empathy for others.   When this is the case, psychotherapy needs to provide the child with intersubjective experiences that will enable the child to begin to co-regulate emerging affect, co-create new meanings of self, other, and object, as well as to facilitate his capacity for representational play and thought along with emotional understanding of self and other.  This model of psychotherapy, which includes both the expressive arts as well as affective/reflective conversations (that are seen more often in work with adolescents and adults but may be equally meaningful for children) requires the active use-of-self of the therapist. Such an active therapeutic stance provides the needed intersubjective experiences that had been distorted or lacking in the child’s relationships with his original attachment figures.  The child needs to experience himself being openly experienced by the therapist in ways that are affirming, integrative, flexible, and coherent.  The child needs to experience that he has the ability to effect the therapist’s experience of him in these positive ways in order for him to know that he has these qualities of worth and value.  (Whenever the therapist is able to effect the readiness and ability of the child’s parent(s) to become engaged with him in such an intersubjective manner, taking a family-centered stance is the treatment of choice.  Individual therapy is provided when this option is not present.)

In families characterized by abuse and neglect, or even in families characterized by attachment disorganization or insecurity, there are varying degrees of deficiency in intersubjective experiences.  Much of the following sequence would be common for a child within such a family:

1.  An event occurs within the family.

2.  As the child begins to experience it intersubjectively with the parents, because of

the parents’ response to it, the event becomes associated with shame, terror, rage, 

or despair.

3.  As soon as the associated affect is experienced by the child, the intersubjective


experience with the parent abruptly ends.

4.  As soon as the associated affect is experienced by the child, the interest in—and 

engagement with—the event itself abruptly ends.

4.  Events associated with the original event become rigidly avoided and/or controlled.

5.  Intersubjective experiences with the parents around similar events become rigidly

avoided and/or controlled.  The more pervasive are these events, the more limited

are the intersubjective experiences with the parents that are available to the child.

6.  When such avoidance or control is not possible these events tend to become 


overwhelmingly disorganizing.

7.  The acts of avoidance and control themselves become “defensive-experiences-of-

choice” and become the child’s central—though often unsuccessful—means of 

achieving psychological and physical safety. 

7.  These experiences do not become integrated into the person’s lived narrative.

8.  These experiences are not “alive”.  They are not able to be re-created or

co-created through the open experience of newer associated events.  

9.  These experiences are “frozen” in time and space.  They tend to reproduce themselves


much like cancer cells do.  They are locked in the mind/heart/body and place 


severe limitations on the new experience of most events.

10. Safety that emerges from attachment security is not present and the child is not


open to the intersubjective and/or autonomous exploration and integration of

new experiences flowing from novel events.

11. The personal narrative itself remains rigid, incoherent, disorganized, and/or

restrictive.  Limited, repetitive experiences of a narrow range of events

become preferable to emerging intersubjective and autonomous experiences.

As has been suggested above, intersubjective experiences are the primary means by which the child learns about the social/emotional/meaningful world of self, others, and objects.  When parents, in the context of attachment security, provide such experiences in abundance and variety, there is little need for psychotherapy for the child.  Even when that child is exposed to trauma, he is often able to turn to his parents intersubjectively to co-regulate any intense affect and co-create the meaning of a disorganizing event.  From there he is able to continue to auto-regulate the affect and auto-create the meaning of the trauma.  It is when parents have not provided such intersubjective experiences that similar experiences in a relationship—such as those that one may have with a psychotherapist—become necessary.  The following list summarizes the nature of intersubjective experiences, whether they be provided in a secure parent-child relationship or in a psychotherapy relationship.

During moments of intersubjectivity:

1. The therapist’s central subjective experience is the subjective experience 

of the child.  This involves joined affect, attention, and intention.

2. The therapist resonates with the initiatives (whether active or passive) of the child


while also initiating interactions into which the child is welcomed.

3. The therapist, through actively matching the child’s vitality affect, is

willing and able to co-regulate the affective state of the child.

4. The therapist maintains an accepting, curious and empathic affective/reflective (a/r)

state toward the subjective experiences of the child.

5. The therapist allows the child to have an impact on her mind/heart/body. 

6. The therapist gives verbal/nonverbal expression to the impact that the child is having

on her.

7. The therapist experiences the uniqueness of the child.  She responds in a unique

fashion nonverbally to the child’s nonverbal manifestations of his emerging

subjectivity.

8.  The therapist actively discovers an aspect of the child that was not known/experienced

before in the same unique way.  She facilitates the corresponding self-discovery 

in the child.

9.  The therapist herself experiences a deeper and broader sense of self through the

intersubjective presence of the child in the therapist’s own subjective narrative

(this includes, but is not limited to, self-as-therapist).

During moments of intersubjectivity (with matched affect, joint attention, and congruent intentions), facilitated by the therapist:

The child:

1. “feels felt”, feels understood, feels known, feels accepted.

2. experiences support in regulating immediate affect associated with experience of event

3. experiences the other’s experience of the event.

4. experiences the event again, in context of felt safety and other’s experience of it.

5. feels freedom to co-create new meaning of the event with the therapist.

6. re-experiences the event with less terror and shame.

7. experiences self, in context of self-and-other, in a more integrated, coherent way.

8. is developing the capacity to maintain acceptance, curiosity, and empathy toward self,


with a readiness to integrate past and present events into the self-narrative.


Aspects of self are no longer “off-limits”, nor covered in shame or terror.

9. is developing the capacity to selectively enter into similar intersubjective experiences


with others, co-regulating affect and co-creating meanings

10. begins to relate with others in ways that both members of the dyad are subjects, 

neither serves as an object for the other.

(When a person is an “object” to me, that person’s subjectivity is of little relevance to the subjective meaning for me of that person and the present event.  My focus is on causing the other to behave in a particular manner and I am neither aware of nor concerned about their subjective experience of the immediate event and my behavior toward him.  In this way, the other may become a rage-object, sex-object, love-object, dependent-object, ideal-parent-object, ideal-child-object, trophy-object, money-source-object, etc.)


The following is a brief example of the presence of intersubjectivity in a psychotherapy session.  A nine-year old adopted girl had been in a residential group setting for 3 months following a series of aggressive outbursts toward her adoptive mother.  She had spent her first three years in an orphanage and during the last six years had not manifested signs of selective attachment behaviors toward her mother.  Rather she showed indiscriminate attachment behaviors and during the first 6 weeks of the placement and she seemed to be happy to be out of her adoptive home.  During the 6 weeks immediately prior to this treatment session she had become unhappy about the structure and routines of the facility, but still had not spoken fondly of her adoptive family.


During this treatment session, which was her sixth session since her admission, she was seen jointly by her therapist and psychological consultant.  An affective/reflective dialogue developed in which the girl’s attention moved from the orphanage to her adoptive home to the residential program.  Throughout the exploration of her narrative it was gently presented that she had to cope alone since she really did not feel that anyone understood her or cared for her.  As the therapist and consultant’s voice tone, inflections, and cadence conveyed sadness over her lonely and difficult life, the girl stated in a matter-of-fact manner, “I miss my mother.”  Her words were congruent with the content of the dialogue but they seemed to lack the felt-sense of an actual experience of missing one’s mother.  


The consultant turned to the therapist and said, “Tell her how you feel about her missing her mother.”


The therapist took the girl’s hand and looked into her eyes and said with evident empathy, “It must be hard for you, since you’ve been away from home for three months and have not seen your mom in 6 weeks.”


The child sat quietly with little nonverbal expression of a response to the therapist’s comment.


The consultant said to the therapist, “No, tell her HOW YOU FEEL about her missing her mother.”


The therapist again squeezed the girl’s hand and stared into her eyes.  This time she said, “I am very sad for you.  I am sad that you have not seen your mom in 6 weeks, and you are a 9-year-old girl.”


As the therapist spoke, placing herself with even more empathy in the child’s world, she became tearful.


The child stared into the therapist’s eyes and after a few moments said, “You’re crying.”


The therapist replied, “Yes, I am very sad for you.  You have never felt what it means to have a mom. I am also sad that in many ways, you have not had a mom that you felt safe with since you were born.”  As she spoke, her tears became more numerous and began to roll down her cheeks.


The child sat motionless, staring intently at the tears.  After many seconds she slowly reached up and touched one of the therapist’s tears as it journeyed down her cheek.  Immediately the child burst into tears and jumped into the therapist’s arms.  Both cried while the therapist rocked her.


Shortly afterwards the consultant reflected on the experience that he had participated in.  He commented in words appropriate for a 9-year-old that the child had discovered her nameless experiences of emotional neglect and loss in the empathic experience of the therapist.  He commented that this child had the courage to experience profound grief over her life-long loss, when she saw that the therapist was willing and able to feel those feelings with her. As he quietly spoke to her, the child allowed herself to attend within herself.  Through the co-regulation of her affect and the co-creation of the meaning of her deep distress and loneliness, she was able to begin to consider the possibility that she might want and need to learn how to attain attachment security with her adoptive mother.  When her mother returned to the facility 4 weeks later, her daughter was more affectively available and responsive to her than she had been in her prior six years.  Several months later she successfully returned home.


When it is most effective psychotherapy facilitates the development and integration of a person’s affective and reflective abilities.  It is not limited to either teaching self-regulation skills or the expression of affect.  The therapist journeys with the child into his inner life, actively communicating acceptance, curiosity, and empathy for the thoughts, feelings, perceptions, and motives that—together—they experience there.  This journey has an impact on the therapist and the child’s experience of this impact makes the journey less frightening and shameful.  It is this intersubjective experience that enables all forms of psychotherapy to become healing and transforming.  Intersubjectivity necessarily involves the development and co-regulation of affective states and the development and co-creation of reflective states.  When the therapist is actively present with the child intersubjectivity, a commonality between more affectively-focused and reflectively-focused treatments becomes apparent.  In the former, the therapist is co-regulating the emerging affect and actively co-creating the meaning, rather than assuming that the child has the ability to create the meaning alone.  In the latter, the therapist is co-creating the meaning, but only after facilitating the emergence of the lived (affect-rich) experience which lies at the core of whatever meaning is congruent with the child’s narrative.


When the child’s parent or guardian is able and willing to become engaged in a similar intersubjective manner with a child, the therapist is well-advised to actively involve that adult in the treatment process.  The therapist can then serve as guide and mentor for the child’s primary attachment figure in order for that person to co-regulate affect and co-create meaning at home on an hourly and daily basis.  Intersubjectivity (within the context of attachment security) is not a restricted activity that requires a specialized graduate training.  It has been the foundation of psychological development for untold generations.  Parents and guardians, when able and willing to provide such experiences, are the best suited to do so.  


When there is no parent or guardian able to provide what is needed then the individual therapy is the treatment of choice.  In these situations, an intersubjective focus is all the more necessary since the child is likely to have few or no other sources of this crucial developmental experience.   The child desperately needs to be able to have an impact on the therapist.  His mind and heart (thinking and feeling) develop the most fully in rhythm with the mind and heart of a sensitive and responsive other.  (Colwyn Trevarthen has suggested the word, “Synrhythmia” to describe this vital process.)  He needs not just to resolve and integrate negative experiences (shame, trauma, and loss) but also to discover and integrate positive experiences (joy and pride).  The therapist’s accepting and empathic subjective responses to the former along with her playful and affirming subjective responses to the latter will make these experiences more able to be felt and given meaning in the context of the child’s narrative.  This happens best when the therapist is not simply a safe container for experiences, but rather is active affective/reflective participant in the co-creation of experiences that will enable the narrative to become more comprehensive and coherent.

