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ABSTRACT: Reflective supervision is considered a key practice component for any infant mental health provider to work effectively with young children
and their families. This article will provide a brief history and discussion of reflective supervision followed by a case study demonstrating the importance
of reflective supervision in the context of child–parent psychotherapy (CPP; A.F. Lieberman, C. Ghosh Ippen, & P. Van Horn, 2015; A.F. Lieberman
& P. Van Horn, 2005, 2008). Given that CPP leverages the caregiver–child relationship as the mechanism for change in young children who have been
impacted by stressors and traumas, primary objectives of CPP include assisting caregivers as they understand the meaning of their child’s distress and
improving the caregiver–child relationship to make it a safe and supportive space in which the child can heal. As this case will demonstrate, when
a clinician is emotionally triggered by a family’s negative intergenerational patterns of relating, reflective supervision supports a parallel process in
which the psychotherapist feels understood and contained by the supervisor so that she or he is able to support the caregiver’s efforts to understand and
contain the child.
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RESUMEN: La supervisión reflexiva es considerada un clave componente de práctica para que cualquier especialista de salud mental infantil trabaje
eficazmente con niños pequeños y sus familias. Este artı́culo presentará una breve historia y discusión de la supervisión reflexiva seguida de un caso de
estudio para demostrar la importancia de la supervisión reflexiva dentro del contexto de la sicoterapia niño-progenitor (CPP; Lieberman y Van Horn,
2005, 2008, Lieberman, Ghosh Ippen, y Van Horn, 2015). Dado que CPP nivela la relación entre el niño y quien le cuida como un mecanismo para el
cambio en niños pequeños a quienes les han impactado factores de estrés y traumas, entre los objetivos primarios de CPP se incluyen la ayuda a quienes
prestan el cuidado a medida que ellos comprenden el significado de la angustia de sus niños y el mejoramiento de la relación entre el niño y quien le
cuida para convertirla en un espacio seguro y de apoyo dentro del cual el niño puede sanar. Como demostrará este caso, cuando un especialista clı́nico
está emocionalmente afectado por los negativos patrones intergeneracionales de relación de una familia, la supervisión reflexiva apoya un proceso
paralelo dentro del cual la sicoterapeuta se siente comprendida y contenida por quien la supervisa de manera que ella puede apoyar los esfuerzos del
cuidador para comprender y contener al niño.

Palabras claves: supervisión, supervisión reflexiva, práctica con reflexión, sicoterapia niño-progenitor, práctica basada en la relación

RÉSUMÉ: La supervision de réflexion est considérée comme une composante de pratique clé afin que tout professionnel de la santé mentale de la petite
enfance travaille efficacement avec les jeunes enfants et leurs familles. Cet article offrira un bref récapitulatif et une discussion de la supervision de
réflexion, suivies d’une étude de cas prouvant l’importance de la supervision de réflexion dans le contexte d’une psychothérapie enfant-parent (CPP;
Lieberman & Van Horn, 2005, 2008, Lieberman, Ghosh Ippen, & Van Horn, 2015). Vu que la Psychothérapie Enfant-Parent CPP influence la relation
mode de soin-enfant en tant que mécanisme de changement chez les jeunes enfants qui ont subi l’impact de stresseurs et de traumas, les objectifs
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primaires de la Psychothérapie Enfant-Parent incluent (1) l’assistance des modes de soin dans la mesure où ils comprennent la signification de la
détresse de l’enfant et (2) l’amélioration de la relation mode de soin-enfant afin de rendre l’espace dans lequel l’enfant peut guérir sûr et favorable.
Comme ce cas le démontrera, lorsqu’un clinicien est émotionnellement affecté par les patterns intergénérationnels de relation négatifs d’une famille, la
supervision de réflexion soutient un processus parallèle dans lequel le psychothérapeute se sent compris et et contenu par le superviseur de façon à ce
qu’à son tour il/elle puisse être capable de soutenir les efforts du mode de soin pour comprendre et contenir l’enfant.

Mots clés: Supervision, supervision de réflexion, pratique de réflexion, psychothérapie enfant-parent, pratique basée sur la relation

ZUSAMMENFASSUNG: Reflexive Supervision wird als eine praxisrelevante Schlüsselkomponente für jeden Anbieter von Diensten zur psychischen
Gesundheit von Säuglingen betrachtet, um effektiv mit Kleinkindern und ihren Familien zu arbeiten. Dieser Artikel bietet einen kurzen Einblick in die
Geschichte und Diskussion der reflexiven Supervision, gefolgt von einer Fallstudie, welche die Bedeutung der reflexiven Supervision im Zusammenhang
mit Eltern-Kind-Psychotherapie (child-parent psychotherapy: CPP; Lieberman & Van Horn, 2005, 2008, Lieberman, Ghosh Ippen, & Van Horn, 2015)
demonstriert. Da die CPP die Beziehung zwischen Bezugsperson und Kind als Mechanismus für Veränderungen bei Kleinkindern, die von Stressoren
und Traumata betroffen sind, wirksam einsetzt, beinhalten primäre Ziele der CPP die Unterstützung von Bezugspersonen, die Bedeutung der kindlichen
Not zu verstehen und die Beziehung zwischen Bezugsperson und Kind zu verbessern, um diese zu einem sicheren und unterstützenden Raum zu
gestalten, in dem das Kind heilen kann. Dieser Fall zeigt, dass wenn ein Kliniker von den negativen generationsübergreifenden Beziehungsmustern
einer Familie emotional getriggert wird, eine reflexive Supervision einen parallelen Prozess unterstützt, in dem sich der Psychotherapeut vom Supervisor
so verstanden und gleichzeitig kontrolliert fühlt, dass der Psychotherapeut die Bezugsperson in ihren Bemühungen, das Kind zu verstehen und zu
begrenzen, unterstützen kann.

Stichwörter: Supervision, reflexive Supervision, reflexive Praxis, Eltern-Kind-Psychotherapie, beziehungsbasierte Praxis
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The concept of the reflective supervision approach being dis-
cussed here first emerged during the early years of the National
Center for Clinical Infant Programs, now known as ZERO TO
THREE. A workgroup at that time was tasked with identifying
areas of professional development most essential and relevant to
those working with children aged birth to 3 years and their families.
The spectrum of professions that served this age group included
medical workers, mental health providers, educators, direct care
providers, and many more. It became clear that some form of
“clinical-like supervision, different from administrative supervi-
sion that tracks level of service, chart writing and the like, (was)
necessary for any provider working with very young children”
(Shahmoon-Shanok, 2009, p. 7). Reflective supervision was con-
ceptualized as a form of apprenticeship by the supervisee and
of mentorship by the supervisor. It was felt that new providers
would be most effectively trained when the acquisition of skills
and knowledge and the capacity to reflect on their work was nested
within a safe, stable, and supportive relationship with a supervi-
sor capable of listening deeply to and reflecting with the provider
about their experiences. Attention was paid to the unique chal-
lenges posed to inexperienced providers when working closely
with children and caregivers, including the range of interpersonal
contacts each provider might have with a family and the emotional
impact such contacts might have on that provider. As Pawl (1995)
so eloquently stated: “ . . . it is not possible to work on behalf of
human beings to try to help them without having powerful feelings
aroused in yourself” (p. 44). It was felt that providing space for
providers to process their experiences with a caring and support-
ive mentor would lead to improved insight into the interpersonal
dynamics at play and would encourage planning for skillful use of
self by the provider with the family to improve services. Another
benefit would be that providers would feel more supported and
competent, which in turn would promote job satisfaction. In addi-
tion, the provider’s experience of “being held” in the mind of the
supervisor would be internalized and enable the provider to give
the same experience to families, thus creating a parallel process.
Pawl noted that

The relationship between the supervisor and supervisee sets a major tone
that verberates throughout the system, whether it does so for good or
for ill . . . the practitioner’s experience in supervision directly affect the
interactions he has with the child and the family. It is this complex nest of
relationships that we must care about. (p. 43)

Reflective supervision consists of three key elements: re-
flection, collaboration, and regularity (Eggbeer, Mann, & Seibel,
2007). Reflection is the process of stepping back from one’s work
and wondering with the supervisor: What did an interaction with a
client mean, and how can that inform one’s work with the family?
Collaboration emerges through an open flow of two-way com-
munications between supervisor and supervisee as well as clearly
identified and agreed-upon mutual expectations of each partner,
and through identifying opportunities for shared responsibility. Fi-
nally, regularity is key in communicating mutual respect, which

occurs when both parties prioritize time to reflect on one’s work
and on the relationships within which that work takes place. Again,
Pawl (1995) reflected on how these essential elements depended
on the quality of the supervisor/supervisee relationship: “They are
only effective when they are nested in a relationship that is char-
acterized by respect, mutuality and safety” (p. 43).

Reflective supervision was a key support for staff develop-
ment, staff retention, and improved outcomes (Parlakian, 2002).
However, implementation of this model was not without its chal-
lenges. For example, staff members are sometimes averse to open-
ing themselves up and talking about their feelings related to a
family and what they might bring to the relationship. It also may
be difficult for staff serving families who present in crisis and with
multiple needs or with a history of complex trauma to reflect versus
react and to slow down enough to focus on in-the-moment explo-
ration of family members’ internal states. A barrier to agency adop-
tion of reflective supervision is associated with lack of resources,
including time, money, and personnel, that are required for this
work.

In 2002, ZERO TO THREE released a publication describ-
ing how reflective supervision was implemented in a variety of
infant/toddler-serving agencies nationwide (Parlakian, 2002). It
explored the challenges encountered by each agency profiled, their
process of implementing reflective supervision, and how each iden-
tified, addressed, and resolved these challenges. The goal of the
publication was to encourage other agencies as they began their
process of implementation by offering models for problem solving
around any issues that arose. Although the introduction of reflec-
tive supervision required adaptations and modifications of their
current processes, the benefits were uniformly found to outweigh
the costs of reflective supervision. ZERO TO THREE continues
to offer support and training to agencies interested in reflective
supervision.

While reflective supervision is utilized across all disciplines
that practice infant mental health, this article will focus on re-
flective supervision in the context of psychotherapy. In their brief
overview of supervision in psychotherapy, Tomlin, Weatherston,
and Pavkov (2014) credited the work of Selma Fraiberg as a
primary influence that allowed infant mental health therapists to
utilize supervision to gain insight into how their own histories
and experiences impact and are impacted by their work with
young children and their families. Fraiberg’s theory is based on
her understanding of the mechanisms of the intergenerational
transmission of child maltreatment (Fraiberg, Adelson, & Shapiro,
1975). Fraiberg, Adleson, and Shapiro (1975) recognized that
caregivers are most likely to reenact early traumatic experiences
when those experiences remain avoided and unspoken. While these
caregivers survived their trauma by protecting themselves from
remembering and feeling painful and powerful negative emotions,
when their buried memories and feelings are triggered later in life,
the caregivers’ unresolved traumatic responses are unconsciously
reenacted with their children. Fraiberg’s treatment model, infant–
parent psychotherapy, involves supporting caregivers as they are
able to remember what it felt like to be frightened and hurt children.
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When this occurs, caregivers then can better identify with their
children’s feelings and are unable to cause the same pain to their
children that they remember enduring. Reflective supervisors in the
infant mental health field have recognized that just as caregivers’
unacknowledged and unspoken early childhood experiences may
influence how they care for their children, so the psychotherapists’
own unacknowledged and unspoken emotions and experiences,
both past and present, also may influence how they interact with
the young children and families with whom they work. Thus,
reflective supervision provides a reflective, collaborative, and
regular space for therapists not only to consider the perspectives of
the caregivers and children they treat but also to safely explore their
own thoughts and feelings evoked by their work with families.
Reflective supervision serves to bring any rejected and suppressed
feelings into conscious awareness so that they lose much of their
power to influence and negatively impact current relationships and
interactions.

Mentalization, the ability to understand one’s own and others’
behavior in terms of mental states (Fonagy & Target, 1997), is a
concept that is key to both reflective supervision and intergener-
ational patterns of caregiver–child relationships. Fonagy, Steele,
Steele, Moran, and Higgitt found that children’s attachment secu-
rity was associated with parental reflective functioning, the capac-
ity to mentalize in the context of attachment. They posited that
young children are able to feel secure in relationships when they
know that their caregivers can accurately identify and will sensi-
tively respond to their internal states, including thoughts, feelings,
needs, and desires (Fonagy et al., 1991). Thus a common goal in the
field of infant mental health is to increase caregiver’s reflective ca-
pacity (Cohen et al., 1999; Lieberman, Ghosh Ippen, & Van Horn,
2015; Sadler, Slade, & Mayes, 2006). Just as the reflective func-
tion of caregivers is supported by infant mental health practitioners,
reflective supervisors support their staff’s ability to mentalize by
providing staff with safe opportunities to wonder about the internal
worlds, including the thoughts, feelings, beliefs, motivations, and
desires, of the young children and caregivers that they serve.

CHILD–PARENT PSYCHOTHERAPY

In the following section, we will present a reflective supervision
process that occurred in the context of a clinical psychology in-
ternship program specializing in training infant mental health psy-
chotherapists. The supervision is focused on a young child and
her family who were participating in child–parent psychotherapy
(CPP; 2005, 2008, 2015). CPP, which originated from Fraiberg’s
infant–parent psychotherapy, is an evidence-based treatment for
children ages birth through 5 years who have experienced trauma
that impacts their trust in the safety of attachment relationships. In
addition to being relationship-based like other psychotherapeutic
models in infant mental health, CPP also is trauma-informed and
follows the premise that it is necessary to directly speak about
the traumatic events that children and their families have expe-
rienced to not collude in avoidance, a symptom of posttraumatic
stress (Bowlby, 1988, Lieberman et al., 2015). CPP developers

recognize that focusing on early childhood trauma has the poten-
tial to evoke strong emotions in the psychotherapist and that these
emotions can impact reflective capacity. Therefore, CPP fidelity
measures specifically address the psychotherapist’s reflective pro-
cess, which is described as the awareness of emotional reactions
and personal and cultural biases, the ability to consider multiple
perspectives, and the use of reflective supervision or consultation to
process emotional responses, consider alternate perspectives, and
seek new knowledge and skills. In describing challenges to the re-
flective process, CPP developers have noted several circumstances
that may be particularly detrimental to the psychotherapist’s ability
to maintain a reflective stance. Challenges based on family circum-
stances include working with family members who are difficult to
engage or who have significantly different perspectives or cultural
beliefs than the psychotherapist and working with family members
who have experienced trauma that is likely to trigger a negative
response in any psychotherapist. Challenges based on psychother-
apist factors include lack of therapeutic knowledge or skill and
lack of access to reflective supervision or consultation (Lieberman
et al., 2015).

The following case study demonstrates how reflective super-
vision was utilized to address challenges to a trainee’s reflective
process in the course of providing CPP. With reflective supervi-
sion as a support to CPP, the trainee’s strong emotions became
useful, rather than destructive, to the therapeutic process by pro-
viding valuable insight and opportunities for developing empathy
within the clinician and subsequently within the caregiver. It will
be demonstrated that only in the context of a reflective, collabo-
rative, and regular supervisory space was the psychotherapist able
to support the caregiver in the difficult task of understanding the
meaning of her child’s behavior and responding to it in ways that
helped the child, and the relationship, to heal.

CASE STUDY: REFLECTIVE SUPERVISION THROUGH
THE LENS OF CPP

The trainee in this case study, who we will call Cindy, was a 27-
year-old Caucasian female participating in a year-long predoctoral
internship that specialized in infant mental health and offered train-
ing in CPP. Cindy entered the training program having completed
all of her graduate-level course work. She had accrued 2 years
of experience in child therapy that included parent education and
behavior modification with elementary school-aged children and
play therapy with children ages 6 to 18. Cindy had no prior infant
mental health experience or training.

Presenting Problem

Laura Smith, a 4-year-old Caucasian girl, was referred for treat-
ment by her mother, Ms. Smith. Ms. Smith reported concerns due
to Laura’s externalizing behavior problems that were interfering
with her functioning at home and at school. Laura had poor re-
lationships with her mother and her 6-year-old brother, and she
was generally rejected by peers and disliked by her teachers. Ms.
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Smith stated that Laura wanted to control everything and every-
body. She would throw board games across the room when she lost
a game; had repeated, extreme, and prolonged temper tantrums;
and regularly told Ms. Smith that she hated her.

Family History and Assessment

Cindy learned that Laura’s parents had divorced 2 years ago. Laura
resided with her mother, brother, and maternal grandmother. She
rarely had contact with her father, whom Ms. Smith depicted as
cold and aloof. Ms. Smith denied that Laura had witnessed com-
munity or domestic violence or had been physically or sexually
abused; however, she did report that Laura had been separated
from her for significant periods of time. Ms. Smith reported that
at times she would travel on business for days or weeks, leaving
Laura and her brother in the care of Ms. Smith’s mother, who was
described as being able to adequately meet the needs of Laura
and her brother. However, Ms. Smith described her mother’s care
in terms of the children’s instrumental care and did not reference
their emotional needs. When Cindy inquired about how these sep-
arations were handled, Ms. Smith reported that neither she nor
her mother prepared Laura for any schedule changes nor did they
explain Ms. Smith’s absences or tell Laura when she would re-
turn. Noting that Ms. Smith seemed to lack any insight into how
such unpredictable disruptions would affect Laura, Cindy won-
dered about Ms. Smith’s relationship with her own mother. Was this
how Ms. Smith had been parented? Ms. Smith made uniformly neg-
ative attributions about Laura in the child’s presence and depicted
Laura’s behavioral issues as inherent personality traits. Cindy
asked Ms. Smith to include her mother in the assessment process
so Cindy could observe Laura’s relationship with her grandmother,
as she was a primary caregiver, but Ms. Smith refused to allow her
mother to directly participate in the assessment process or early
treatment sessions. When Cindy gently probed for Ms. Smith’s
reasons for this refusal, Ms. Smith minimized the importance of
her mother’s role in Laura’s care and quickly changed the subject.
Further attempts to explore Ms. Smith’s refusal were similarly
unsuccessful.

Cindy assessed Ms. Smith, utilizing both clinical observation
and parent self-report. Ms. Smith presented as visibly depressed,
and she disclosed a history of childhood paternal abuse and neglect.
When asked how Ms. Smith’s mother responded to the abuse and
neglect, Ms. Smith shrugged and replied that her mother always
made sure that she was clothed and fed. Ms. Smith’s manner indi-
cated she had no expectation that her mother would have intervened
on her behalf. Ms. Smith recalled that her father left the family
when Ms. Smith was a teenager and had no contact with them
from that time forward. When the topic shifted to her current work
life, Ms. Smith’s affect changed, and she appeared somewhat less
depressed as she discussed her feelings of control and competence
in her professional life. She explained that she often stayed late at
work not because the extra income was necessary but because she
dreaded coming home to face Laura’s angry and demanding be-
havior. Ms. Smith’s depressed affect returned as she discussed her

daughter. She presented as passive and at times verbalized strong
resentment toward Laura. Ms. Smith was often apologetic during
her assessment sessions. She appeared painfully aware that she
was not meeting Laura’s needs, and it was clear that although she
wanted a better relationship with her daughter, Ms. Smith did not
seem to know how to achieve this. During Cindy’s observation of
the parent–child interaction, she noted that there was little posi-
tive interaction between Laura and her mother. Rather, Ms. Smith
left Laura to play independently, only occasionally intervening to
redirect Laura or to ask her a question to test or demonstrate her
knowledge. Laura became frustrated at several points in the inter-
action and directed her anger at her mother. Ms. Smith appeared
anxious at these times and often avoided interacting with Laura at
all, fearful that it would spark another outburst. Laura responded to
her mother’s avoidance with increasingly challenging behaviors,
indicating that she may have experienced the avoidance as deeply
rejecting.

Reflective Supervision Process

As part of her internship, Cindy received individual reflective su-
pervision. When Cindy reviewed the assessment data with her
supervisor, she began to think about Laura’s behavior in the con-
text of not getting her emotional needs met by her mother, feeling
her mother’s fear of her, and the chronic disruption in other care-
giving relationships that potentially could have helped compensate
for these deficits. Cindy reflected with her supervisor on Laura’s
experience of being raised by a depressed, overwhelmed, and often
physically unavailable mother, being cared for by an emotionally
disengaged grandmother, and having a disengaged and absent fa-
ther. Cindy and her supervisor wondered together about the sense
of confusion, rejection, fear, and abandonment that Laura felt in
relation to her parents. They explored the challenges encountered
by single parents, which Ms. Smith struggled in negotiating. At
the same time, they appreciated Ms. Smith’s success in her profes-
sional life and in providing a stable home not only for herself and
her children but for Ms. Smith’s mother as well. They puzzled over
Ms. Smith’s refusal to include her mother in the sessions, some-
one who clearly was a pivotal support to her and Laura. Cindy
and her supervisor agreed that the focus of treatment would be
improving Ms. Smith’s ability to be a safe, stable, and supportive
caregiver for Laura. It was expected that once Laura experienced
safety within this relationship, coregulation with her mother would
be more likely to occur and would result in a decrease in her se-
vere externalizing symptoms. The supervisor and Cindy agreed
that Ms. Smith’s physical and emotional unavailability likely was
experienced by Laura as a second abandonment; an echo of the
abandonment that she felt when her father left the family and all
but ceased communication with her. Based on this assessment, it
was agreed that CPP initially would focus on emotional regula-
tion and relationship-building. While directly addressing that the
trauma is a key component of CPP, Cindy and her supervisor agreed
that mother and child needed further support before they would be
able to directly address relational trauma.
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Treatment Begins

Cindy discussed with Ms. Smith the risks and benefits of recording
sessions, and when Cindy obtained Ms. Smith’s informed consent,
she electronically recorded psychotherapy sessions. Cindy and her
supervisor watched the initial treatment sessions together. The su-
pervisor appreciated Cindy’s ability to maintain a calm demeanor
with Laura, despite the child’s extreme dysregulation. Cindy re-
ported to her supervisor that she sometimes felt stressed during
these sessions despite her calm appearance. Watching the recorded
sessions together, Cindy and her supervisor noticed that Ms. Smith
was overwhelmed by Laura’s marked dysregulation and hostility
toward her and was ineffective in helping her daughter regulate her
affect, which left Cindy to do the hard work of containing Laura.

During a particularly emotionally intense supervision session
in which Cindy showed a recording of Laura screaming and throw-
ing toys at her mother, Cindy commented to her supervisor: “Laura
is such a beautiful child. She looks nothing like her frumpy mother
who clearly has her own issues.” The supervisor noted this strong,
visceral reaction in Cindy and gently explored Cindy’s thoughts
and feelings about Ms. Smith. While it was true that the child
bore little resemblance to her mother, the emotional intensity of
Cindy’s response to Ms. Smith was palpable. Cindy initially de-
nied any negative feelings toward Ms. Smith, focusing instead on
how to improve Laura’s behaviors and her frustration that Ms.
Smith was not assisting in managing her daughter in sessions. The
supervisor wondered if Cindy, like Ms. Smith, felt overwhelmed
by Laura’s negative affect and responded by focusing on trying
to change rather than to understand Laura’s behaviors. Given her
prior training, it made sense that Cindy would retreat to an inter-
vention with which she felt competent, implementing a behavioral
plan with the family. The supervisor wondered about this with
Cindy and encouraged her to explore the causes of Ms. Smith’s
and Laura’s behaviors and what Laura was communicating to both
Cindy and Ms. Smith through her actions.

As trust in the relationship developed and Cindy experienced
her supervisor’s consistent and unconditional positive regard, she
more often shared her feelings in the moment and her reflections
about what Laura and Ms. Smith may have been feeling. Sensing
her vulnerability, the supervisor initially refrained from any com-
ments that may be interpreted as judgmental and focused instead
on addressing the positive components of the treatment and engag-
ing in wondering with Cindy about why the child or her mother
engaged in a particular behavior. Over time, Cindy was able to
acknowledge that she did not know how to respond in certain sit-
uations, and Cindy’s supervisor empathized that it is difficult to
feel unsure of how best intervene in the moment. The supervisor
praised Cindy for her calm, reflective stance at these times. Cindy
and her supervisor then discussed possible ways that Cindy could
respond to help the family achieve their goals. Because Cindy’s
supervisor had provided Cindy a safe, regular, and collaborative
space in which both her thoughts and feelings about working with
this family were valued and validated, Cindy was increasingly able
to look more and more directly at her own reactions and to share

them within the safety of the supervisory relationship. This growth
was apparent after Cindy’s supervisor helped her notice her visceral
responses to the Smiths, and Cindy was able to reflect on this dyad
and their effect on her more deeply. Cindy continued to work with
her supervisor to identify and address the root of Laura’s distress,
but while she continued to struggle with her strong feelings re-
garding Laura’s mother, she was not yet able to fully acknowledge
them in supervision. Instead, Cindy asked her supervisor how best
to help Laura verbalize her feelings. The supervisor empathized
with Cindy’s wish to protect and rescue Laura while also gently
redirecting her focus to repairing the relationship between mother
and child.

Treatment at an Impasse: When the Client Is Mirroring the
Psychotherapist

As treatment progressed, Cindy reported to her supervisor that
Laura showed some improvement, but was prone to exacerbations
when Ms. Smith left town on business trips. Feeling progressively
safer within the supervisory relationship, Cindy readily expressed
frustration at this impasse and with the continued lack of progress
in the treatment. Following a particularly difficult supervision ses-
sion with Cindy, the supervisor utilized her own regular reflective
peer-consultation group to discuss her growing sense of frustration
and how this had manifested in feeling tempted to blame Cindy for
the family’s lack of progress. With the help of her colleagues, the
supervisor recognized her own reactions as part of a parallel pro-
cess, and she was then able to empathize more fully with Cindy’s
feelings. Armed with this insight, the supervisor gently revisited
with Cindy how she felt being with Laura and her mother each
week. With the safety of the supervisory relationship established
and Cindy able to be more vulnerable than at the start of the train-
ing year, Cindy acknowledged that she disliked Laura and that she
dreaded their sessions and often hoped that they would cancel.
Cindy was frustrated and angry, and this was causing her to doubt
her abilities, as she had never before experienced disliking a child
client. Cindy said she had been hesitant to admit this in supervi-
sion, thinking it was a failing in her character. Cindy’s supervisor
supported her in exploring these painful feelings and disclosed
to Cindy that she, too, had struggled with challenging clients in
the past. The supervisor commented that through acknowledging
these feelings, Cindy had taken a great step forward in finding a
way to join with this family in a meaningful way. The supervisor
explained that this insight supported the family in moving forward
in treatment, as Cindy could now join with the Smiths by better re-
flecting upon their inner experiences. The supervisor observed how
similarly stuck and frustrated Laura may have been feeling, and
how Cindy’s feeling overwhelmed might be mirroring what Ms.
Smith was feeling in her relationship with Laura. The supervisor
talked about parallel process, noting that just as Cindy had found
understanding and support in the safety of the supervisory rela-
tionship, Cindy could provide that same safe space for Ms. Smith
and Laura to express their painful feelings within an empathic and
unconditionally accepting therapeutic relationship.
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Clinician’s Growth Creates Space for Client Growth

Through this developmental leap in Cindy’s self-awareness,
Cindy’s view of Laura as an oppositional, mean child shifted.
She now saw Laura as a hurt and rejected child who felt unloved
and expressed her pain through her anger. Cindy better tolerated
Laura’s oppositional behavior because she was able to look beyond
the behavior to wonder about its meaning, and she could support
Laura in expressing her feelings of frustration at not having her
emotional needs fully met. Laura soon began to soften toward
Cindy as she felt, perhaps for the first time, that someone under-
stood what she was communicating. Laura began to express herself
more often in words rather than aggression and was able to accept
the limits that Cindy set as she could feel Cindy’s genuine positive
regard for her. As Cindy was able to hold Laura’s strong feelings
of anger and grief, Laura’s play became more relaxed and sponta-
neous. Soon Laura began to tell Ms. Smith not to play with her and
Cindy, and when she did allow Ms. Smith to join in the play, Laura
increasingly favored Cindy, for example, by using gentle animals
to represent Cindy in the sand tray while handing her mother hos-
tile animals. While Cindy felt a positive change in Laura’s overall
behavior, Cindy worried that she had taken Ms. Smith’s rightful
place as Laura’s secure base. She remained frustrated with Ms.
Smith, whose parenting had not changed despite Laura’s improved
behavior, and this dislike was intensified given Cindy’s newfound
compassion for Laura. In one session, Laura revealed to Cindy in
their play that she knew her parents did not like or love her, and
said to Cindy: “At least I have my Miss. Cindy.”

Expanding the Circle of Empathy

In her next supervision session, Cindy discussed her concerns about
Laura’s increased rejection and exclusion of Ms. Smith in their
sessions. Cindy now was able to acknowledge and explore more
fully her feelings of anger at Ms. Smith for her passivity and
inability to truly engage with Laura in sessions. Cindy’s supervisor
praised Cindy’s ability to empathize with Laura, something she
had found difficult to do in the past. The supervisor then explored
the ways that Cindy’s empathy had been shared exclusively with
Laura and that this had caused her to join Laura in her anger at
Ms. Smith. The supervision turned to expanding Cindy’s empathy
to include Ms. Smith by reflecting on Ms. Smith’s experiences in
these sessions: how the relationship between mother and child had
become so damaged and how the ghosts from Ms. Smith’s past
might be playing out in her relationship with her daughter.

The supervisor and Cindy discussed how Ms. Smith’s history
of being abused and rejected by her own father might have impacted
her ability to parent Laura. They wondered together whether Ms.
Smith had been protected or given emotional support by her mother
during these experiences, recalling that Ms. Smith had depicted her
mother solely as a good provider and functional caregiver. In the
therapy sessions, Cindy began to ask Ms. Smith about her experi-
ences of being parented by her mother after her abusive father left
the family. As Cindy began to show more interest in Ms. Smith’s

experience and history, Ms. Smith finally allowed Cindy to con-
tact her mother, which permitted Cindy to gain further insight into
Laura’s behaviors at home and to obtain a more detailed family
history. Cindy and her supervisor discussed the risks and bene-
fits of doing so, and determined this would add valuable insight
into this family’s dynamics. With approval from Ms. Smith, Cindy
contacted Ms. Smith’s mother, who provided additional informa-
tion about Ms. Smith’s early experiences and about her view of
and experiences with Laura’s behavior. This collateral information
increased Cindy’s insight into Ms. Smith’s experiences and her
struggles, and with this, Cindy began to view Ms. Smith not as
passive, ineffective, and uncaring but as having lost confidence in
her ability to parent Laura. It also gave Cindy more information
about the intergenerational patterns and parenting practices and of
the expectations of children in this family system. Instead of being
angry with Ms. Smith for her perceived inadequacies, Cindy was
able to see that Ms. Smith wanted to help Laura. For example, Ms.
Smith was making the effort to come to sessions even though it
must have been terribly painful for her to be repeatedly and openly
rejected and yelled at by her child. Instead of judging Ms. Smith
for admitting that she looked forward to going to work because it
provided a break from her daughter’s angry outbursts, neediness,
and rejection, Cindy began to empathize with Ms. Smith’s sense of
incompetence and failure as a parent that drove this flight. Cindy’s
supervisor explored how that might have mirrored Cindy’s own
wish to avoid her sessions with Laura early in treatment, driven
by feelings of incompetence and self-doubt in her ability to help
Laura. This session represented a major, positive turning point
in Cindy’s feelings toward Ms. Smith and also in the family’s
treatment.

Clinician Joins With Both Parent and Child

Cindy began to reach out to Ms. Smith in sessions and reflect em-
pathically on what she might be feeling. She encouraged Laura
to allow her mother to join the play and for mother and child to
talk openly about how they felt and what they wanted or needed
from one another. Cindy began to reframe Laura’s angry state-
ments toward Ms. Smith into ones of need and longing. Ms. Smith
responded well to these efforts to include her, and as she felt safer,
she became more relaxed and playful toward Laura in their ses-
sions. With this change in Ms. Smith’s demeanor, Laura began to
risk initiating play themes that included Ms. Smith, and Ms. Smith,
with Cindy’s increasingly empathic support, began to communi-
cate warmth toward Laura through praise and spontaneous displays
of affection. During a collateral parent session, Ms. Smith was able
to express to Cindy strong feelings of guilt and regret for avoiding
her daughter. Cindy empathized with Ms. Smith and helped her
identify new ways that she would like to engage with her daughter.
Cindy praised Ms. Smith for her hard work and commitment to
Laura’s well-being, and she commented on the number of posi-
tive changes that Ms. Smith’s efforts had brought about. At this
point, given the improvement in stability and mutuality in Laura
and Ms. Smith’s relationship, Cindy and her supervisor agreed that
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Ms. Smith was ready to directly address the relational trauma that
Laura had experienced.

Connecting the Past with the Present

Cindy provided developmental guidance to Ms. Smith about the
effects that unpredictable disruptions in caregiving may have on
a young child, particularly a child who had already experienced a
significant loss. Cindy talked about the importance of routines and
a predictable schedule. They also discussed Laura’s experience of
and response to Mr. Smith’s implicit rejection of her through this
absence from her life. With Cindy’s support, Ms. Smith was able
to explore the intense rejection and abandonment that she had felt
when her own father left the family. Ms. Smith told Cindy that al-
though her father had abused her, she felt responsible for his leaving
and the hardship her family had suffered as a result. Cindy sup-
ported Ms. Smith’s exploration of these painful feelings of failure
and rejection, much as her own supervisor had held Cindy’s own
avoided feelings of incompetence and frustration. Cindy found that
she experienced the same strong protective response toward Ms.
Smith that she had experienced toward Laura when she realized
the depth of Laura’s pain at feeling unloved. Cindy gently won-
dered with Ms. Smith if her feelings about her father’s rejection
and abuse were in some ways similar to how Laura was feeling
now. Ms. Smith was able to consider this possibility.

As Ms. Smith had experienced Cindy’s support while she
explored painful experiences and affects and made connections
between past and present, Ms. Smith was now in a position to help
her daughter make her own connections between her experiences
and her behavior. Thus, treatment could shift to directly addressing
Laura’s primary trauma: her experiences of her perceived abandon-
ment and rejection by her mother. At this point, Cindy was ready
to implement a key procedure of trauma-focused CPP in which
she would directly link the child’s and family’s experience with
the child’s behaviors and emotions, and explain how treatment
could help. Cindy talked with Ms. Smith about the importance
of beginning the next dyadic session with just such a discussion,
directly naming her trauma, connecting Laura’s oppositional and
aggressive behavior to her feelings of anger and pain, reinforcing
therapy as a safe space for Laura to express her anger and grief,
and for Laura and Ms. Smith to discover new ways of relating to
each other. Ms. Smith agreed with this plan as the collateral session
ended. Cindy was excited that she could put what she had learned
into practice. Cindy proudly reported this session when she next
met with her supervisor, who validated Cindy for gently reflecting
with a vulnerable mother and holding that mother’s vulnerability
such that Ms. Smith felt safe enough to look at how her actions
may have unintentionally wounded Laura.

In the sessions that followed, Ms. Smith’s behavior indicated
that she had made the affective connection between her own early
experience of paternal rejection and that of Laura’s. She was able
to understand the meaning of Laura’s behaviors, to respond more
supportively when Laura became dysregulated, and stopped look-
ing to Cindy to intervene when Laura was oppositional or behaved

aggressively in sessions. Cindy supported Ms. Smith as she directly
named and addressed, through both discussion and play, Laura’s
possible feelings about Ms. Smith’s previous emotional and phys-
ical absences and Mr. Smith’s near total absence from Laura’s life.
Through her play, Laura communicated her fear that—like her fa-
ther who left and seldom had contact with Laura—Ms. Smith also
would leave and never return. This clarified why Ms. Smith’s busi-
ness trips had been especially dysregulating for Laura. In a later
session, Ms. Smith and Laura worked together to make a calendar
that would show when Ms. Smith would have to travel for work
and when she would be home. Ms. Smith and Laura decided where
this would be displayed, and Ms. Smith enlisted her mother to
go over the calendar daily with Laura when Ms. Smith was away
to reassure Laura of Ms. Smith’s return. Ms. Smith also set up
regular mother–daughter time to give Laura the direct attention
and emotional availability that she needed. In addition, Ms. Smith
committed to longer special times together after trips that would
be jointly planned in advance.

Endings: Working Through Complicated Feelings

At this time, Cindy was nearing the end of her internship. Laura
and Ms. Smith had made great progress in treatment, and they were
doing well between sessions. At the same time, Cindy noticed a
change in how she related to the family. She no longer dreaded
the sessions; rather, she looked forward to seeing the family each
week and found the sessions enjoyable. As Cindy discussed this
in supervision, both Cindy and her supervisor agreed that given
their progress, Cindy should explore terminating therapy with the
family. Cindy shared with her supervisor how hard it was going to
be for her to say goodbye to the Smith family, who had become so
important to her both personally and professionally. The supervisor
and Cindy reflected on the fact that the Smiths also would likely
grieve losing Cindy and might fantasize ways the relationship could
continue. Cindy and her supervisor now focused on acknowledging
and honoring the family’s feelings, and working with those feelings
to ensure that termination was experienced as growth and as a
testament to their hard work together and their accomplishments
in treatment.

DISCUSSION

This case study demonstrated how a reflective, collaborative, and
regular supervisory environment not only enabled the psychother-
apist to provide enhanced treatment leading to improved outcomes
with a particular family but also to experience personal and profes-
sional development. As this was one of the Cindy’s first cases in
which she utilized CPP, it was essential that she receive education,
oversight, guidance, and support. Cindy was faced with a family
who had experienced an intergenerational pattern of parental rejec-
tion, and both mother and child responded with dysregulation. As a
CPP clinician, Cindy’s primary goal was to support Laura’s return
to a normal developmental trajectory by decreasing her disruptive
symptoms so that she could focus on developmentally appropriate,
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future-oriented tasks such as playing, socializing, exploring, and
learning. Given that each of these activities is best performed in the
context of safe and secure relationships with primary caregivers,
one of Cindy’s first objectives was to help Ms. Smith increase her
ability to self-regulate so that she could help her daughter coreg-
ulate. However, the overall level of emotional dysregulation in
this family placed Cindy at risk for also becoming overwhelmed
and dysregulated, thereby creating a parallel process that would
maintain or worsen the negative relational patterns in the family.
Reflective supervision protected Cindy from joining the family
in their dysregulation and negative patterns of relating and from
avoiding the family and remaining distant or focusing primarily on
behavior change in her treatment of them which would not address
the core issues maintaining the behavioral problems. The supervi-
sory process also supported Cindy’s ability to safely explore the
emotions evoked in her by her work with the family. This pro-
cess allowed Cindy to more fully understand these feelings, to use
these insights to better understand Laura and Ms. Smith, and to
address empathically their experiences and process. Note that the
supervisor also received her own reflective peer consultation as she
supervised Cindy. Thus, the supervisor fully embraced the parallel
process, recognizing that to support Cindy’s ability to maintain a
reflective stance with this family, it also was important that the
supervisor be supported to maintain a reflective stance with Cindy.

The overall theme of this reflective supervision process was
helping Cindy recognize and cope with the strong feelings evoked
when engaging with this family. Cindy had a period of struggle
in which she was unable mentalize and acknowledge her visceral
reactions to Laura and her mother. Supervision, therefore, focused
on increasing Cindy’s felt sense of safety within her supervisory
sessions so that she could verbalize her feelings and understand
the meaning of her responses. This was a different experience
for Cindy, who previously had traditional supervision that focused
primarily on technical aspects of treatment. In time, Cindy felt safe
enough in her relationship with her supervisor to acknowledge and
explore her negative emotional reactions to Laura, and being able
to do so in a supportive environment, Cindy could then own and
work with her negative feelings toward Laura’s mother and develop
that same empathy for her.

In this case, Cindy wanted to immediately implement a be-
havior modification plan when she felt overwhelmed by the evoked
emotions in this family. In the absence of understanding the mean-
ing of behavior, this is a reactive versus a reflective response. Like
Laura’s mother, Cindy was uncomfortable with Laura’s verbal and
physical aggression. This is a common response, as the inten-
sity of a child’s anger can feel overwhelming. However, when the
adults do not slow down enough to recognize the behavior as a
communication (in this case, likely a communication that Laura
was feeling overwhelmed, unsafe, and rejected), the adults may
respond to the behavior, but not in a manner that addresses its
underlying cause. Once Laura’s unspoken communications were
accepted and understood, her mother, with the support of Cindy,
was better able to help Laura feel safe and secure by not only set-
ting limits for Laura’s socially inappropriate behaviors but also by

accepting, holding, and containing the strong feelings underlying
Laura’s intense aggression.

During supervision, Cindy’s supervisor helped her recognize
this parallel process as well as other barriers that impeded Cindy’s
ability to conduct CPP with fidelity. Through the course of her
work with Laura and her mother, Cindy’s behavior indicated that
she had developed a fantasy that she could be a better mother to
Laura than could Laura’s own mother. This fantasy was likely fu-
eled by several factors. First, Ms. Smith was willing to abdicate
Laura’s treatment and management in session to Cindy due to Ms.
Smith’s overwhelming sense of frustration and inadequacy in help-
ing Laura manage her affect. Furthermore, when Laura recognized
Cindy as an adult who could read and attend to her cues, Laura
naturally sought Cindy’s attention, and Cindy had difficulty resist-
ing the pleas of a child who was so in need of an adult’s love.
Finally, in the absence of being able to take Ms. Smith’s perspec-
tive, Cindy was not able understand why Ms. Smith had difficulty
responding sensitively to Laura’s needs and therefore was not able
to effectively address Laura’s difficulties. As Cindy progressed in
supervision and was able to identify with and equally understand
both Laura and Ms. Smith, Cindy recognized that if she allowed
herself to take a parental role, she would be colluding with Ms.
Smith’s avoidance. Furthermore, although she may have helped
Laura in that moment, Laura would not be able to maintain the
emotional or behavioral gains outside of treatment. Complicating
matters at the beginning of treatment, Cindy knew little about either
Laura’s or Ms. Smith’s relationship with the maternal grandmother,
who served a primary caregiving role as Ms. Smith did not yet feel
safe enough to risk permitting open communication for a good part
of treatment. As Ms. Smith developed trust in Cindy’s authentic
concern and positive regard for her, she was able to allow Cindy
to reach out to the grandmother to include her in the circle of sup-
port to help both Laura and Ms. Smith. The information gathered
through the collateral sessions with Ms. Smith’s mother provided
invaluable depth to Cindy’s understanding of the family system and
of Ms. Smith’s own early experience of being parented. With this
information, Cindy was able to reflect on her strong desire to res-
cue Laura in the context of this family’s intergenerational patterns
of relating, and Cindy recognized that when she took on the role of
Laura’s healer, she risked the possibility of further damaging the
relationship between Laura and her mother. When Cindy had a full
understanding of the family’s dynamics, she was able to serve the
appropriate therapeutic function as the conduit between Laura and
her mother and to support Ms. Smith as she became increasingly
able to sensitively and effectively fulfill her maternal role.

The supervisor credited the use of electronic recordings with
aiding Cindy in observing and understanding her own behavior in
therapy sessions. Recording sessions for later viewing is a powerful
tool that aids both psychotherapist and supervisor in the reflective
process by allowing them to review the therapy session, moment by
moment, and observing the actions, reactions, and interactions of
all individuals in the room. In a typical CPP session, this includes
the child; the caregiver; the psychotherapist; and the interactions
between the caregiver and child, the caregiver and psychotherapist,
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and the child and psychotherapist. Showing a recording of a psy-
chotherapy session during reflective supervision is associated with
a high level of vulnerability, especially for a training psychothera-
pist whose demonstration of skill in psychotherapy is required for
successfully completing a training program. Trainees often mirror
clients in their hesitance regarding self-exploration and the vul-
nerability that self-disclosure evokes. They may consciously or
unconsciously create barriers to gaining the family’s consent, as
this avoids their becoming “visible” to their supervisors. This re-
action can be processed within the reflective supervision session
as an exploration of what it feels like to be observed. In a reflec-
tive training program, trainees may have the opportunity to watch
their supervisors conduct therapy, and this can be very helpful in
reducing self-consciousness. In this case, it was clear that the su-
pervisor’s open, empathic, supportive, and curious stance allowed
Cindy to feel comfortable placing her interactions with the family
on view. Cindy trusted that her supervisor would provide learn-
ing opportunities to support her growth as a psychotherapist and
also would value her decisions that were based on her relationship
with and understanding of Laura and her family. In this manner,
the knowledge and experience of both supervisor and supervisee
were valued, thereby demonstrating the collaborative process of
reflective supervision.

Note that Cindy’s training and supervision not only provided
her with a safe place to reflect on her thoughts and feelings about
Laura and her family but also provided her with didactic training
on various topics including reflective supervision and CPP. Of-
tentimes, supervisors who are new to reflective supervision focus
almost exclusively on the process of reflecting on the thoughts
and feelings of the trainee, as this is an aspect of reflective
supervision that differentiates it from other types of supervision.
However, the importance of the knowledge-attainment aspect
of supervision should not be downplayed. Theoretical and
practical knowledge provide a secure foundation from which
the trainee can explore thoughts, feelings, and uncertainties
associated with infant mental health and the psychotherapeutic
process. In their description of the reflective process and reflective
supervision in CPP, the CPP developers ensure that reflective
supervision not only attends to the emotional reactions of the
psychotherapist, the perspective of each family member, and the
contextual and cultural influences that affect treatment but also
that the psychotherapist seeks new knowledge as appropriate
and that the supervisor helps the psychotherapist as she or he
develops skills in intervening with a particular family (Lieberman
et al., 2015).

In this case, treatment progress correlated with Cindy’s
progress in reflective supervision. As she worked with her su-
pervisor to acknowledge and understand her feelings about each
family member, Cindy became less reactive. She was able to take
the perspectives of both Laura and Ms. Smith and develop in-
creased empathy for both of them; this led to increased efficacy
in her interventions. The importance of reflective supervision was
recognized by CPP developers and has been built into the model,
as reflective supervision or consultation is not only required of

psychotherapists training in CPP but also of psychotherapists who
have been fully trained in the model. Having this protected space
to think deeply with a trusted supervisor or colleague is necessary
given the internal and external complexities that family members
bring to the treatment situation as well as the responses evoked in
the psychotherapist. CPP has been described as “a way of clini-
cally thinking that focuses on strengthening the protective quality
of the parent-child relationship with the aim of ensuring the child’s
healthy social-emotional development” (Van Horn et al., 2012, p.
49). The importance of reflective capacity has been further high-
lighted by Van Horn et al.’s statement that “ . . . in order to be
effective, the child-parent psychotherapist must possess keen ob-
servational skills . . . ” (p. 49). Reflective supervision aids the psy-
chotherapist in observing the family by providing a space in which
the states of mind of the clinician, parent, and child as well as the
functioning of each of these relationships can be considered. As
Rebecca Shahmoon-Shanok (2006) eloquently stated, “Reflective
supervision enhances vision, clarifying what is seen and even what
is see-able . . . nourishes ‘super vision’—the ability to see further,
deeper and more” (p. 343).
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