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INTRODUCTION


A mother who does not bond with her baby feels terrible about it.   She thinks that there is something wrong with her baby; or, even worse, she feels that she is a bad mother or person.  She doesn’t realize that the lack of connection is usually the result of an accident.  She was either physically separated from her baby at birth, or she was going through some personal trauma at the time.  When these events occur, the bonding process is almost always interrupted.  It’s not her fault.

For over 30 years, I have taught therapists how to help mothers bond mothers with their babies when the bonding was interrupted.  The process is surprisingly straightforward and successful.  This Bonding Therapy Manual is a handout that I use in these seminars to help therapists:  (1) be suspicious that a bonding disruption is at the root of the problem; (2) identify the cause of the bonding problem; (3) heal the traumatic cause; and (4) create a new birth in the mother’s mind.


When those three steps are taken, the mother usually will be bonded with her child.  She will know it immediately, and so will her child.  Typically, the first time a therapist does Bonding Therapy,  it works.  The magic is in the mother and her instinct to be a mother.  The therapist just facilitates the bonding by removing the obstructions and putting a new image in the mother’s mind that will replace the original memories.  


 The theory behind maternal-infant bonding and bonding disruptions is contained in the articles in the back of this manual.   A step by step protocol is also presented in those articles.  It helps to read one of these articles first.  


 Mothers are biologically engineered to bond with their babies.  When it doesn’t happen, they lie in the bushes waiting to pounce on the first chance to do so.  Bonding Therapy gives them this opportunity.  
Tony Madrid, Ph.D.

Monte Rio, CA
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OVERVIEW: THE  FOUR-PART  BONDING  THERAPY PROTOCOL
Doing Bonding Therapy is straightforward work.  It is not psychotherapy.  It is a four-part process, outlined in the Bonding Therapy Protocols (page 12).  Here’s how it goes.
Step1.  Be suspicious.  When you are working with a child or 



consulting with the parents about a child, look for clues that 


a bonding disruption might be at the root of the problem.
Step 2.  Find the Non Bonding Event (NBE)—the thing(s) that 



interrupted the bonding in the first place.  

· To help you find the NBEs:
· the Maternal-Infant Bonding Survey follows (pages 14-19).  

· A Quick Reference MIBS is also included (page 20).

· “Using the MIBS” can help you go through the MIBS and  make sense out of it (pages 21 & 22).

     Step 3.  Clear the problem or trauma, using hypnosis or EMDR (or 

        anything that works, for that matter).  

· Hypnotic Inductions are provided (pages 23—39).

· Deepening techniques follow (page 30).

· The method for setting up Ideomotor Signals, that some use in hypnosis, is included (pages 31 & 32).

· This is followed by The Hurley: A General Purpose Hypnotic Healing Technique (page33).

· For using EMDR, read the EMDR article included.

Step 4.  Help the mother imagine a better birth, the way she wanted 


it.  See examples in the articles included.

OTHER TOOLS 
· Therapist Check Lists are provided for both hypnosis ( pages 34 &35) and EMDR (pages 36 & 37).

· Three articles are included, one giving case examples, one describing bonding with hypnosis, and one showing the use of  EMDR.  These are intended to help the therapist get a deeper understanding of the theory of Maternal-Infant Bonding and to walk the therapist through the therapy in more detail.  The second hypnosis article focuses on bonding therapy for asthma, but the method can be used for any problem that arises from a bonding disruption.

· The website for the Russian River Counselors has information that may be helpful (www.rivershrink.com).

· A book which goes through several bonding stories is available through www.lulu.com.  Type “Tony Madrid” in the FIND box to find the book.
· A video that explains the theory and demonstrates doing hypnosis with the mother of an asthmatic girl is available by contacting the Multi-Image Video, 707-938-2778.

· You can check the website: www.asthma-busters.org.

· You can contact me: 707-865-1200 ext 100 or madrid@sonic.net.



 (1) When you suspect that there is a bonding problem, the solution is simple, easy, and straightforward.  
(2) Find out the event(s) that caused it. 
(3) Heal the trauma using hypnosis, EMDR, or anything else that works.  And 
(4) help the mother imagine a Right Birth.  
When these things are done, the mother will be bonded to her child.  
Get to work.
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1.  When you suspect that bonding is at the root of the problem:

2.  Identify the Non-Bonding Event(s) (NBE).

3.  Under hypnosis, clear it up:
· ask if this is a problem

· clear it up using an image or The Hurley

· ask if there is anything else; if there is, clear it up.  

     4.  Create a new pregnancy and birth:
· go by trimesters, asking for an ideomotor sign when OK

· emphasize the baby hears mom’s heart beat and voice

· labor and delivery goes OK

· first breath 

· on mother's chest, looking at each other, then nursing

· first hour, three hours, eight hours, first day, first week

· bring child through tough spots, up to today

· ask unconscious to work on this in dreams, daydreams, etc.
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1.  After you suspect that bonding is at the root of the problem:
2.  Identify the Non-Bonding Event(s) (NBE).

3.  With EMDR, clear up the trauma.

· Bring the SUDS to 0 or 1, for each of the traumas

· ask if there is anything else

4.  Create a new pregnancy and birth

· go by trimesters
· emphasize the baby hears mom’s heart beat and voice

· labor and delivery goes OK

· first breath 

· on mother's chest, looking at each other, then nursing

· first hour, three hours, eight hours, first day, first week

· bring child through tough spots, up to today

· ask unconscious to work on this in dreams, daydreams, etc.
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MATERNAL-INFANT BONDING SURVEY

Brown, G., Pennington, D., and Madrid, A.
Name______________________________  Child_____________

The following questions are to see if there are any factors 

that may have had some impact on your child’s birth.

	POSSIBLE PREGNANCY PROBLEMS
	Y
	N
	?

	Had worrisome bleeding during pregnancy
	
	
	

	Had toxemia
	
	
	

	Vomited a lot
	
	
	

	Had to be medicated
	
	
	

	Gained too much weight
	
	
	

	Took a lot of illegal drugs
	
	
	

	Drank excessively
	
	
	

	Was sick through much of pregnancy
	
	
	

	Labor lasted longer than 15 hours
	
	
	

	Had a difficult delivery
	
	
	

	Had a Caesarean Section
	
	
	

	Was put to sleep for delivery
	
	
	

	Got hurt during pregnancy
	
	
	


	POSSIBLE OTHER PROBLEMS
	Y
	N
	?

	Had a previous miscarriage
	
	
	

	Was overly depressed during pregnancy
	
	
	

	Was very scared during pregnancy
	
	
	

	Lost someone close during pregnancy
	
	
	

	Had marital problems during pregnancy
	
	
	

	Had serious financial problems during pregnancy
	
	
	

	Had a serious loss after the child was born
	
	
	

	Was overly depressed after the child was born
	
	
	

	Had emotional problems after the child was born
	
	
	

	Was very sick during delivery
	
	
	

	Was very sick after the baby was born
	
	
	

	Child was a twin or triplet
	
	
	

	Moved during pregnancy or first year
	
	
	


HOW WAS YOUR RELATIONSHIP TO THE BABY’S FATHER DURING PREGNANCY?

________________________________________________________________________________  

________________________________________________________________________________  

________________________________________________________________________________  

WHAT HAPPENED TO THE BABY AFTER IT WAS BORN?

________________________________________________________________________________  

________________________________________________________________________________  

________________________________________________________________________________  

________________________________________________________________________________  
HOW LONG AFTER THE BABY WAS BORN DID YOU HOLD IT?

____________________________________________________________________________ 

____________________________________________________________________________  

WHAT WAS IT LIKE WHEN YOU FIRST HELD THE BABY?

________________________________________________________________________________  

________________________________________________________________________________  

________________________________________________________________________________  

________________________________________________________________________________  

________________________________________________________________________________
	BABY’S CONDITION
	Y
	N
	?

	Injured during birth
	
	
	

	Was born jaundiced
	
	
	

	Had trouble breathing
	
	
	

	Born with cord around neck
	
	
	

	Was sick after birth
	
	
	

	Spent time in an incubator

	
	
	

	Spent time in an Intensive Care Nursery
	
	
	

	Was born premature
	
	
	

	Had an infection
	
	
	

	Needed oxygen
	
	
	

	Vomited often
	
	
	

	Gagged often
	
	
	

	Was kept in hospital after mother went home
	
	
	

	Was born breach
	
	
	


LIST OTHER PROBLEMS THAT OCCURRED DURING PREGANCY, DELIVERY, OR THE FIRST COUPLE OF MONTHS OF THE BABY’S LIFE.

1. ___________________________________________________________________________

2. ___________________________________________________________________________

3. ___________________________________________________________________________

4.  ___________________________________________________________________________ 
5. ___________________________________________________________________________

6. ___________________________________________________________________________

7. ___________________________________________________________________________

	BABY’S PROBLEMS IN THE BEGINNING
	Y
	N
	?

	Colic
	
	
	

	Coughed a lot
	
	
	

	Wheezed
	
	
	

	Was sickly
	
	
	

	Difficult to calm or comfort
	
	
	

	Cried often
	
	
	

	Was demanding
	
	
	

	Could not be alone
	
	
	

	Did not like to be held
	
	
	

	Irritable
	
	
	

	Was easily upset
	
	
	

	Had lots of mucous
	
	
	

	Was frightened easily
	
	
	

	Seemed in pain a lot
	
	
	

	Difficult to console
	
	
	

	Feeding difficulties
	
	
	

	Was not affectionate
	
	
	


ANY OTHER THOUGHTS ABOUT YOUR BABY IN THE FIRST YEAR OF LIFE?

_____________________________________________________________________ 

_____________________________________________________________________ 

_____________________________________________________________________ 

_____________________________________________________________________  

_____________________________________________________________________ 

_____________________________________________________________________ 
_____________________________________________________________________

_____________________________________________________________________

ANY OTHER THOUGHTS ABOUT YOU OR YOUR FAMILY DURING 

PREGNANCY, BIRTH, OR THE FIRST YEARS OF YOUR CHILD’S LIFE?

​

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________  

_________________________________________________________________________

ANY OTHER THOUGHTS ABOUT YOUR CHILD’S CONDITION?

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________   

_________________________________________________________________________

_________________________________________________________________________  

Thank you



PHYSICAL SEPARATION

· Mother was separated from child at or after birth.

· Mother had a very difficult delivery.

· Child was sick at birth.

· Child was twin or triplet.

· Intensive Care Nursery or incubator.  

· Mother was anesthetized at birth.

· Mother was very sick after the birth.

· Mother was separated from child in first month.

· Child was adopted.

· Other separation occurred.

EMOTIONAL SEPARATION

· Mother had emotional problems during pregnancy.

· Mother had emotional problems after birth.

· Mother had a death in the family within two years of birth.

· Mother had a miscarriage within two years of birth.

· Mother and father were separated before birth or soon after.

· Mother was addicted to drugs or alcohol at birth.

· Mother moved before or soon after birth.

· Severe financial problems.

· Unwanted pregnancy.

· New romance in mother's life.

· Other event which could have interfered with bonding.




Bonding problems can arise (1) when there is physical separation between the mother and child at birth or soon afterwards  or (2) when the mother was experiencing an emotion that was incompatible with bonding.  The MIBS is a check list that can help the interviewer determine if there was such an event during pregnancy, delivery, or postpartum.  It is a screening device that can lead to further discussion and exploration.  

There are 12 categories, each alerting the interviewer to possible problems of pregnancy and delivery:

· PREGNANCY PROBLEMS  (Physical problems)

· OTHER POSSIBLE PROBLEMS (Emotional problems or trauma)

· WHAT HAPPENED TO THE BABY AFTER IT WAS BORN?  (Open ended question to tap into anything worrisome or sad in the mother because of something that happened to the baby)

· HOW LONG AFTER THE BABY WAS BORN DID YOU HOLD IT?   (To assess prolonged separation at birth.  The mother will indicate if the length of time was too long.)

· WHAT WAS IT LIKE WHEN YOU FIRST HELD THE BABY?  (If the response indicated that the mother was worried, sad, scared, or emotionally flat, there may be a bonding problem.   If the mother said that she was ecstatic or filled with love, bonding probably occurred.  This is a very revealing question which often, by itself, helps to spot a bonding problem.)

· BABY’S CONDITION (Baby’s physical problems which may have separated the mother and baby or created emotions in the mother that interfered with bonding.)

· LIST OTHER PROBLEMS THAT OCCURRED DURING PREGNANCY, DELIVERY, OR FIRST COUPLE OF MONTHS OF THE BABY’S LIFE  (There may have been a problem that was not listed that impacted the bonding process.)

· BABY’S PROBLEMS IN THE BEGINNING  (Indicators of bonding problems)

· ANY OTHER THOUGHT ABOUT YOUR BABY IN THE FIRST YEAR OF LIFE  (Offers the opportunity to give other baby behaviors or events which may point to a bonding problem.)

· ANY OTHER THOUGHTS ABOUT YOU OR YOUR FAMILY DURING PREGNANCY, BIRTH, OR THE FIRST YEARS OF YOUR CHILD’S LIFE? (Another attempt to sift out something that interfered with bonding, including anything that occurred during early childhood.)

· ANY OTHER THOUGHTS ABOUT YOUR CHILD? (One last opportunity for the mother to comment.  After thinking and writing about her early life with her baby, other thoughts arise that can be revealing.)

The MIBS may be copied without further permission.  Packets of 20 MIBS can be purchased by contacting Tony Madrid: madrid@sonic.net.



PENCIL DROP 


Hold this pencil, just like this, and stare at it (demonstrate).   Now you do it.  Just  look at it and clear your mind.    You'll begin to relax.  Let that happen.  Your eyes will soften and your breathing will gradually slow down.  When you are ready to go into hypnosis,  your fingers will pull apart, and the pencil will drop.  Take your time. . . . Your vision may grow darker. . . . Your eyes will get tired and heavy.


(You can now talk about relaxation, safety, calmness, sleepiness, until the pencil drops.)

  (If the patient's eyes are not already closed, when the pencil drops, say:)  Good.  Now close your eyes on purpose . . . and go deeper. 
DABNEY EWIN’S RAPID EYE ROLL INDUCTION

(Use rests between sentences)  Get comfortable relaxed.  Close your eyes.   Keeping your eyelids closed, just as though they are glued together, roll your eyeballs up, as though you are looking up at the top of your forehead.  And take a deep breath-- deep, and hold it, hold it  (5 sec) and as you let it all out (drop your voice tone as you pace by exhaling a deep breath) just like a balloon collapsing, going deeper, deeper, and deep.  Paying attention only to the sound of my voice. Any other sound that you hear will be very pleasant in the background and just help you to get more comfortably relaxed.  


It’s comforting to know that the rest of the world is going on about its business while you and I are doing ours.  Eyes relaxed.  Jaws unclenched.  Shoulders droopy.  Shifting into daydream type thinking.  Arms limp and floppy.  Abdomen soft.  Each breath you take, as you exhale, just blowing stress and tension out into the atmosphere, never to bother you again.  Your legs all loose and lazing-like, and your mind as relaxed as your body.  Calm.  Safe.  Peaceful.  Comfortable.  


I’m going to move your hand.  (Take the client’s hand and lift it.)  Your hand will be very light, almost like it doesn’t belong to you.  Lighter and lighter.  (Check for catalepsy, and help it along.)  I’m going to count from 10 to 1, and you’ll imagine that you’re going down an escalator.  With every number, going deeper.  10.  Going down the escalator deeper.  9.  Deeper.  8.  This finger is going to be getting light and flowing (touch the index finger). . . 7 . . .deeper  (when the finger starts to float, say:)  and as that finger floats, you will go deeper.  . . .2 . . .1.


(If the finger has not floated by this time, say:)  We will tie a helium balloon onto that finger, and it will start getting very light.  


When the index finger floats, set up Ideomotor Signals.  


. 

“GO TO A PLACE”


(Find something that the person liked to do A LOT, in which there was evidence of trance-like activity).  I want  you to close your eyes and go to (the place).  Go there and remember it intensely.  That's right.  As you remember it, your index finger here will start floating.


(As the patient's finger floats, give suggestions of deepening.  Then set up ideomotor signals.)

PROGRESSIVE RELAXATION INDUCTION


Any type of Progressive Relaxation can put a person into a state which can easily be moved into hypnosis.  You can make some suggestion to see if it is working, like hand levitation or Ideomotor Signals, or you can just begin to make posthypnotic suggestions.  The following is from Cheek and LeCron's book, Clinical Hypnotherapy.

(Ask the subject to take a comfortable position and gaze at some object.  As you speak, you should observe the subject closely.  The speech is fitted to the results indicated by the behavior of the subject.  The length of the talk will depend on these observations.  If the patient's eyes close quickly and he is seen to be well-relaxed and does not move, the talk would be shorter than otherwise.  The length of time might be only two or three minutes or it could be continued for 15 or 20 minutes.  Even longer.  As an average, it will probably require about ten minutes.)


Now that you are comfortable, let yourself relax as much as possible.  Take a good deep breath which helps you relax.  The more you can let go, the better it will be.  Keep your eyes fixed on what you are watching.  Let  our eyes go out of focus if you can.  Take another deep breath. 

Probably you will find yourself winking at times.  You may find your vision blurring.  As you continue to look you'll find your eyelids beginning to feel heavy.  They'll get heavier and heavier.  The muscles will relax more and more and the lids feel heavier and heavier.   Let them wink whenever they want to and soon they will be so heavy they will close.  Let them close whenever you wish.  Soon they will be too heavy to hold open, and it's good to shut out the light and let them close.


Now you are more relaxed and very comfortable.  You will probably feel a pleasant, drowsy, listless feeling creep over you and you relax more and more.  Your eyelids grow heavier and heavier.  Take another deep breath.   You may feel a heaviness in your arms and legs; perhaps your whole body will feel heavy.  As you relax more and more, the heaviness will increase.  Your hands and arms become heavy; your legs feeling heavy.  Your eyelids may be so heavy it's hard to hold them open.  Let them close now.  

Now close your eyes.  As you relax more and more, your breathing becomes slower.  You may notice that it's slower now and  you tend to breathe more from the bottom of  your lungs, the way a singer learns to breathe.  You feel so listless and comfortable.  Drowsy and comfortable.  It's too much trouble to move, just too much trouble.  Listen only to my voice.  Pay no attention to outside sounds.  They will go in one ear  and out the other.

Now you can relax still more.  Begin with your right leg and let all the muscles go loose and limp, the toes and foot relaxing, the ankle, the calf muscles, the knee, and the thigh.  Let the leg relax completely from the toes up to your hip.  And now let the left leg relax in the same way, from the toes up to your hip.

Your whole body can now relax more.  Let  your stomach and abdominal muscles loosen, then your chest and breathing muscles.  Let them go loose and limp.  The muscles of your back can loosen.  Now your shoulders and neck muscles.  Often we have tension in this area.  Feel the tension going out of these muscles as they loosen.  And now your arms from the shoulders right down to your fingertips.  The arm muscles will relax completely.  Even your facial muscles will relax.  The more relaxed you are the more comfortable you are.  All tension is leaving you and you are so very comfortable.


Often there is a flickering of the eyelids when you are in hypnosis.  It 's on of the signs of hypnosis.  If yours are flickering, they will soon relax still more as you go deeper.  The flickering will soon stop.

Notice that you have a feeling of well being, as though any troubles have been set aside and nothing seems to matter.  It's a pleasant feeling of comfort.  Some people seem to feel heavier and heavier the more they relax, but others reverse this and may feel very light, so light they seem to be floating.  It doesn't matter which feeling you have.


Now  you can drift a bit deeper.  Let go and drift still deeper into this pleasant state.  Let go and go deeper with each breath you take.  Deeper and deeper.  The deeper you go, the more comfortable and pleasant it will seem to you.  


Suppose you use your imagination now.  In your mind's eye, imagine that you are standing in front of an escalator such as are in some stores. See the steps moving down in front of you and see the railings.  You're all alone.  It's your private escalator .  I'll count backward from ten to zero, and as I start to count, imagine that you are stepping on the escalator and then stand with your hand on the railing as the steps move down carrying you with them deeper and deeper.  With each count you'll go deeper and deeper.  When I reach zero in the counting, imagine you've reached the bottom and step off the escalator.


Ten, and you step on.  Nine, etc.  Eight, deeper and deeper.  Seven, etc.  Zero, and you step off at the bottom.  Now drift still deeper with each breath.  Deeper and deeper.

ANOTHER RELAXATON INDUCTION


Sit back comfortably in your chair, close your eyes, and let yourself begin to relax.  Feel your muscles relaxing and your mind relaxing.  Sitting quietly and peacefully.  More at ease.  Your body is slowing down and your mind is slowing down.  Time is slowing down. There’s lots of time.  You feel more at ease . . . at peace . . . at peace with the universe . . . at peace with yourself . . . so peaceful . . . relaxed . . . tranquil . . . calm.


As you breathe easily and gently, you feel yourself relaxing more and more.  Comfortable and relaxed . . . comfortable and relaxed . . . more comfortable . . . more at peace.  Calmness is present throughout your body and mind.


Calmness, peace, and relaxation are spreading throughout every part of your body and mind.  More and more relaxed . . .  at peace . . . calm.  Complete peace,  release, total calm, peace of mind.  At peace with the universe.


More and more relaxed . . . at peace . . . calm . . .  at ease.  You feel as if you’re sinking into a soft bed or as if you’re floating on a soft, soft cloud.  Floating gently and easily.  So relaxed and calm and comfortable.  Soft, gentle, quiet, peaceful, restful relaxation.  Mind and body are relaxing more and more, thoughts are fading away.  So relaxed and comfortable,  so at ease . . . calm . . . at peace . . . tranquil.


Totally relaxed . . . so relaxed . . . so peaceful, calm, at ease.  Very calm . . . relaxed . . . at ease . . . peace of mind.


You feel tired and sleepy.  Drowsy and sleepy. Very relaxed.  Drowsy and sleepy.  Breathing is slow and regular, slow and easy.


Completely relaxed.  Sleepy.  Tired.  Comfortable.  Warm and comfortable.  Drowsy and sleepy.


You feel pleasantly drowsy and sleepy as you continue to listen to my voice.  Just keep your thoughts on what I am saying.  As you become sleepy and relaxed and drowsy.  Beginning to enter a sleepy, drowsy state as you being to go more and more into a hypnotic state . . . more relaxed and drowsy.


Comfortable and relaxed.  Breathing easily and gently.  Drowsier and drowsier.


You hear my voice clearly and you’re becoming more and more ready to do and experience those things I say as you become drowsier and drowsier.  Going into a deeper and deeper hypnotic state.  Relaxed.  Drowsy.  Sleepy.  Going deeper and deeper.


As I count from five to one, you will go more and more deeply asleep as you continue to hear my voice and more and more ready to respond to those things that I ask you.  More and more ready to experience interesting things.


Five—going deeper asleep.  Drowsy and sleepy.  So peaceful and relaxed.  Comfortable, relaxed, drowsy, sleepy.


Four—deeper and deeper asleep.  Drowsy and sleepy. So peaceful and relaxed.  Comfortable, relaxed, drowsy, sleepy.


Three—two—more and more asleep. Deeper and deeper.  Listening only to my voice. Feeling comfortable and relaxed.  Becoming drowsier and drowsier.  Thinking of nothing but the sound of my voice.  Breathing regularly and deeply.  Deeper and deeper asleep.  Drowsy.  Peaceful.  Calm.  So relaxed.  So drowsy.  So sleepy.  Deeper and deeper.  

One--Going deeper and deeper asleep.  As you go deeper and deeper into an hypnotic state, your mind and thoughts are ready to follow the interesting suggestions that I will give you.  Deeper and deeper asleep.  Feel yourself going deeper and deeper into a hypnotic state.  You’re ready to listen and respond to everything I ask you to do.  Your mind now is ready to move with those things I ask you as you go deeper and deeper asleep.  Calm, relaxed, drowsy and sleepy.  Deeper and deeper.  In a deep, deep, hypnotic state. And now you’re ready to experience all the suggestions.  To experience them deeply and completely.  Complete and full experiences as your thoughts move now with the suggestions that I give you.
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· stairs

· touch

· sounds

· everything I say

· hand levitation

· franctionation (in and out of hypnosis several times)

· challenges

· yardstick

· quiet



David Cheek, MD, introduced the use of Ideomotor Signals (IMS) by saying that this was a way to tap into the subconscious mind while the client is in a light level of hypnosis.   With the use of IMS, one can learn:

· if a suggestion is sticking, 

· if anything is happening below the level of conscious awareness, 

· if there is more to do about an issue,
· if there is resolution about an issue,
· if a suggestion has been accomplished,
· and anything else about the unconscious mind that can be put into a meaningful question.

An IMS is a physical signal of something occurring in the Unconscious.  When you ask tell the unconscious to produce a remedy, you can say "Your index finger will start floating when this is occurring."   That's an IMS.  

You can also set up "yes" and "no" IMS, in the following way.

"As I count from 10 to 1, you can imagine going down 10 stairs, with each stair going deeper.  Ten . . .9 . . .8...NOW YOUR INDEX FINGER IS GOING TO START FLOATING, TWITCHING AND FLOATING ALL BY ITSELF . . .7  . . . etc.  (The finger should have started floating or at least twitching.)  

"When I ask your unconscious mind a question, and it answers "yes," your index finger will float or twitch just like that.   And when it answers "no,' your baby finger will twitch and float."

If the finger had not floated by the "Count Down," you can't give those instructions.  You can try to get the finger to float in other ways (balloons, kites, or forget about IMS and do something else.)  95% of clients will be able to respond with IMS easily.

After IMS are established, you can jump right into the therapy  by asking an appropriate question, like  "Is your unconscious mind ready to work on bonding with your daughter?"  

Then you can say, “Let us remove the trauma surrounding (for example) the death of your father during the first trimester of your pregnancy.  When that is accomplished, your index finger will start floating.”  After that occurs, ask, “Is there anything else about your father’s death that needs healing?  If the answer is yes, you index finger will float; if no, your baby finger will float.”

In this fashion, one can learn what lies in the subconscious mind that needs attention.

For more information about this, read David Cheek’s work on hypnosis and Ideomotor Techniques.  Or contact me: madrid@sonic.net.
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A general-purpose hypnotic intervention

This technique was developed by and named for a physician who found great success in using this hypnotic technique for many different maladies.  This technique has been used for psychological, medical, and behavioral problems.  As with most things in life, when it works, it works wonders; and when it does not work, it does little or no harm.


Although this description of the Hurley employs ideomotor signals (Cheek and LeCron, 1967), it can be employed without them.  In boiled-down form, the Hurley looks like this:

· Hypnotize the patient

· Set up ideomotor signals

· Ask if the unconscious mind can fix the problem without conscious involvement.
· If the answer is yes, then tell the unconscious mind to do it and signal when done.
· If the answer is “no,” then bring it up to the conscious mind, and then fix it.
· Ask if there is anything else involved with this problem that needs to be remedied.
· If so, then repeat the Hurley.
· End session. 


The Hurley asks the Unconscious Mind (UCM) to go directly to the problem and fix it, without necessarily bringing the cause up for conscious review or without understanding the psychodynamics involved.  At times, the person will know what the cause is, but most of the time there is little awareness of what is transpiring.  The UCM simply goes about its business, following the instructions to make things better.  


Hypnosis
Session 1
(
Get history of birth

(
Explain MIB 

(
Get history of Non-Bonding Event (NBE) or Events

( 
Use the Quick Reference MIBS for help

(
Explain treatment

(
Explain hypnosis 

(
Demonstrate Hypnosis

( Induction: __________________(type)

( Ideomotor Signals accomplished(IMS) 

Session 2 
Fixing the NBEs

(
Re-examine NBEs

(
Re-explain treatment



(
Hypnotize mother

(
Get IM permission

(

"Clear" each NBE, using a Hurley or Direct Suggestion to heal it

(

Ask if there is anything else from that birth which is bothering 
her.  If so, do more.

New birth
(
Primary Goal:  The mother must experience the birth of her child without the NBE interfering with bonding.

(
Go through each stage of birth, with IM confirmation that everything is OK:

( Conception

( First, 2nd, and 3rd trimester

( Labor and birth: baby takes first breath

( Holding the baby on her chest (baby recognizes her and vice versa)

( Staying with the baby until she leaves the hospital

(Bring her and baby up to present
(  Ask if there is anything else that she needs.

(
Tell her that she can keep these memories as an alternative group of memories for her and her child.

Session 3
(
How is the mother doing?

(
How is the child doing?

· If the child is not better or improved:

There is still something wrong with the bonding

( NBE not resolved

( Another NBE not yet discovered

( The new birth history is not sticking

( Something else came up

(Fix it

(Make another appointment for next  week

· If the child is better:
( Adios

( Tell mother to contact you if need be.



EMDR
Session 1
(
Get history of birth

(
Explain 

(
Get history of Non-Bonding Event (NBE) or Events

( 
Use the Quick Reference MIBS for help

(
Explain treatment

(
Explain EMDR 

(
Demonstrate EMDR with Safe Place

Session 2 
Fixing the NBEs

(
Re-examine NBEs

(
Re-explain treatment

(
Process each NBE, using EMDR, bringing each target to two successive SUD of 0 or 1.  

New birth
(
Primary Goal:  The mother must experience the birth of her child without the NBE interfering with bonding.

(
Go through each stage of birth, judging the image (A-F), until it is an A, using two sweeps of 7 passes:
( Conception

( First, 2nd, and 3rd trimester

( Labor and birth: first breath

( Holding the baby on her chest

( Staying with the baby until she leaves the hospital

( Bring her and baby up to present

(
Ask if there is anything else that she needs.

(
Tell her that she can keep these memories as an alternative group of memories for her and her child.

Session 3
(
How is the mother doing?

(
How is the child doing?

· If the child is not better or improved:

There is still something wrong with the bonding

( NBE not resolved

( Another NBE not yet discovered

( The new birth history is not sticking

( Something else came up

( Fix it

( Make another appointment for next  week

· If the child is better:
( Adios

( Tell mother to contact you if need be.
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Abstract


Repairing the broken bond between a mother and her child is relatively easy when one knows how to do it.  The four-stage protocol presented here involves suspecting that there is a bonding problem, searching for the cause, metabolizing the painful feelings, and creating an alternative birth.  The therapy is short, quick, and effective.  Eight cases are presented as examples.

The Mother and Child Reunion

Bonding Therapy: The Four Part Repair

Since Marshall Klaus and John Kennell first wrote about maternal-infant bonding Klaus and Kennell 1976()
, bonding disruptions and their causes have been relatively easy to detect; but there has not been a reliable, proven way to repair the damage.  This article describes a procedure for fixing bonding disruptions and offers eight case illustrations.  The protocol described has been successfully used with a large number of clients and has withstood the rigor of empirical studies.   


This protocol comprises four stages, all done with the mother:

I. One must suspect that there is a bonding problem.

II. One must figure out what went wrong in the original pregnancy or birth.

III. The mother must process and be freed from what went wrong.

IV. The mother needs to experience how it should have been.

I. The Suspicion


The signs of a bonding problem are fairly easy to spot, both in the mother and the child.  The mother might say that she does not feel close to her child, unlike the way she feels for her other children.  She might say that there was something wrong with the baby from the beginning.  The mother often can remember looking at her baby and wondering where the “great feelings” were that she expected.  Or she might feel that she got the wrong baby.  We have heard mothers remember looking at their baby and thinking that there must be something wrong with her because she had a real lack of emotion.  Some mothers come right out and say that their child is a thorn in their side.  Mothers often feel guilty about how they feel.


The baby often shows symptoms of non-bonding: crying a lot, being inconsolable, being colicky and fussy.  When the child gets older, he does not seem to be able to get what he wants from his mother, and so he is “always at her.”  Some children are so fidgety and uncomfortable in their own skin that they are given the diagnosis of Attention Deficit Hyperactive Disorder or an Anxiety Disorder.  Some children withdraw within themselves.  Some children have asthma Feinberg 1988


( ADDIN EN.CITE ; Schwartz 1988; Pennington 1991)
.  Some children are scared of their mothers.  


It is important to note that we are not talking about children with attachment disorders, whose conditions are more seriously dysfunctional than children with bonding disorders.

II.  The Detecting


Figuring out what went wrong takes a bit of detective work.  Klaus and Kennell wrote that two things typically prevent a mother from bonding: (1) physical separation at the time of birth or (2) emotional separation during the pre or perinatal period.  


(1) Physical separation can occur when the mother is not with her baby during the sensitive period right after birth: if the mother is anesthetized; if the baby is removed to the Neonatal Intensive Care Unit; if the mother is sick or mentally confused; if the mother had a Cesarean Section delivery; or any other situation in which the mother cannot be with her baby in an focused way.  


(2) Emotional separation occurs when the mother is experiencing another, competitive emotion that is so strong that it prevents bonding: the death of a loved one, some other great grief, paralyzing fear; a personal trauma; an unwanted pregnancy; drug addiction; a recent miscarriage; or any other emotion that is incompatible with bonding.


Pennington (1991) has termed events that disrupt bonding, “Non-Bonding Events (NBEs).”  The Maternal-Infant Bonding Survey (MIBS)  has been helpful in indentifying these NBEs Brown, Pennington et al. 1999()
. 

Quick Reference MIBS


Physical Separation
· Mother was separated from child at or after birth.

· Mother had a very difficult delivery.

· Child was sick at birth.

· Child was twin or triplet.

· Intensive Care Nursery or incubator.  

· Mother was anesthetized at birth.

· Mother was very sick after the birth.

· Mother was confused or mentally disoriented after birth.

· Mother was separated from child in first month.

· Child was adopted.

· Other separation occurred.

Emotional 
· Mother had emotional problems during pregnancy.

· Mother had emotional problems after birth.

· Mother had a death in the family within two years of birth.

· Mother had a miscarriage within two years of birth.

· Mother and father had serious marital problems.

· Mother and father were separated before birth or soon after.

· Mother was addicted to drugs or alcohol at birth.

· Mother moved before or soon after birth.

· Severe financial problems.

· Unwanted pregnancy.

· New romance in mother's life.

· Other event which could have interfered with bonding.


The NBE that is responsible for the disruption in bonding is often found on this list.  Frequently, there is more than one NBE Pennington 1991()
.  


It is not uncommon for the mother to say that she is bonded to her child, despite evidence to the contrary.  We think that there may be a continuum of bonding and she is partially correct.  Regardless, if the mother agrees to go through with this process, she will notice afterwards that she is “even more bonded.”


Most often a mother will be greatly relieved when she learns that the difficult relationship that she has with her child has been through an event out of her control, that it is not her fault.   When she has an emotional reaction to this discovery, the healing has already begun.

III.  Metabolizing the NBE


The mother must next process the NBEs until they no longer bother her.  Most of the time we use hypnosis to metabolize the painful memories Madrid 2005/2006()
.  We also use Eye Movement Desensitization and Reprocessing (EMDR), especially when a mother has a hard time being hypnotized Madrid, Skolek et al. 2006()
.


This part is relatively easy.  The mother has been working on recovering from the NBE ever since it happened.  She has been processing it in her narrative, through her dreams, in her imaginal and creative expressions, and in all the ways that we process miserable experiences. This stage of bonding therapy is doing the last little bit to finish the job.


The hypnotic formula goes like this.  You can use any induction.

Close your eyes and let yourself relax.  Any time you might want to stop this process, just say, “Stop.”  With every breath you get more relaxed. With every sound you go further inside.  I’ll count from 10 to 1 and with every number go down a step, deeper inside.  Ten. Beginning to go down stairs.  Nine.  Deeply comfortable and safe.  Eight, deeper.  In a little while, you index finger will start floating and twitching.  Seven, deeper.  (And so forth.)  One.  Nice and safe and deeply within.  

Now go back in time to your father’s death, during your second trimester (or whatever the NBE was).  I want you to clear out all the remaining pain from that time.  And when that is all gone, your finger will float again.  (If it did not float in the induction, say, “When all the remaining pain is gone, tell me so.”)

(Clear out each NBE that you found in the previous stage.)

(It is good to ask:) Is there anything else from your child’s pregnancy and birth that still bothers you.  (If so, clear that out as well.)


Some mothers will claim that they have already healed the pain from the NBE.  All the better.   Ask them to clear up any residuals and reinforce that healing.  


Although this stage of bonding therapy can take anywhere from one to several sessions, our experience has shown that mothers typically take only one session to do this work.  This is the case because they have done a lot of the work already; because they are highly motivated to do this; and because they are hypnotized (or use EMDR) and much can happen in this state of mind.

IV.  The Right Birth


In the same hypnotic or EMDR session (or in the next session if there has been too much work for one session), the mother is now asked to imagine how the birth should have gone.  Bring her back to significant milestones in the pregnancy, birth, and postnatal period.  Make sure that she goes through the part where there once was an NBE, this time without the disruption.  The milestones can be merely touched, in this fashion:

Now go back to finding out that you are pregnant.  And when your inner mind knows this and everything is fine, your index finger will float (or “tell me”).  Go to the end of the first trimester, and when you inner mind knows how it is at that time and everything is fine, your index finger will float.  (Same for 2nd and 3rd trimester.)  Now you will give birth to your baby, quickly; and when your baby takes his first breath and your unconscious (or inner mind) knows what this is like, joyfully (or safely or happily or alertly—whatever she missed), your finger will float again.

(Then take her through the first day, first week, first month, first year, up to the present.)  And now  your inner mind knows what it is like to have this as a new beginning with your baby.  And it will continue to expand on this beginning in your sleep, your waking day, your musings, and your feelings.


If at any point, she is not able to achieve the part in which you are guiding her, it usually means that there is an unprocessed NBE there and she is stuck.  For example, if she cannot register in her inner mind what it feels like to be joyful at the end of the 2nd trimester, ask her what’s bothering her.  She will be able to come up with the troublesome event.  You need to process that before you go on.


The entire protocol can be done in one session.  It also can take two or three sessions.  Infrequently it will take longer.  This is short-term therapy, goal specific, not to be confused with psychotherapy.


Eight cases are now presented to demonstrate the variety of presentations of bonding disruptions and to offer slightly different approaches in repairing the damage.  We have changed the names and some of the circumstances to preserve the anonymity of the clients.

Eight Cases

1.  “Now she’s beating me up!”


I. Suspicion:  A therapist referred a former patient to us, when he started suspecting that there was a bonding disruption at the base of mom’s problems with her daughter.  The former therapist said that Lee had always had trouble with her 11 year-old daughter, Maggie, and now things were plummeting downhill.  The former therapist had recommended family therapy to Lee; but after a year of therapy, Maggie was more negative and abusive than ever.  She said she hated her mother; they fought constantly; and now Maggie was hitting, scratching, and beating her up.  The girl was a wreck.  The current family therapist recommended calling the police.  The former therapist suspected there had been disruptions in bonding.


Lee spoke on the phone, and right away it was clear that she had several misgivings.  She did not think psychotherapy was for her, but she trusted her old therapist and she wanted to trust us. She was skeptical about hypnosis and mistrusted that a single session could possibly make their relationship better.  She was not even convinced that there was a bonding problem. 


Lee’s authoritative voice told us she was a woman in charge of her life, protective of herself and her family, and cautious about making decisions.  She admitted being afraid of “letting go of control” to someone she didn’t know.  So, the  process was explained simply, answering her questions, and allaying her fears.  She was willing to try.
 
II. Detecting:   She would only have time for one session, so work was done on the phone using the MIB survey (MIBS) to identify nonbonding events both physical and emotional. There were many: 

(1) A year prior, she’d had a miscarriage and was fearful it might happen again.
(2) She had nausea for five months. 
(3) They moved during the ninth month of this pregnancy. 
(4) She endured twenty-three hours of difficult labor, which ended in 
(5) a C-Section.
(6) In addition, Lee was very emotional before and after Maggie’s birth because of marital problems. 
(7) She became very sick after the baby was born due to the drugs and breastfeeding became was too stressful to continue after the second day. There was additional trauma after the birth: 
(8) Lee returned to work within six months of the birth and 
(9) her mother died seventeen months later.
(10) Lee had a still-birth three years after Maggie’s birth which complicated their already stressed relationship.

We were curious to see if Lee would show up or cancel her session. She showed up ten minutes late. She was understandably nervous, so it was explained that if she felt uncomfortable at any time, she could stop.  She began with basic hypnosis relaxation and concentration exercise. She had agreed to communicate through ideomotor signals : Lee’s index finger would “float” for a “yes” answer and the little finger would float for a “no.” Ideomotor signals such as these are simple ways for the subconscious to by-pass the conscious mind through automatic muscle responses Cheek and LeCron 1968()
. 

III. Metabolizing:  When Lee appeared deeply relaxed the session continued.  She was asked and then responded positively to the question “whether she you are at an appropriate level of consciousness to proceed.”   She was ready to clear the first negative bonding event identified by the MIBS.  When the subconscious indicated readiness to clear the event, she was prompted to use the visual image of a vacuum cleaner sucking up all negative memories, feelings, and thoughts.  She was gently assured that she need not do anything except allow the subconscious to do the clearing while she visualized.  She responded “yes” with her index finger when this task was done.  This procedure was used with each negative bonding event.  Lee was a very willing participant and quickly cleared all the negative bonding events without resistance. 
 
IV. Right birth:  Next she created a new birth experience for herself and Maggie.  Lee was asked to imagine a healthy, relaxed, pleasant experience for the first month of the pregnancy.  She was cued to feel the positive shift as she imagined the opposite of her “old” birth.  When her subconscious mind knew everything was fine, her index finger would float.  She was prompted to move through the labor, delivery, and first breath, focusing on Maggie’s heartbeat and voice, feeling her placed on her chest, and the sensations of breast-feeding.  Lee was led through the hours, days, weeks, and months following the birth while being guided to experience a loving connection between mother and child.  Finally, her positive, healthy experience was imagined for the first year and through other tough spots, up to the present time. 

As Lee envisioned her new birth experience, tears streamed down her face followed by uncontrollable sobbing.  The session was over when the subconscious mind completed the new imprint and responded with a “yes.”   Now all steps were done.  Lee looked tired yet was radiant and smiling.  She had experienced a totally different birth with Maggie. Lee acknowledged that this new experience felt very real and that she could already feel a loving connection with Maggie, one that had not been there before.


Seven months later, the referring therapist reported that he had talked to Lee and she said that her relationship with Maggie was totally transformed.   Within days, Maggie was affectionate towards her mother—for the first time in years.    She phoned from her father’s house, saying that she wanted to have some mother-daughter time.  She looked different in pictures that were taken—standing taller.  She told her mother that she missed her when they were separated.  There were no more hateful fights, and she never again struck her mother. 


A year and a half later Lee phoned herf former therapist to report that Maggie told her, at the beginning of the school year, that she was so grateful for her life.  Her friends had change, she now loved school, and she was very happy.  When her mother came back from giving a professional talk, Maggie jumped in the car and asked her how it went.  Lee said it was a success, and Maggie cried, “Oh, I knew you would do well.  You know I’m your biggest fan.”  They had time together now and sometimes did nothing—just hung out with each other.


There is nothing to account for this miraculous change except for the one   bonding session with Lee, the mother.  There was no additional therapy for the mother or for the daughter.  Interestingly, when Lee reported these wondrous changes in her daughter, she did not speak about the bonding session as being instrumental.  This is often the case: it is as if the therapy session was so profound that the mother became amnesic about it.

2.   “We are so different!”


Sara became interested in exploring Bonding Therapy when she learned that it had the capacity to alleviate childhood asthma.  Her four-year old adopted daughter, Taylor, suffered from asthma, and medical protocols were not giving her relief.  Taylor was on inhalers, prednisone, and was beginning a second course of powerful antibiotics.  Her doctors were baffled and did not know why she was not responding or what to do next to help her.


In addition to the asthma, Sara reported that she and Taylor were very different temperamentally.  She described Taylor as having a big personality, as loud and extroverted, an explorer and a challenger, while Sara said that she herself was quiet, somewhat reserved and enjoyed lower-key pleasures like talking and reading, cooking, listening to music.  She clearly adored her daughter but spoke about her desire to bond more closely and her frustration with the fact that she and Taylor did not find many activities they could both enjoy, and thus enhance their bond through doing together.  They often had disagreements and Sara admitted to losing her temper with her daughter’s difficult behaviors.


I. Suspicion: Since Taylor was adopted, there was no question that her bonding process had been disrupted.  Although her adoptive parents, Sara and Tim, delightedly received her and brought her home on her first day, the fact remained that Taylor had just been removed from the mother she had known for nine intense months, and with whom she had so recently shared the intimate experience of birth.  


II. Detection:  As Sara talked, it became clear that there were many NBEs:

 (1)  Taylor was adopted, so there was no contact with her at birth.  

(2)   Like many adoptive parents, Sara and her husband had been unable to get pregnant despite 10 years of intrusive infertility treatments, which were both stressful and emotionally draining.  

(3) There was virtually no advance notice of Taylor’s birth, so when she brought her home.

(4) Sara was only able to take a week off from work to be with her new baby.  

(5) During that week, the birthmother changed her mind about relinquishing her rights and refused to sign the necessary papers.  
( 6) Thus, the placement, and ultimately Sara’s future as Taylor’s mother were thrown in legal question.  The birth father was at that time in jail for an assault on the birthmother during her pregnancy with Taylor, and he became involved in the legal debate about Taylor’s custody.  Sara’s total focus and attention were necessarily directed toward doing everything she could to protect her daughter and her place in their home.  

(6) Between her job and the legal concerns, Sara had little time or emotional energy for bonding with Taylor in the early weeks and months of her life. 

(7) Although the placement was secured and Sara and Tim were able to adopt her, Taylor was often ill and was a challenging child to raise.  This stress eventually led to 

(8) Sara and Tim separating when Taylor was three.   Taylor blamed Sara for being a ‘bad Mommy’ and making Daddy leave.


Sara reported as well that she herself had had a very difficult birth (and carried an immense fear of giving birth), that she was likely not bonded with her own mother, who often told her “I don’t love you.”  She had grown up with adopted brothers, whom her mother favored.


III. Metabolizing:  Sara had never been hypnotized before and felt that she would not be a good subject.  To her surprise, she went into a light trance with ease and responded quickly to acknowledge that she had reached the right level to do the work by floating her index finger.


She moved decisively to clear her anger and sadness about her own mother.   Then she was directed into the grief and shame she had been carrying about not having been able to have a biological child.  These emotions, she felt, kept her at arms’ length from the daughter she does have.  Her unconscious mind cleared them without delay.


IV.  Right Birth:  Under hypnosis, Sara was led through the full nine months of gestating Taylor.  For the first time, she had the joy of knowing she was pregnant, of feeling the physical connection as her baby grew within her, of sharing and anticipating with friends and family as they awaited the birth, of talking and singing to her little one before she was born, of proudly carrying her impending motherhood for all the world to see.


She continued with an easy, painless birth, and when it was suggested that she see and feel the nurse laying Taylor on her chest, tears slid from Sara’s closed eyes.  She was then guided to create an alternate version of Taylor’s first week wherein the two of them cuddled, nursed, napped and rejoiced in one another’s constant closeness.  There were no fears, no threats to their connection to intrude upon the bliss they felt just being together.


From that foundation, Sara brought her experience of being Taylor’s mother forward to the present. When she left, she promised to report on how things evolved for her and Taylor.


A month later, this email from Sara arrived:

I wanted to tell you of the wonderful shift I felt in my relationship with

Taylor. You know how I had told you that she is not the kind of child who wants to snuggle up on the couch. Well, I got home from my time with you and the first thing Taylor said was, "Mom, I want to snuggle on the couch with you."  That was freaky. I waited to see if this was a one-time deal. On several other occasions, she has requested time with me. She is also telling me that she loves me on a much more frequent basis. In terms of her health, she is all better now. I 'm not sure whether that is due to the hypnosis or the antibiotics and steroids she was taking, but I would be willing to say that the hypnosis played a part in her improved medical condition. I can't exactly explain what happened during the session, but something happened. It was a great experience that has opened me up to other possibilities that might exist.

3.  “I don’t even like her.”


The mother of a seven-year old girl who was severely asthmatic tried to use our services to help her daughter’s asthma.  The daughter was a very sick little girl, ending up in the Emergency Room at least once a month, despite being on a pile of medications.  Our work with the little girl did not help at all.  The mother continued in therapy for herself.


I. Suspicion:  A couple of months into therapy, the mother one day looked ragged and said that she spent the whole night in the ER with her daughter.  “You know,” she revealed, “I do all this work for her, and I don’t even like her.  I have no feelings of love for my own daughter.”  Immediately the suspicion arose that there was a bonding problem.


II. Detecting:  In response to a question about her pregnancy and daughter’s birth she said that: 

(1) her husband left her in the second month of pregnancy;

(2) her mother was in the labor room and antagonized her; 

(3) her doctor was not available and she had another doctor whom she did not know or like; 

(4) the nurses were rude; 

(5) her daughter was taken away immediately because she was sick; and 

(6) she went home without her baby.  When she returned to pick up the baby she distinctly remembered thinking, “Are you sure this is the right baby?  maybe the nurses should keep this baby.”


III. Metabolizing:  She agreed to do bonding therapy.  She closed her eyes to clear up the residuals from all the NBEs.  She went through them one after another: “Clear up your husband’s abandoning you.  When you’re done, let me know.”  One could see from the look on her face that she was working hard.  Through each of the six NBEs, she rapidly and successfully proceeded.  


IV. Right Birth:  When she was done, she was asked to imagine the birth as it should have gone.  She did this quickly and effectively.  She cried.  Her whole appearance changed.  She said, however, “How can I change all of this?  I have had such a hard time with my life because of this!”  The answer came out without thinking, “Oh, I can have it both the way it was and the new way.  That’s easy.  Like a divided highway.”  That made sense to her.  


The whole process took less than half an hour.  Nothing more was said about this in therapy; but a few months later, she said that since the day of that therapy, she fell in love with her daughter.  Now she knew what it felt like.  She added that her daughter’s asthma had cleared up totally—no more day time or night time symptoms, no more medications, no more ER visits, no more wheezing.

4.  “I always knew it had to do with my brother’s death.”


After lots of disappointing counseling, Juanita came to our offices with this story.  Her brother died during the second trimester of the pregnancy of her first child, Rita. This was a special brother, the little brother that she raised after her mother died.   She went into a period of profound mourning.  She had been happy being pregnant, and now she barely thought about her daughter in her womb.   When Rita was born, she held her baby and smiled, but she knew she was not completely happy.  She felt the emotional distance.  


I&II.  Suspicion & Detecting:  She hoped it would get better; but as Rita grew older, she knew that her relationship with her was ruined from the start.  She did everything by her intellect: she did the right things, she cared for Rita by the book, she did not dip into her anger.  Now Rita was eight years old.  She had tried counseling to help her feel better about her daughter, but nothing worked.  A friend told her about our bonding work, and she decided that she would give it a try.


III & IV.  Metabolizing & Right Birth:  The work was easy as pie.  She said that she was sure her brother’s death interfered with the birth of her daughter.  In 5 minutes, she cleared up the remaining grief, and brought this clear heart back to the second trimester, where she stopped being joyful.  In the next 10 minutes she was able to experience the joy of her pregnancy, right through the second and third trimester, to Rita’s first breath, and holding her baby.  She wept with joy.  Then she brought that up, step by quick step, to the present time.  She was sent home with the caution to be quiet because she just had a baby.


She came in for her second appointment a month later, with this news.  She drove home after the first appointment knowing that there was a change because she missed Rita and she had never had that feeling before.   When she got home, she sat down and smiled, reviewing the new memories of Rita’s birth.  Then Rita came home from school and jumped into her lap, hugging her and telling her she missed her all day.  She nuzzled with her mother for the longest time—Juanita said for the first time in years.  They played all afternoon, and Juanita does not remember playing like that “ever.”  They have been inseparable.


Juanita said that Rita changed overnight from being the thorn in her side to the joy of her life.  Ten years later she wrote a letter and sent it to our clinic:

“You saved our lives. You turned our relationship completely around, for the rest of our lives.  We have been so happy ever since.   Thank you.”


Juanita did the first two stages: suspecting and detecting.  We did the second two: the  clearing and the right birthing.  When all the pieces are in place, it is easy work.

5.  “I feel like I just woke up.”


Leslie, a forty-five year old mother of six, had twin nine year old boys, who were the last batch of children and the only children left in the home.  The boys were referred at the beginning of the school year because of behavioral problems.  Originally the custodial father brought them to therapy.  We were told (by the father) that the mother was homeless, a chronic alcoholic and drug user who abandoned the family when the boys were three and wanted little to do with her children. 


After meeting with the boys and father for an entire year, progress was being made but not very fast.  During that first summer, the father and boys arrived for therapy with the boys clearly upset.  Their mother was in ICU and expected to die.  The father, clearly shaken by these events, sat down for his part of the session and confessed that he had lied about the boys’ mother: he was the one who made her leave and he prevented her from seeing the boys.  He also confessed that he lied about her being homeless, an alcoholic, and drug user. 


Following this change of view of the mother,  the father agreed to allow the mother to participate in the therapy sessions and to allow her to start seeing her children, if she survived.  The mother recovered and left ICU.  From then on the mother was seen individually, right before sessions with the rest of the family.


I. Suspicion:  One year later, the mother had regular visitation with the boys; but the fighting between the boys, which had always been a problem, and the behavioral problems in school remained virtually unchanged.  In going over the factors of the case, it seemed like bonding might be a piece that would make a difference.  Bonding was suggested to the mother, and she agreed.  Following is a brief summary of the session:


II. Detecting:  During pregnancy and the early childhood of the boys, Leslie had: 

(1)marital problems, 

(2) a custody battle for her earlier children, 

(3) a house fire that put her into the hospital while pregnant, 

(4) a car accident while pregnant, 

(5) problems at the hospital when they  were born, and 

(6) the death of her own mother immediately following the birth of the twins.


III. Metabolizing:


Leslie went back through all of these events under hypnosis, clearing them out.  She was able to do this with amazing speed.  


IV.  Right Birth:  She was then asked to create new memories that emphasized any good aspects of what happened, minimizing any undesirable aspects of what happened and if need be just creating a new memory, the way she thought it should have happened. She was told that she would still remember what actually happened but her emotions would remember the new memories that she created. She was guided through this process from conception up to the present, especially emphasizing the birth of her children, her love for them as they looked at each other for the first time and nursing them for the first time.


One day, shortly after this, Leslie said, “I feel like I just woke up and realized that maybe some of the things that I did when my kids were little wasn’t so good.” Immediately after that she left an abusive relationship and started paying more attention to the parenting of her boys. All behavior problems at school immediately stopped, and the boys became more considerate of each other.  The fighting between them significantly decreased.  The father, who is still the custodial parent (and the two parents are divorced and live apart) became friendlier to other people, as reported by school officials, and more considerate and caring to the boys.


Even though the mother only had visitation and had the boys just every-other weekend, the effect on the entire family was nothing short of amazing. The entire family graduated from therapy three months after the bonding session with the mother.

6.  “When I had my son, I was a mess.”


I. Suspicion:  Rose was a sixty-five year old lady that was being seen in therapy.  In the course of therapy,  she was spending much time and energy in aggravation over her relationship with her forty-three year old son.   Bonding Therapy was suggested to her and she agreed.


II. Detection:  Rose reported multiple psychological diagnoses for most of her adult life. “When I had my son, I was a mess; I just couldn’t handle raising an infant and running a household.”  Rose left her family when her son was two.  She had visitation, but reported that, “Most of the time I didn’t get him; life was just too much for me.”  Rose reports that she did not get to know her son until he was in his twenties.


III. Metabolizing:  Under hypnosis, Rose went through her pregnancy, clearing out all of the problems, then clearing out any problems during birth, and progressively clearing any problems through her son’s life, up to the present. 


IV, Right Birth;  Then she went  back through her pregnancy, imagining herself as a healthy, happy mother, awaiting the birth of her child. She went through the birth, imagining everything going smoothly and looking into her son’s eyes for the first time and smiling at each other. She then imagined life with her son, the way that it should have been, all the way up to the present.


She was told that she would remember everything the way it actually happened, but emotionally she would remember things the way she reimagined them to be.


At the next session Rose said that things were going great with her son.  “I finally ...(talked)… with him and now we get along just fine!”   Rose’s relationship with her son had been resolved and she no longer talked about him with aggravation during therapy.

7.  “He never could nurse.”


Sally and her two sons, ages six and nine, were in family therapy at our clinic. The youngest was referred by the school for misconduct.  In the course of therapy it became evident that the younger son was repeating behavior at school that his older brother was practicing on him at home.  It also became evident that the older brother was intensely jealous of the younger brother.  Sally said that she was aware of this and that it started from the moment that she brought the younger son home from the hospital where he was born. 


I. Suspicion:  Thinking that the problems with the younger son would significantly diminish if the behavior of the older son was addressed, and seeing this jealousy of the older son as a possible bonding issue between the mother and the older son, mom was asked about the infancy and birth of the older son.


II. Detection:   Sally said that the only problem with the birth of her older son was that he was, “Tongue-tied,” where the septum went too far out on the tongue, preventing him from nursing.  The problem was not identified for four days and when it was corrected, allowing him the possibility of nursing from the breast, he would only accept bottles.  “He never could nurse!”  The mother was mad at the hospital staff about this and said that she felt it interfered with her relationship with her baby.


IV. Right Birth:   We skipped the clearing of the trauma.  Instead, she went back and imagined the pregnancy, birth and ensuing years, the way “they should have been.”  She was told that she would remember things the way they actually happened, but that emotionally she would remember them the way she reimagined them to be.


At the next session, two weeks later, the boys were able to play games without the older boy constantly correcting the younger boy and without taking game pieces out of the his hands.  He did not boss his brother around, telling him to, “move them the way you are supposed to do it.”   He did not walk out of the room because the game was not being played the way he thought it should be played. 


As predicted, the problems with the younger boy went away when the bonding was fixed between the older boy and his mother.  They were followed for three months and the behavior between them was corrected and the disruptive behavior of the younger boy, at school, dissolved.

8.  “But I always wanted to be a mom.”


Samantha is a single mom in her early thirties.  She came to our clinic when her son John was two years old.  John had pneumonia before his first birthday and had been diagnosed with chronic asthma. Samantha had to take him to the emergency room several times after the initial visit.  John would have severe asthma every time he got sick.  She had to connect  him to a nebulizer every four hours when John would have a cold.  John would also have to use an inhaler several times a day when sick.    


Suspicion: Samantha reported that she had struggled to connect with John since his birth.  John had colic and would scream for hours.  Samantha felt tremendously guilty for being angry at him and being relieved when she dropped him off at a friend or relatives.  Samantha had always wanted to be a mother and felt terrible that she didn't seem to be bonded to her son.  As she began to talk about  her pregnancy and birth story it became clear that it was very likely a disruption in the bonding process.  


Detection: Samantha got pregnant with a younger man, Jeremy, that she had dated for a very short time.  Jeremy did not want the child and was angry at her for keeping the baby.  Samantha and Jeremy did not stay together.  Jeremy refused to communicate with her, blamed her for “getting pregnant,” accused her of rape, threatened  not to be a part of the child's life, and refused to support her in any way.  Jeremy was extremely emotionally abusive. As the months passed by, Jeremy continued to shut Samantha out and be horrendously emotionally abusive.  Jeremy accused her again of rape. Every time she tried to talk to him about the baby he would end up yelling, screaming and blaming her for ruining his life.  Samantha was enraged at him. It seemed like no matter what she did or said Jeremy was nothing but abusive.    Samantha was living on a limited income working as a waitress.  Samantha had some support from her mother and friends during her pregnancy. 


There were several events that interfered with Samantha's capacity to bond with her son.  
(1) In the first three months Samantha considered having an abortion and felt guilty for even considering an abortion.  
(2) She had heightened levels of anxiety/panic about doing everything “right”, not having the father involved and the effects on the baby. 

(3) Jeremy was emotionally abusive and accused her of rape. 
(4) Samantha was trying very hard to be happy and yet was full of sadness and felt alone.  
(5) She began to re-experience her own trauma around being abandoned as a child by her father.  
(6) She relied heavily on her best friend Cindy for support but she was very controlling of Samantha.  
(7) Samantha had to move in with her mother and apply for government aid.  (8) When Samantha was 9 months pregnant her  father died of an overdose.  Her father had abandoned her and when he was around was severely physically, verbally and emotionally abusive.  His death was sudden and unexpected and left Samantha feeling shocked and without closure.  


Samantha went into light labor in the hot tub.  She had a lot of experience with births being a Doula and had been excited for this moment.  She was not afraid of giving birth; she welcomed the experience and had somehow been able to remain positive.  When she called Jeremy to tell him he had an emotional melt down and did not attend the birth of their son.  Samantha lied on the floor curled up in the fetal position crying.  Her best friend left her in the beginning of labor.  Samantha's mother was the only person there to support her during the labor and birth of John. Her labor and birth went well and John latched on and nursed right away.  


(9) Two days after the birth Samantha experienced excessive bleeding.  Jeremy was physically present for a couple of days but was not emotionally supportive or helpful at all.  Samantha knew he didn't want to be there and was still angry at her. Jeremy would get drunk and throw things at her when John was an infant.  Over the next two years, Samantha struggled financially and emotionally.  She lacked the necessary support to bond with her son. She was overwhelmed by stress and trauma. 


Metabolizing:  After Samantha told her story she was brought into hypnosis.  She was instructed to clear out all of the emotional, financial,  and physical abuse she endured.  She was next instructed to clear out anxiety, fear, anger, loss, abandonment, guilt, loneliness and shame.  She was instructed to clear out specific traumatic incidents and accompanying emotions.  

As she went through and cleared out her pain she sobbed.  When she finished  her unconscious mind was asked to see if there was anything we had missed.  The answer was no, and so the therapy continued with the new birth experience.  

Right Birth: While still under hypnosis, we started implanting the new pregnancy and birth into her unconscious mind. In her new pregnancy and birth Samantha had all of the support she need in every way.  Samantha's face became relaxed and she began to smile during this part. Her new boyfriend replaced Jeremy and was loving and supportive.  Samantha was relaxed, happy and everything was perfect.  We did the same with her labor.  After her new birth, she is in love with her son.  She brought all the support, love, happiness and connection with her son all the way to the present.  


A week later Samantha said the changes were amazing.  John had come up to her and said “Mommy, I've missed you.”  Samantha nearly cried.  She said she felt in love with her son for the first time.  In general she felt like a huge weight had lifted.  She no longer felt angry and resentful of Jeremy.  

The hypnosis was a year ago and John no longer has asthma.  He has an inhaler in case but has only used in a couple times to help his cold symptoms.  Samantha and John have continued to have a great relationship and his asthma appears to be gone.  
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Abstract


Studies about the psychology of childhood asthma have revealed that parenting difficulties are related to the development of asthma in some children.  Disruptions in maternal-infant bonding are highly correlated with pediatric asthma and are presented as a cause for these parenting problems.  Bonding problems are known to be caused most often by physical separation at birth or by some recent trauma in the mother's life.  By using hypnosis to remove the pain of the separation or trauma in the mother, and by creating a new birth history in her imagination, some children's asthmatic symptoms have been shown to remit or greatly improve.  The hypnotic method for this treatment is described. 


French and Alexander (1941) proposed the theory that pediatric asthma was a psychosomatic condition, formulating that asthma is the result of a child's unresolved, excessive dependence upon a rejecting mother.  Preoccupied with thoughts of maternal rejection, these children embody asthma as a suppressed cry for the mother.  The fear of separation from her triggers asthma attacks.


Taking that lead, numerous authors over the next 60 years corroborated that pediatric asthma arises from a child's conflicted relationship with his mother.  For example, Baron, Veilleux, & Lamarre (1992), Hargitai (2001), Kinsman, Dirks, Dahlem, and Hiller (19800, and Panides & Ziller (1981) all wrote that asthma is the result of a clinging dependency, which in turn is the effect of a strained relationship between mother and child.  

Likewise, Bentley (1975), Benedito-Monleon & Lopez-Andreu, (1994), Pinkerton (1967), and Purcell, Bernstein, Bukantz (1961) linked asthma to maternal rejection and rigidity.  Block, Harvey, Jennings, & Simpson (1966) introduced the concept of the "asthmatogenic mother," writing that the mother's relationship with her child had a direct impact on the severity and frequency of the child's asthma attacks.  

For several years, the Children's Asthma Research Institute and Hospital (CARIH) in Denver worked with this hypothesis.  Treating asthmatics from around the country, CARIH found that asthmatic children would improve almost immediately upon leaving their homes and remained in remission until they returned home, at which time their symptoms returned unless their parents were gone when they arrived (Mascia, 1985; Peshkin, 1959). 

In a review of the literature, Pennington (1991) summarized that "rejection of the asthmatic child by the mother has been a dominant theme in the findings of a majority of investigators who have studied asthma as a psychosomatic disease" (p. 40).


Some authors focused specifically on the nature of the relationship between mother and child.  Lilljeqvist and colleagues found a temperamental difference in asthmatic children and hypothesized that this may result due to a mismatch between a parent's and child's temperament (Lilljeqvist, Smorvik, & Faleide, 2002).  Mantymaa and colleagues found that poor interaction between mother and child was associated with the child's chronic or recurrent health problems and increased the risk of these diseases more than threefold (Mantymaa, et al., 2003).


Klinnert and her colleagues at the National Jewish Medical and Research Center in Denver found three variables which proved to have a predictive relationship with asthma: elevated total immunoglobulin E measured at age 6 months; a higher number of respiratory infections in the first year of life; and "parenting difficulties" witnessed at 3 weeks  (Klinnert et al., 2001).  "Parenting difficulties" was assessed from observations that included maternal affect, coping and relationship skills, her sensitivity and responsivity to her child, and her social support. 


Klinnert's team also found that parenting problems were related to many other variables, including maternal depression, "internalizing" in the child, the child's overall psychological robustness, and respiratory infections in the infant.  According to Klinnert, parenting problems are thought to bring about a special, developmentally salient stress, severe enough to alter the child's immune system: 

Characteristics of the early care giving environment . . . are associated with school-age asthma among children who are at a familiar risk. . . . If parenting difficulties affect infants in the manner that environmental stress affects adults, then perhaps the quality of care giving has an effect on certain aspects of infants' immune systems (p. 6).

Mrazek, Klinnert, Mrazek, & Macey (1991), in an earlier article, using the same cohort, stated that there was a clear relationship between parenting difficulties and later airway reactivity but it was not possible, at that time, to make any conclusions about the underlying mechanisms involved.

Bonding and Pediatric Asthma

A series of studies from the Erickson Institute in Santa Rosa appears to have identified one of the mechanisms that connect pediatric asthma with the parenting difficulties noted in the Denver studies.  The Erickson Institute in Santa Rosa’s studies found a significant correlation between childhood asthma and disruptions in maternal-infant bonding.

Maternal-infant bonding, as used in these studies, is a construct developed by Klaus and Kennell (1976, 1981) that describes a physical, emotional, and biological attachment between a mother and her child.  Klaus and Kennell perceived it as a complex interaction in which a strong emotional response pattern is mutually appreciated, anticipated, and reinforced. 

 Klaus and Kennell also identified events which can disrupt bonding.  They presented two major impediments to the bonding process: (1) physical separation at birth and (2) emotional separation in the mother due to some traumatic event.  When either of these types of events is present the likelihood of bonding decreases.

(1) Physical separation may occur for a variety of reasons, including general anesthesia, C-section deliveries, intensive care nurseries, adoption, postnatal illnesses in the mother or child, or any other hospital procedure which keeps a mother from being with her child after birth (Klaus and Kennell, 1976; Kennell and Klaus, 1998).

(2) Emotional separation can occur when the mother is undergoing a trauma of such intensity that it distracts her from, or interferes with, bonding.  These traumatic events may include a death in the family, marital problems, a move away from friends and family, a recent miscarriage, homelessness, or addiction.  When the mother is going through a trauma of this nature, the likelihood of bonding to her new baby is greatly reduced (Klaus, Kennell, & Klaus, 1995; Madrid, Skolek, & Shapiro, 2004). 

Klaus pointed out some that mothers are very resilient and often overcome such separations; but when they cannot, it create a bonding problem (Klaus, 2004).

Events which interfere with bonding have been associated with a higher risk of developing childhood asthma.  Xu and associates (Xu, Plekkanen, & Jarvelin, 2000) have shown that obstetrical complications and low Apgar scores are associated with a high risk of asthma.  In the same vein, Annesi-Maesano and colleagues (Annesi-Maesano, Moreau,, & Strachan, 2001) report that in utero and perinatal health issues in child and mother increase the risk of developing asthma.  These findings fit with Klaus and Kennell's (1976) observations that bonding can be interrupted if a child is sick and that worrying about a child with a temporary disorder may have long-lasting consequences.


Using the concept of maternal-infant bonding, Feinberg (1988) compared the bonding of 30 pairs of mothers and their asthmatic children with 30 pairs of non-asthmatics.  He found that bonding failures occurred three times as frequently in the asthma group (84%) as in the non-asthma group (24%).   


Schwartz (1988) studied another set of 30 mother-child pairs, finding that 29% of non-asthmatics were judged as non-bonded compared to 86% of asthmatics.  She also found that more than one critical event was endorsed by 70% of asthmatics, but by only 24% of non-asthmatics.  The relationship was significant enough for her to conclude, "If a child has asthma, he most likely is not bonded" (p. 84).


Pennington (1991) found that four "non-bonding events" were most predictive of asthma: delay in holding the baby, family death in first year, emotional problems during pregnancy, and emotional problems in the first year.  He theorized that a child's lack of connection with his mother "generates fear and its related behaviors, including endocrine and autonomic responses which lead to release of mediators responsible for broncho-constriction" (p. 163).

It is possible that mother-child difficulties, noted for decades by those who have studied pediatric asthma, may be linked to disruptions in bonding.  These bonding problems, in turn, have been shown to be caused by separation at birth or maternal emotional preoccupations.  If this is the case, then it is conceivable that asthmatic symptoms, which result from bonding problems, may be improved by repairing the impaired bond.

Repairing Bonding Problems to Improve Asthma
Two studies have tested the hypothesis that childhood asthma symptoms can improve though a treatment which repairs the bonding problem.  In the first study (Madrid, Ames, Skolek, & Brown, 2000), six mothers of asthmatic children ( ages: 7 months to 12 years) with histories of disrupted bonding were treated with a therapy aimed at hypnotically repairing the bond with their child.  Four of the children were then briefly treated to reinforce this repair, and two infants were not further treated.  Eighteen variables were studied before treatment, after the mother's treatment, and after the child's treatment.  There was improvement in all 18 variables.  Five children experienced complete or nearly total improvement in their breathing, including two infants who had a complete remission of all symptoms.


In the second study (Madrid, Ames, Horner, Brown, & Navarrette, 2004), the mothers of 15 children (ages: 1½ to 14 year) were similarly treated. The children were not treated.  Twelve children's symptoms improved.  Of the ten who were regularly taking medications, eight no longer needed them.  There were seven Mexican-American mother-child pairs treated; and all these children improved, using a bilingual bicultural counselor. 

In these studies, the prenatal and perinatal histories that appeared to impair bonding included: marital problems, deaths in the family, recent miscarriages, illnesses in the child or mother, homelessness, C-section deliveries, emotional problems in the mother, and separation from the child after birth. 

 
The remainder of this article will describe this type of therapy.

Hypnotic Repair of Disrupted Bonding

There are three parts to this therapy: (1) identifying the impediments to bonding; (2) using hypnosis to remove the impediments to bonding; and (3) using hypnosis to create a new, bonded birth.

As an example, if a baby were taken away from its mother immediately after birth and kept away for two days, (1) that event would be identified as the cause of the bonding problem; (2) the pain of that separation would need to be cleared from the mother; and (3) the mother would then be guided to experience a new birth in which her baby remained with her.  

For another example, if a mother became pregnant soon after her father's death, (1) that event would be identified as the cause of the impaired bonding; (2) the grief would need to be removed; and (3) then the mother would be taken through a new birth, experiencing it joyfully.  

Identifying the Impediment to Bonding

For this type of therapy to work, one needs to know if there is the possibility of a bonding problem and what specifically happened to create that bonding problem. Bonding problems are often identified by a mother's statements about her child.  She might say that there was always something wrong with her child, that he or she was colicky, that he or she was difficult to please, or that he or she was always fussy.  Mothers often say that there was something wrong with the baby from birth or note that her child seems over-demanding, clingy, or sometimes cold.  Some mothers might say that they don't feel the same about this child as they do their other children. 

A therapist often can get a fast indication if bonding occurred by asking the mother how she felt when she first saw or held her child.  If she says something that is filled with positive emotion, like "I was thrilled," or "this was the high point of my life," then bonding probably did occur. (However, it is still possible that something interfered later on.)  If the mother says something noticeably devoid of emotion or full of negative emotion, like "I was frightened," or "I thought she was cute but I had no feelings," or "I was exhausted and could hardly wait to go to sleep," then probably bonding did not occur.

It is important to note that these feelings are not the result of a personality flaw in the mother or child.  They are the usual and expected feelings and behaviors when mothers do not bond (Klaus & Kennell, 1976).  The task, for the therapist, is to find out what happened to cause this problem.

Maternal-infant Bonding Impediments

The following checklist has been helpful in identifying events, both physical and emotional, which typically interfere with bonding.  Most of these are taken from Klaus and Kennell's 1976 book, Maternal-infant bonding.

	PHYSICAL SEPARATION

	Mother was separated from child at or after birth.

	Mother had a very difficult delivery.

	Child was sick at birth.

	Child was twin or triplet.

	Child was removed to an Intensive Care Nursery or incubator.  

	Mother was anesthetized at birth.

	Mother was very sick after the birth.

	Mother was separated from child in first month.

	Child was adopted.

	Other separation occurred.

	

	EMOTIONAL SEPARATION

	Mother had emotional problems during pregnancy.

	Mother had emotional problems after birth.

	Mother had a death in the family within two years of birth.

	Both Mother and father were separated before birth or soon after.

	Mother was addicted to drugs or alcohol at birth.

	Mother moved before or soon after birth.

	Severe financial problems.

	Unwanted pregnancy.

	Mother miscarried within two years of child's birth.

	New romance in mother's life.

	Other event which could have interfered with bonding.


If one or more of these events is endorsed by the mother, then the therapist has pinpointed the cause of the bonding problem.  Not all maternal-infant bonding problems lead to asthma, and not all asthmatics have histories compatible with bonding problems.  However, when an asthmatic child has a history compatible with a bonding disruption, then there is a good likelihood that he or she can be helped with this type of therapy.

Using Hypnosis to Remove the Impediments
 to Bonding.

It is helpful for the therapist to discuss the concept of maternal-infant bonding with the mother.  Often mothers have known that something has been wrong and have blamed themselves, or have been blamed by others, for the disturbance in their relationship with their child.  When they hear that the trouble has been caused by circumstances outside of their control, they are often greatly relieved.   Their participation in the therapy is enhanced by such discussions.  

When the bonding impediment is identified, the mother is hypnotized and asked to heal this interfering event (or events).  Simple hypnotic suggestions seem to accomplish this task.  We use a general purpose suggestion coupled with an ideomotor signal (Cheek & LeCron, 1968) in the following fashion:

Resolve and heal the grief and pain that you were experiencing during the pregnancy (or during the birth, after the birth, etc.) and all memories of the feelings during that time.  And when that is all gone, then your index finger will float. . . . Is there any more grief in you from that time?  (If so, then she is asked to clear out the remaining grief.)


Although it may seem inconceivable that a long-standing problem can be resolved in such a quick fashion, one must remember that the problem has often been resolved or partially resolved since the time it happened.  It is the residual of the impediment, felt at the time of the pregnancy, that is the current concern.  In the words of one mother who lost a child before she conceived a second child who later developed asthma, "I already am over the death of my first child."  True, but she needed to feel what it was like to conceive her second child without the grief surrounding the death of her first child.  The grief around the non-bonding event is usually quite circumscribed and can be resolved in short period of time.  


Discovering the key bonding impediment is essential.  The therapist may work through several "red herring" impediments before the real impediment is identified and resolved.  For example, a seven year old child with asthma, on bronchodialators and rescue inhalers, was diagnosed when he was one year old.  His mother was left abandoned and destitute by her husband, when he found out she was pregnant.  She showed every sign that she nevertheless had bonded with her son at birth.  This was evident when she stated that she was ecstatic when she first saw her son (and she was noticeably moved talking about it).  In hypnosis, she also confirmed, through ideomotor signals (Cheek & LeCron, 1968) that being abandoned was not a problem.  However, her son's first asthma attack occurred at one year of age, when the mother was physically assaulted on the street coming home from work.  She suffered PTSD from the attack and was unable to stay emotionally connected to her son.  It was clearly evident that this was the bonding inhibitor because her son went to the hospital suffering from asthma within a day of the attack.  When this trauma was resolved and a new birth was created, the child's asthma symptoms remitted and he no longer needed his asthma medication.

Using Hypnosis to Create a New Bonded Birth


After the impediments to bonding are removed, resolved, or healed, a new birth needs to be created and felt by the mother.  Under hypnosis, she is asked to imagine how the birth would have been had there been no impediment.  If a mother was grieving the death of her father at the time of her son's birth she is asked to know what it would have been like to be pregnant and give birth in a joyful state.  This is done after the grief is fully resolved.  Likewise, if a mother was anesthetized and unable to see her son for several hours after his birth she is given the opportunity to hold her child after he was born. This is done after the memories of being without her son are resolved.


The mother is asked to go through and confirm the three stages of pregnancy in this hypnotic protocol.  She is asked to experience the first trimester of pregnancy in a healthy and joyful fashion with her unconscious mind signaling when that is accomplished.  In a similar fashion, she is brought through the remaining two trimesters.  Then she is brought through a quick and easy birth process.  She is asked to indicate through ideomotor signals when her child takes his first breath.  She is instructed to spend the first hour with her child with all the sensations involved.  Then she is brought through the first day, the first week, and the first month, with hypnosis quickening the speed.  She is brought through any time, which formerly had impediments, right up to the present time.  Finally, her unconscious mind is asked if it can take this history as a new emotional history and keep it in her heart to remember and enjoy.


If at any time there seems to be a difficulty in getting an ideomotor response that a task has been accomplished it usually means that the mother still has an issue that has not been resolved.  She will need to return to the issue and do more clearing or learning about it before she can experience the birth in this resolved fashion.


This work usually can be done in four to five sessions: One session is done to gather the history and to introduce the mother to hypnosis; one to three sessions to do the therapy; and, one session for follow-up.


For cases involving older children, the children may need some hypnotic work themselves.  Teenagers who are going through the developmentally appropriate separation and individuation process may have some issues that need to be explored.  Furthermore, some children may have some conditioning or attitudes in place that need exploring and reconfiguring.  Young children, however, seem to respond when the work is done entirely with their mothers; the younger the child, the more successful the therapy, with children under 9 having the most benefit from this treatment (Madrid et al., 2004).

Example #1


A young mother got pregnant the first time she had sex, at the age of 14.  The child's father broke up with her in the second trimester and left the state in which she lived.  She had toxemia and was very sick throughout the pregnancy.  Labor was induced in the eighth month.  When she first saw her son, she remembered feeling overwhelmed and unready for the task.

After she was released from the hospital, she lived with various family members until she landed with her great aunt who was very judgmental and critical.  At the time of treatment her baby was 9 months old.  She said that her child got seriously sick and was put on asthma medication when he was four months old.  She used a nebulizer for him twice daily and she stated that her son had not been a healthy child since he first got sick. She said that it seemed as if there was always something wrong with him.  


She was seen four times.  The first and second time was for one hour and the third and fourth time for 20 minutes. The first meeting was dedicated to gathering history and introducing her to hypnosis.  At the second meeting she was asked to clean out the old painful memories, and then, a new birth was imagined, in the following fashion:

Clear out the pain and worry that you felt during your pregnancy, especially when your boyfriend left you.  When you have done that, your index finger will float. . . .  (It floats.)  Now clear out all of the illness and the memory of the worry that you felt during your pregnancy, and when you've done that, your index finger will float again. . . .  (It floats.)  Clear out the early birth, the fears associated with it, and the pain and suffering; and when you have done that, your index finger will again float. . . . (It floats.)  Now, you can imagine that you have gotten pregnant, and you are joyful about this.  When your unconscious mind knows how this feels, your index finger will float. . . .(It floats.)  And now you are healthy through the first trimester, and when your unconscious mind knows how this feels, your index finger will float. . . .  (It floats.)  Now you got through the second trimester, healthy and happy; and when your unconscious mind knows this, your index finger will float. . . .  (It floats.)  When you go through the third trimester and healthy and ready for the baby to be born your index finger will again float. . . . (It floats.)  The baby will soon be born, easily, and when he takes his first breathe your index finger will float. . . . (It floats.)  Now they place the baby on your chest and he sees you and hears you and you see and feel him.   When your unconscious mind knows this your index finger will float. . . .  (It floats.)

She remarked that she felt wonderful thinking about holding her son without being scared.  She now knew what it felt like to have a happy pregnancy and birth.  

The child, however, did not improve after that session; in fact, he got worse with a cold.  At the third session, she identified guilt as still impeding her connection and she cleared out the guilt about being pregnant at a young age: 

Now you don't need that guilt, which you have carried with you all this time; and it's time to clear it out.  Go right ahead and do that, and when you've done that, your index finger will float. . . .  (Finger floats.)

At the fourth meeting, two weeks later, she reported that her son was no longer wheezing and that she had discontinued the use of the nebulizer, and that he was no longer using any medication.  For the first time since he was four months old, he was acting and looking like a healthy baby.  Her son continued to be symptom free at a follow-up phone contact ten months after treatment.

Example #2


A 10 year old girl was severely asthmatic and she was kept stable with the use of several types of medications.  The mother described her daughter as continually sickly and unable to be a normal child.  Her mother conceived her six months after a first child had died in an automobile accident.  

The treatment took one session.  The mother was taken back in hypnosis to the time just before she conceived the 10 year old and asked to remove all the grief that existed at that time.  When she indicated that this was accomplished she was asked to see what it was like to be happily pregnant, experiencing her pregnancy, birth, and postnatal period.  She was taken through these experiences step by step in a similar fashion as in the first example.  Her unconscious mind was instructed to indicate, by ideomotor signals, when each of the tasks was achieved.  Her unconscious mind was asked to keep these feelings and memories in her heart and to build on them.  The mother phoned three days after that session, saying that her daughter was playing soccer for the first time in her life and had been totally symptom free.   Four months after treatment, the mother reported that her daughter was still symptom free.

Example #3

A seven year old girl was diagnosed with asthma at one year of age and was on a full regimen of medications including several courses of steroids yearly.  Her mother reported that she had been in the emergency room at least once a month for the past year and that she was up almost every night coughing and have difficulties breathing.  

Her mother reported that she did not have any feelings for her daughter, although she knew that she should, and that the daughter deserved it.  She was quite sad about this.


The story of the girl's birth was filled with impediments to bonding.  The husband left the family during the pregnancy, leaving the mother heart- broken.  Her own mother was in the labor room berating her and the labor room nurse was mean.  Her doctor could not be present for the delivery and she was given an unfamiliar doctor.  When the baby was delivered she was jaundiced and taken away from the mother for many hours.  When the mother was ready to leave the hospital the baby remained there because she was still jaundiced.  When the mother returned to receive her baby, several days later, she remembered feeling that the baby seemed to belong more to the hospital nurses than to her.


The mother was hypnotized and the horrible birth history was cleared using a direct suggestion to do so in the following fashion:

All of the pain, suffering and grief surrounding the birth of your child can be cleared in this state of hypnosis.  Heal the pain that has been there for all these years—the pain about your husband leaving you, the pain about your mother berating you, the sadness and fear about not having your own doctor, the fear of your daughter being sick at birth and taken away from you, and the fear and sadness of not being with your daughter for a long time after she was born….all of this.  And when this is all cleared, your index finger will float.

 She accomplished this in two minutes, probably because she had resolved much of this in the interim.  Then a new history was presented which included all the features that the mother wanted.  Ideomotor signals indicated that everything was accomplished.  When the unconscious mind was asked if it could accept this new history it said, "No."  

The mother was brought out of hypnosis to discuss this.  She said that she had put too many difficult years into this daughter and it was ludicrous to think that everything could be changed with a snap of the finger.  She was returned to hypnosis and asked if she could keep the original history on one side of a divided highway and this new history on the other side, using whichever side she wanted at any time.  The unconscious mind, through ideomotor signals, said, "Yes."


The mother reported that her daughter's asthma disappeared that evening.  She no longer wheezed, even at night.  She no longer needed any medication.  She also mentioned that, much to her surprise, she now loved her daughter.

Conclusion

A type of therapy that focuses on disrupted bonding and on re-creating a new bonded birth history seems to have a direct bearing on improving the condition of children with asthma.  Hypnosis is the vehicle demonstrated in this article, although it is thought that other therapies, including EMDR (Madrid, Skolek, &  Shapiro, 2004), may be effective. 


Why this happens is still unknown.  Klinnert and her team think that the child's immune system, which is directly related to asthma, is weakened by the stress of the strained relationship between mother and child (Klinnert, et. al., 2001).  Not all stress does this, but the stress which is developmentally salient, and a mother's lack of attachment to her child, is certainly that.  Pennington postulated that non-bonding leads to fear which weakens the immune system and leads to the release of mediators that affect broncho-constriction (Pennington, 1991).


It seems possible that bonding may be the mediating variable between pediatric asthma and many of the emotional and behavioral characteristics of mothers and children which have been described for decades by authors in the childhood asthma field (French & Alexander, 1941; Pennington, 1991; Schwartz, 1988).  

From this viewpoint, it is clear that there is no such thing as an "asthmatogenic mother."   It is my conclusion that it is not through a maternal personality flaw that a child gets asthma; rather, it is through accidental events around birth that some children become asthmatic.  


Further, it is interesting to note that when mothers are treated with bonding therapy, their children improve without any work on parenting skills.  It seems that parenting skills automatically improve as their connection with their child improves.  


We do not know the incidence of asthma within the population of children who are not bonded.  We do know that non-bonded children seem to comprise a large subset of all asthmatic children.  From initial investigations, it appears that non-bonded asthmatic children can be helped, by repairing the bond between mother and child, especially in younger children. It would be good for those who work with pediatric asthma to check birth histories, looking for those events which are known to impede bonding.  
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Abstract: Maternal-infant bonding is an intense emotional tie between mother and infant

that often begins during pregnancy and continues after birth. Prolonged physical separation

from one’s infant or traumatic interference can sometimes impede this process, leading

to a lack of bonding. Whereas   many medical procedures and illnesses can cause mother

and child to become separated immediately after birth and affect bonding, other causes of

emotional separation may be somewhat more difficult to identify. Nevertheless, maternal

trauma has been identified as one such form of emotional separation that can interfere with

bonding. This article illustrates the application of Eye Movement Desensitization and

Reprocessing (EMDR) for addressing bonding difficulties related to trauma issues. EMDR

is an integrative psychotherapy that uses a standardized eight-phase approach to treatment

and is a well-accepted treatment for trauma. Although more research is needed, this case

suggests that EMDR may be an appropriate and efficient treatment for bonding difficulties.
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1 THEORETICAL AND RESEARCH BASIS

Maternal-infant bonding has been described as an intense physical, emotional, and spiritual connection between mother and infant. This connection leads to a complex interaction in which   this strong union is mutually expressed, appreciated, and reinforced.  Immediately after birth, mother and baby often move through a behavioral sequence involving mutual gazing, touching, fondling, nuzzling, and kissing (Klaus & Kennell, 1976). This maternal-infant bond is the foundation for the infant’s later attachments and forms the basis for his or her sense of himself or herself (Klaus & Kennell, 1982). It appears as though the strength and richness of this connection will have a significant bearing on the child’s ability to form and maintain attachments throughout life.


Mothers who do not have sufficient early contact with their infants may act differently

from those who do. In many studies conducted over 30 years, the negative consequences

of separation have been explored and described. For example, Klaus and his associates (1972) compared the behavior of two groups of mothers: one group had routine contact that included separation (except for brief contact for identification at 6-12 hours after birth) and a second group had extra contact (1 hour of contact with the nude infant within 3 hours of birth, plus 5 additional hours of contact each day over the next 3 days). At 1 month, compared with the control, the extra contact mothers demonstrated more soothing, fondling, and eye-to-eye contact during feeding. At 1 year, the extra contact mothers soothed the infant more during physical examinations.


Sousa and associates (1974) gave an extra contact group early and continuous contact, placing the infant crib beside the mother. The normal routine group was just given a glimpse of the baby at birth followed by a 12- to 24-hour separation with 30-minute contacts every 3 to 4 hours. At 2 months, 77% of the extra contact mothers were still lactating, compared with 27% of normal routine mothers. Johnson (1976) found similar results: At 2 months, five out of six early contact mothers were still breastfeeding, but only one out of six late contact mothers were doing so.


de Chateau (1976) found that extra contact mothers (who were not separated from their infants) almost always held the newborn on their left arm. If there was a separation of 24 hours or more (considered the normal routine), the babies were held on the mother’s right side and there was less overall contact. One third of the normal routine mothers were seen to carry their infant awkwardly in their hands rather than in their arms. At 3 months, extra contact mothers kissed and looked lovingly at their babies more often, cleaned them less, and breastfed more. At 3 months, their babies smiled and laughed more and cried less.


O’Connor, Vietze, Sherrod, Sandler, and Altemeier (1980), in a study of low income mothers, gave an extra contact group 6 additional hours with their infants each day for 2 days, compared with a normal routine group whose contact was limited to 20 minutes every 4 hours for feeding. During a 17-month follow-up, they found that normal routine babies experienced more abuse, neglect, abandonment, and nonorganic failure to thrive. Similarly, in a hospital in Thailand where there were many instances of babies abandoned by their mothers, the introduction of rooming-in and early contact with suckling reduced the frequency of abandonment from 33 in 10,000 births a year to 1 in 10,000 (Kennell & Klaus, 1998). The authors state that when early contact and rooming-in were introduced in Russia, the Philippines, and Costa Rica, comparable results were noted.


From these and other studies, there is reason to believe that, compared with those who are not separated from their babies, mothers who have restricted access treat their infants differently. Although the behaviors may be subtle, nonbonding can be detected, especially if a therapist is aware of the clues. Although the terms are occasionally used interchangeably, the term bonding usually “refers to the emotional tie from parent to infant; attachment generally is used for the tie from infant to parent” (Kennell & Klaus, 1998, p. 4). A lack of bonding is different from an attachment disorder. According to Bowlby (1978), a bonding failure refers to and results in a lack of feelings in the mother.  Bonding problems are not usually categorized as a DSM disorder.


Bonding often starts during pregnancy and increases after birth. Although the 1st hour after birth seems to be a significantly valuable time in the bonding process (Kennell & Klaus, 1998), the feeling of maternal love does not always arrive for every mother immediately at birth. A good percentage of mothers report that they first felt bonded to their baby some time later, even a week afterward. Failures to bond, however, are generally thought to be associated with prolonged separation after birth or with emotional separation caused by traumatic interference. The former can occur when infants are kept in an intensive care nursery, when a mother is sick and unable to be with her baby, when there is general anesthesia, or when a mother is sent home without her baby. Adopted children, understandably, may also often fall into this category. Mothers are extremely resilient and can often overcome such separations, but when they cannot, it is a bonding problem.


Although physical separation is easily identified, emotional separation, which may also be at the root of a bonding problem, may not be readily recognized. Emotional separation can be caused by traumatic interference, which may occur when a mother is experiencing an emotion that is so strong that it competes and interferes with the emotions of bonding. For example, if a mother has just lost her father and she is about to deliver, it may be difficult for her to bond with her baby. Similarly, if her husband has recently left her for another woman, she may have a difficult time bonding with her baby. The probability of bonding will be diminished following such events as a death in the family, moving to another town, a husband’s desertion, a recent miscarriage, an abortion, infidelity of a husband, or sickness of a close relative (Klaus, Kennell, & Klaus, 1995; Madrid, Ames, Horner, Brown, & Navarrette, 2004). Klaus and Kennell (1976) report that detrimental effects may occur if the mother has had something traumatic happen within 2 years of the time of the birth. They have further reported (Kennell & Klaus, 1998) that, generally, parents can only become attached to one infant at a time, which can negatively affect bonding to twins and triplets.


When a mother is not bonded, a therapist often hears her say that there has been something wrong with her child right from the beginning or that it was never cuddly or affectionate. She may say that they never got along or that the baby did not seem to love her. Observers may note that there are parenting difficulties or that the mother does not seem to know how to interact with her baby. Such a child may be described as colicky or difficult to comfort. Occasionally, a mother will frankly state that she does not have any feelings for her child, despite a desire to be otherwise. It is this lack of maternal feeling that is at the heart of failures to bond.

2 CASE PRESENTATION AND

PRESENTING COMPLAINTS


Lucile, whose name and identifying information have been changed to protect her anonymity, is a typical example of one of the 75 cases of bonding difficulties treated by the first two authors. She was referred by a graduate student who knew of our work.  Lucile was the mother of a 5-year-old daughter. Her complaint was that she did not like being a mother. In her words, “My daughter wears me down and pulls on me all the time. She rubs on me; we grate on one another. I don’t even like being around her.” She was disappointed about this because she had looked forward to being a mother. She shook her head in disbelief: Her life as a mother was terrible.


Lucile’s friend, the graduate student, provided encouragement by informing her that her feelings were quite ordinary for mothers who had difficult pregnancies and births. Lucile had always felt that it was her fault, but she was now beginning to believe that it was the result of things beyond her control.

3 HISTORY


 When she described her pregnancy, delivery, and postpartum period, the reasons for Lucile’s lack of maternal feelings were obvious. It was a planned pregnancy, but almost everything else was accidental and distressing. She and her husband had been living in a small town that they loved and where they had close friends. In her first trimester, her husband was transferred to another town, 800miles away, where they knew no one. Lucile soon became severely nauseated, and it lasted until she delivered. During the 9 months of pregnancy, she was continuously nauseous and vomited daily, which required her to stay in bed most of the time, under close medical supervision. She described the pregnancy as “one long nightmare.”


The labor was hard and long, lasting 35 hours. An emergency Caesarean section was eventually required. Battered and exhausted, Lucile did not remember seeing her baby or even knowing the gender. She fell asleep and when she awoke 3 hours later, asking for her baby, the staff did not accommodate her. She was not allowed in the nursery to see her baby. After several hours, the baby was brought to her and she remembered thinking, “Something is wrong here. I don’t feel anything.”


Before she left the hospital, Lucile was told that she had diabetes and required treatment. She went home feeling physically terrible and depressed. She remembered thinking about her life and her baby, “What’s the point of all this?” After 5 months, she was placed on antidepressants, which eventually helped to resolve her acute depression. However, she felt that she was “out of it” for the entire 1st year.

4 ASSESSMENT


A question that often identifies nonbonding is, “How did you feel when you first held or saw your baby?” Bonded mothers commonly report that they were ecstatic, thrilled, moved, or otherwise swept away by wonderful emotions. Mothers who did not bond may say that they were frightened, unsure what to do, nonplused, surprised that this was their baby, or otherwise nonexuberant. Some say that they do not remember. Although the answer to this question may identify a nonbonded mother and child, to provide appropriate treatment, additional information is often required. We use the following inventory to help us identify events that are commonly linked with bonding problems. Experiences such as these were termed nonbonding events by Pennington (1991).
NONBONDING EVENTS
Physical Separation

Mother was separated from child at or after birth.

Mother had a very difficult delivery.

Child was sick at birth.

Intensive care nursery or incubator.

Mother was anesthetized at birth.

Mother was very sick after the birth.

Mother was separated from child in 1st month.

Child was adopted.

Other significant separation occurred.
Emotional Separation

Mother had emotional problems during pregnancy.

Mother had emotional problems after birth.

Mother had a death in the family within 2 years of birth.

Mother had a miscarriage within 2 years of birth.

Mother and father were separated before birth or soon after.

Serious marital problems.

Mother was addicted to drugs or alcohol at birth.

Mother moved before or soon after birth.

Severe financial problems.

Unwanted pregnancy.

Child was twin or triplet.

Other event that could have interfered with bonding.

5 CASE CONCEPTUALIZATION


Hypnosis has previously been identified as a method to repair the broken maternal-infant bond in the treatment of pediatric asthma (Madrid et al., 2004; Madrid, Ames, Skolek, & Brown, 2000; Madrid & McPhee, 1985; Madrid & Pennington, 2000).Because trauma is often at the root of the nonbond, Eye Movement Desensitization and Reprocessing (EMDR; Shapiro, 2001) also presents itself as a natural and effective therapeutic process to repair the fractured bond. In fact, EMDR has been used to resolve maternal trauma issues and subsequently improve the maternal-child interaction (Lovett,1999; Shapiro & Forrest, 1997; Shapiro & Maxfield, 2003; Tinker & Wilson, 1999).  This article will describe a specific bonding therapy using EMDR.


As an integrative psychotherapy, EMDR has been recognized as an effective treatment for posttraumatic stress disorder (PTSD) (Bleich, Kotler, Kutz, & Shaley, 2002; Chemtob, Tolin, van der Kolk, & Pitman, 2000; Clinical Resource Efficiency Support Team, 2003; Department of Veterans Affairs & Department of Defense, 2004), with many randomized studies supporting its efficacy (Carlson, Chemtob, Rusnak, Hedlund, & Muraoka, 1998; Ironson, Freund, Strauss, & Williams, 2002; Jaberghaderi, Greenwald, Rubin, Dolatabadim, & Zand, in press; Lee,Gavriel, Drummond, Richards, & Greenwald, 2002; Marcus, Marquis, & Sakai, 1997; Power et al., 2002; Rothbaum, 1997; Scheck, Schaeffer, & Gillette, 1998; Soberman, Greenwald, & Rule, 2002; Wilson, Becker, & Tinker, 1997; Wilson, Tinker, & Becker, 1995; for reviews, see also Maxfield & Hyer, 2002; Perkins & Rouanzoin, 2002; Shapiro, 2001). The adaptive information processing (AIP) model is the theoretical framework behind EMDR and provides an explanation for the effect of traumatic experiences on functioning (Shapiro, 2001).


The AIP model describes a learning process by which new experiences are linked with similar ones within the memory network to make sense of the related information.  In addition, forging of appropriate associations to bring disturbance to an adaptive resolution is one of the functions of information processing. However, the intense affect accompanying trauma can interfere with this process, isolating the traumatic experience, including the related thoughts, emotions, and sensations, within the memory network.  Subsequent similar experiences may then activate this material, potentially triggering the nightmares, flashbacks, and intrusive thoughts associated with PTSD, as well as the negative affects, sensations, and beliefs associated with other clinical complaints (Shapiro, 2001, 2002).


In terms of defining trauma, the AIP model delineates between “large-T“ and “small-T” traumas. Large-T events are those Criterion A events necessary to diagnose PTSD. They are easily recognized as traumatic and may include experiences such as assaults, natural disasters, and traffic accidents. Small-T traumas, on the other hand, include comparatively minor events such as experiences of humiliation, rejection, and neglect, which may negatively affect the information processing system.  Many types of separations and loss, although not raising to the level of Criterion A events, can still be considered traumatic and may negatively affect the mother’s caretaking ability.


Although a mother’s ability to bond with her infant may be affected by many factors, a traumatized mother may find it difficult to respond appropriately to the needs of her infant (Hesse &Main, 1999, 2000). Rather than responding in a caring and nurturing fashion to her infant’s cries, this mother may unknowingly distance herself and react with anxiety, fear, anger, sadness, or distress. If the mother frequently responds in this manner, the child is likely to experience physiological and psychological consequences (Hesse & Main, 1999, 2000; Perry, 1997; Schore, 1994; Shapiro & Forrest, 1997; Shapiro & Maxfield, 2003; Siegel, 1999, 2002; van der Kolk, 2002). Processing the trauma through EMDRtreatment may provide some resolution for the mother, freeing her to respond appropriately and to provide nurturance to her child. Subsequent treatment of the child’s attachment difficulties is also important, if not spontaneously resolved by the new dyadic interaction.


EMDR is an eight-phase treatment using standardized procedures and protocols that have been designed to facilitate information processing by connecting the dysfunctionally stored traumatic memory with more adaptive information in other memory networks. During part of the EMDR treatment, all aspects of the memory, including the image, cognitions, affect, and bodily sensations, are accessed while the client simultaneously focuses on a form of dual attention stimulation, such as bilateral eye movements, tones, or hand taps.  A client-directed, free associative process is used to elicit further information as the client is directed to “let whatever happens, happen.”


Several studies have investigated hypotheses concerning the role of the eye movements

in the therapeutic process. The observed decrease in arousal, emotionality, and vividness of memory has been posited to be the result of an evoked orienting response (Barrowcliff, Gray, Freeman, & MacCulloch, in press; Barrowcliff, Gray, MacCulloch, Freeman, & MacCulloch, 2003).Others have posited a direct effect on the visuospatial sketchpad of working memory (Andrade, Kavanagh, & Baddeley, 1997; Kavanagh, Freese, Andrade, &May, 2001; Sharpley, Montgomery, &Scalzo, 1996; van den Hout, Muris, Salemink, & Kindt, 2001). The accessing of more adaptive information during EMDR has been posited to be linked with the processes of REM sleep (Shapiro, 1989, 2001; Stickgold, 2002) and some empirical support has been found for this thesis as well (Christman, Garvey, Propper, & Phaneuf, 2003; Kuiken, Bears, Miall, & Smith, 2001- 2002).


Eye movements and other forms of dual attention stimulation used in EMDR are incorporated within the context of a comprehensive treatment, which uses eight standardized phases (Shapiro, 2001). The EMDR therapist begins by determining the client’s readiness for treatment and identifying the appropriate targets for processing (Phase 1: Client History). The client is then given the requisite education and is prepared for the potentially intense nature of treatment (Phase 2: Preparation). When the target is accessed for processing, there is a structured identification of the relevant components, including the image, cognitions, emotions, and sensations (Phase 3: Assessment). Ratings of the client’s distress (Subjective Units of Disturbance; SUD) and cognitive assessment (Validity of Cognition; VOC) are obtained to monitor the client’s progress, as (a) past events, (b) present triggers, and (c) future templates are targeted for reprocessing.  This reprocessing occurs in Phases 4 through 6 (Desensitization, Installation, and Body Scan; see Shapiro, 2001, for a full delineation of phases).


In the case of nonbonding, the therapist targets the identified nonbonding event or  impediment that interfered with bonding and focuses on this during the reprocessing phases. For example, if the mother’s father died a month before the baby was born, during the assessment phase she is asked to focus on his death, bringing up an image that represents that time, along with the negative self-defining belief (e.g., I can’t be a mother now), the alternative positive belief (e.g., I have love in my heart for my baby), the negative emotion (e.g., sadness), and physical sensation (e.g., “my chest is caving in”). Baseline ratings are obtained of emotional distress (0-10 SUD scale) and the perceived validity of the positive cognition (1-7 VOC).


During processing, sets of eye movements (or other bilateral stimulation) are initiated

according to the standardized EMDR procedures and protocols until the sadness is no longer felt (e.g., SUD of 0 or 1 out of 10) and the positive cognition is felt to be “completely true” (i.e.,VOC7). Each of the events that impeded bonding is processed in this fashion, until none remain. For example, her father’s death is processed, then the child’s sickness and subsequent removal to an intensive care nursery, then returning home without the baby, and then her mother criticizing her when she got home. These past events are targeted and processed until they no longer trigger negative emotions or cognitions for the mother. During processing, new insights and emotional shifts will be apparent.


Mothers are often surprised at the intensity of the emotions that are evoked during this part of the therapy.  Understandably, mothers often hide how horribly they feel about the disrupted birth of their child. We have heard mothers say, “I forgot how bad I felt; now, it’s clear why this was so hard on me.” This newly awakened memory of the trauma and its subsequent processing is reported to be very cleansing and relieving—a perfect first step toward a new relationship with her child.


When all of the nonbonding events are resolved and current disturbing triggers are addressed, then the new birth template is ready to be evoked. The mother may have already started to imagine a new birth during previous sessions. If so, one needs only to embroider upon that. If not, a future template is created by asking her to imagine, in stages, how the birth could have been without this trauma and to report on how real it seems. This is then reinforced through a series of short sets of eye movements.


During this phase of treatment, we typically evoke positive imagery to emphasize all of the stages of pregnancy and birth, from first learning of the pregnancy, through all of the three trimesters, and eventually to the labor, delivery, and first breath. The immediate postpartum period, including the first few hours, the remainder of the hospital time, and the first few days at home, right up to the first few weeks and months, is also emphasized. It is important to go through the time that the original trauma or nonbonding event existed. For example, if her father died during the second trimester, she is asked to imagine how that trimester would have felt without that sadness. Once she is able to experience that feeling, it is reinforced with a series of eye movement sets.


If the mother cannot feel “real” about a particular stage or image, we have found that it usually means that there is a trauma or issue that has not yet been resolved. She is asked to return to that and to process it fully.  Once this has been accomplished, she can return successfully to the new birth image. The therapist may ask the mother to bring this new history right up to the present time. Mothers frequently report that they now know how it would have felt to give birth to their child in this fashion.


The client is instructed to keep a log between sessions to identify further targets for treatment (Closure Phase). The final phase of treatment, Reevaluation, occurs at the beginning of each subsequent session, whereby the therapist determines whether treatment effects have been maintained.
6 COURSE OF TREATMENT AND

ASSESSMENT OF PROGRESS
A few months after the birth of her daughter, Lucile entered supportive therapy; although she felt that she benefited from the counseling and felt better about herself, she still did not feel any closer to her daughter. When she entered therapy specifically for the bonding problem, she was prepared for a different type of treatment that focused on the bonding itself. The theory of maternal-infant bonding was explained to her, reinforcing what she had already learned from her friend. She was told that immediate contact is important for establishing maternal feelings and that this was impeded by her separation from her daughter. She was also separated emotionally because of her nausea, the difficulties in moving, the difficult delivery, and her illness afterward. Bonding was not possible under those circumstances. She was informed that it was not her fault and that this would have happened to any mother.


The course of therapy was then explained. There were four targets identified from the start: (a) the move, (b) the pregnancy and nausea, (c) labor, and (d) postpartum recovery.


Whereas the first session focused on client history and problem identification, the focus of the second session was using EMDR to process the move and the pregnancy. She remembered lying on the couch, being sick, and having no friends or family around. She also recalled being homesick, having terrible neighbors, and being very lonely. The sadness and loneliness were reduced to a SUD level of 0 or 1 and the remainder of the session focused on her severe sickness. Although she processed this difficult pregnancy for approximately 20minutes, her SUD level did not lower significantly. Some Closure  (Phase 7) techniques were used to stabilize her, and she was instructed to keep a log of any distress.


By the third session, Lucile’s SUD level from the move was still at 0-1. The rest of the session was spent on the physical difficulties of the pregnancy. Lucile recalled being sick on the couch and the sense that nobody got it that she was severely sick. She acknowledged that this was a very difficult time for her and that she found it difficult to love something that was making her feel so sick. She experienced feelings of hopelessness and frequently wished that she could experience a good pregnancy. Seeds about this alternative pregnancy were cultivated by asking her how she might envision that. She spent a few moments imagining that.


Lucile started the fourth session mentioning that her relationship with her daughter had improved “for no specific reason.”We checked the SUD level for the move (a) and the pregnancy (d). More EMDR was continued concerning the pregnancy, targeting memories of being sick on the couch as well as the 35 hours of labor, including memories of torturous attempts to deliver, the baby being in distress, and the horrible medical care. The belief that her experience was similar to the torture that occurred in concentration camps arose. Eventually, the SUD level related to Lucile’s thoughts of being sick during the pregnancy was reduced to 0-1. However, further targets included postpartum memories of still being sick, having a nightmare the first night at home, and the lack of proper medical follow-up.


By session five, Lucile reported that she had a good couple of weeks and that her relationship with her daughter had continued to improve after each session. The SUD level for her memory of the pregnancy was 5 and 4 for her memory of the delivery. Two sets of eye movements for each of them brought them down to 0. The postpartum section now became the focus and her feelings of loneliness, including the difficulties associated with not having friends, were targeted. Lucile remembered that she hated being a mother and felt strongly that her difficult pregnancy and labor should be validated. Once again, the theme of sickness (e.g., diabetes) arose, with Lucile wondering if she would have to pay for this for the rest of her life. Having to return to work was also an issue at this stage. Lucile’s postpartum SUD level eventually decreased to 0-1.


Lucile was now ready to imagine a new birth. In fact, she had already begun to bring up seminal images at the end of the previous two sessions. She was asked to imagine the first trimester as healthy and to grade it (from A to F). She indicated that it was very real, an “A.” Two sets of seven eye movements were used to solidify this memory. She also imagined a new second trimester, but it was only a “C” in reality.


She processed that time with EMDR, tearfully giving rise to a number of issues. Once again, Lucile recalled that it was difficult to love something that made her feel severely sick. She also felt that those close to her did not provide her with the support she needed and that her doctor’s style of care was not helpful. By the end of processing, Lucile’s SUD level had decreased to 0.


She processed the second trimester, the new way, which was now an “A” for feeling real. The third trimester had hitches as she remembered her heartburn and further physical problems. After three sets of eye movements, those memories were brought to a SUD level of 0. Now she could imagine the third trimester perfectly, with real feelings and images. She then saw her healthy baby, and the image was graded as an “A” for feeling real. On the whole, this was a successful session for installing the template of the new birth. Each hitch had a reason and was processed quickly, allowing her to feel the reality of the new birth.


Lucile started the sixth session by providing two indications that the bonding therapy

had worked. First, she said that this was the first time since her daughter was born that she had not been depressed at this time of year. She reported that things have “definitely changed” and that her daughter had changed from “being a chore to being the love of my life.” The rest of the session was spent checking to see if anything had slipped. The SUD levels for all three trimesters, labor, birth, and the first 3months were still at 0 and the template of the new pregnancy and birth felt real (A). Lucile’s new way of recalling the birth was that “she popped right out; I breast fed; she slept with me.”
7 FOLLOW-UP

Three weeks after the last session, Lucile reported that she was able to think about the pregnancy and birth without feeling bad. She reported that her relationship with her daughter continued to be full of warm feelings and that her daughter was the love of her life. She had told her friend, the graduate student, the entire story and was able to remember more of it than ever before. After she finished telling the story, her daughter came up to her and they gazed into each other’s eyes for a long time. They were both filled by this experience.


Checking the target areas related to the move, the pregnancy, and the C-section revealed that they continued to be resolved. However, the couple of months following the birth continued to be somewhat problematic. Further EMDR targeted issues related to having diabetes, hating being a mother, loneliness and a lack of friends, beginning work after 18months, and her need to be validated.  Fatigue was now the only problem. Lucile brought all of the above areas down to a SUD level of 0-1 and reiterated that this was the first winter free of depression since her daughter’s birth. She felt that therapy was done, because she now knew what it was like to love her daughter.


After 6 months, she sent a thank you card, writing, “Thanks for helping me to change my life. And my daughter thanks you, too. Best wishes, Lucile.”  


She was contacted a year after therapy ended, and she stated, 

We are doing really well. I still feel like we really, finally bonded. The other day she said: “Mom, I wish I had three of you, then if I lost one, I’d still have two more.” She is always saying things like that. And often, when she plays by herself, she is singing or humming. I feel like she’s really a happy kid.
8 TREATMENT IMPLICATIONS AND RECOMMENDATIONS

TO CLINICIANS AND STUDENTS

When the causes of bonding problems are clear, bonding therapy using EMDR may be an effective and efficient treatment option. It is a very natural thing for mothers to be bonded to their babies, and unless there is some major impediment, it usually occurs (Klaus & Kennell, 1982).When it does not occur, something has most likely interfered.  


Discovering what interrupted the bond is an easy process for an appropriately trained therapist. The impediments to bonding are limited in scope and usually involve either physical separation or maternal trauma around the pregnancy, birth, or postpartum periods. When the nonbonding event is identified, EMDR offers a unique combination of procedures that can be used to process the trauma and to incorporate a sense of a new and positive birth. Once that occurs, a mother will automatically start feeling better about her child. 



Previous research shows that the younger the child, the easier the therapy (Madrid et al., 2000), because the child will automatically respond positively to the mother’s new outlook. Because adolescents are increasing their independence, they may not respond as favorably to the mother’s new feelings of being close to them.  When this is the case, we have found it useful to process the adolescent’s negative memories. We think, however, that this therapy can be attempted for children of any age. In fact, we have used it with mothers of adult children.


In one such case, a mother’s bonding was impeded by an automobile accident on the way to the hospital to give birth and she did not see her child for a full day. Her son had been a difficult child his whole life. This 24-year-old son declared to his mother, unaware of the therapy she just experienced, “Mom, I want you to know that I love you.”This was the first time that she had heard that statement since he was a little child. An important outcome of this therapy is that once the mother feels bonded to her child, the child immediately notices it and generally starts responding differently. As predicted by interactional models (Kaslow, Nurse,& Thompson, 2002), a change in one member of the family system is reflected in the others. Thus, the therapy is done with the mother alone, and the child feels it and responds to it.


Lucile’s feelings about her daughter brought about changes in the daughter, without any therapy plan or work with the daughter directly. The therapy focused entirely on the trauma that Lucile suffered, which was responsible for impeding the original bond. These traumas, as therapy unfolded, included being sad and alone, hopelessly nauseated and scared, unsupported by medical staff, family, or neighbors, experiencing a torturous labor, being physically ill afterward, experiencing depression, and being out of it for a year afterward. Although some of these traumas, no doubt, had tendrils that went to her childhood, in this case Lucile’s birth traumas were eventually cleared without having to delve deeply into those issues. If a new birth could not be imagined, then perhaps the work would have gone more directly into her childhood (Shapiro, 2001, 2002).


The therapy is quite straightforward, flowing from Shapiro’s information processing model and Klaus and Kennell’s theory of maternal-infant bonding. It seems that mothers and babies are living bonding components, just waiting to connect. Although further controlled research is needed, this case would suggest that EMDR may be an appropriate and efficient treatment option. In addition, bonding therapy might be considered in working with small children, whenever a bonding failure seems apparent and in particular when the cause of the bonding failure is obvious. It also appears that pediatric asthma associated with bonding problems is amenable to EMDR resolution (Madrid et al., 2004).


Parenting problems, especially with children who have been difficult from the very beginning, often can be helpfully viewed and treated from the perspective of bonding failures. Therefore, clinicians and social service workers could take steps to identify postpartum separations, maternal losses, or any other experiences that might be causing maternal-child difficulties. Such processing may treat the very cause of the trouble and potentially eliminate years of painful parenting problems. In addition, the personal and social consequences of dyadic estrangement can potentially be avoided in those children who have been identified as high risk. It is our observation that behavioral problems, emotional difficulties, attention trouble, asthma, and defiance issues frequently dissolve when the bonding is corrected.


To date, we have treated bonding problems in 75 parent/child dyads, using EMDR

or hypnosis, with excellent results. Further research should include behavioral checklists

to verify these clinical impressions.
NOTE

1.We asked the mothers to grade the “realness” of their images from A, for “very real,” to F, “not real at all.”
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