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The Neurobiology of Attachment
Dr. Buczynski: So, this is the part of the program where we’re going to pull together all the concepts and the
ideas and synthesize them. And I’m joined by my two good buddies – they are world-renowned experts and
they will be coming with me to do this part of the program. So, that is Dr. Ron Siegel – he is assistant
professor of psychology part-time at Harvard Medical School, and Dr. Ruth Lanius – she is professor of
psychiatry at Western University of Canada.

Why Connection with Others Is Essential for Emotion Regulation
Dr. Buczynski: So, guys, the first thing that we’re going to talk about is what stood out to you? And how

about we start with you, Ron, and then we’ll go to you, Ruth.

“Our connections with
other people are critical
for being able to tolerate
and regulate our own
emotional responses.”

Dr. Siegel: Well, first, what may be obvious to anybody who’s watching
this – our connections with other people are critical for being able to
tolerate and regulate our own emotional responses, and this sense of
connection – the sense of feeling held, of feeling supported, of feeling
understood by another – occurs somewhat through words, but an awful
lot through nonverbal communication. That includes everything from

touch to eye contact, to prosody, to simply the kind of presence that we establish with another person.
I loved Allan Schore’s line about this: he says, “It’s not just my Broca’s
area talking to your Wernicke’s area” – so the speech area of the
brain connecting to the receptive language area of the brain.

“This sense of connection
occurs through nonverbal
communication.”

And we mostly learn to provide this to one another if it was provided
to us ourselves. The problem is when that’s not the case – and very often it’s not the case – and that leads to
all sorts of kinds of intergenerational trauma that were pointed to in this week’s session.
We learned that it could actually happen through the placenta, in which the adrenaline and cortisol that’s
coursing through the mom’s veins wind up crossing the placenta and affecting the development of the
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infant’s brain.
But often it happens by simply not having either the modeling for emotion regulation, or feeling the kind of
care that the person who themselves is connected with their own emotional life can communicate to a young
child. And that especially provides tremendous vulnerability to trauma.
I had the very good fortune of teaching for a number of years with Karlen Lyons-Ruth. She’s a researcher
here in the Harvard Medical School system who, about 30 years ago now, followed a cohort of very-at-risk
young kids, and they were doing an intervention program.
These were kids whose moms were either recently recovered from substance use or that had prison
problems; they hadn’t had great parenting themselves. And they were watching very, very closely how they
parented their kids, and she’s then followed those kids for now about 25 years or so.
And it was just fascinating to see the early tapes where you would see the child would cry and the parent
would be like, “What do you do now?” as opposed to what seems kind of automatic to people who’ve had

“good enough” parenting, which is, “Well, you pick up the child and hold the child.” And they were actually
teaching them, “This is how you pick up a child and hold a child.”
This is central, very powerful – and until we’ve seen what it looks like in its absence, we might not really get
what it could be like for a lot of our clients who did not have some kind of “good enough” upbringing.
And it’s very interesting to – maybe we’ll get into this more – but Karlen would give the moms the “Adult
Attachment Interview,” which basically looks at, how coherently do you remember your own childhood and

how much can you access and talk about feelings?
And she would give this to these moms prenatally, before their kids were born, when they had simply been
identified by the Department of Social Services as “potential at-risk pregnancies.”
And the scores on these, prenatally, predicted the form of attachment that was going to happen when the
kids were at 18 months and who was going to wind up in the principal’s office at age seven, and who was
going to wind up in jail and on substances at age 20. Quite powerful, these effects.
Dr. Buczynski: Wow.
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A Relationship That’s Critical for Brain Development
Dr. Buczynski: How about you, Ruth – what stood out to you from this week’s session?
Dr. Lanius: Just to follow up on what Ron was saying already, and sort of as a continuation – I think Allan
Schore put this very elegantly: how absolutely critical the infant-

“We absolutely need the
infant-caregiver
relationship for all the areas
involved in emotion
regulation and emotional
awareness to come online.”

caregiver relationship is in our brain development – that we
absolutely need this relationship for all the areas specially involved in

emotion regulation and emotional awareness to come online.
If that relationship is not intact, as Ron just I think described really
well, then those brain areas don’t come online and so we’ve lost the
foundation of emotion regulation because that relationship is

absolutely required for the brain to develop normally.
And I think it’s so critical that we intervene early, because obviously, if those brain areas don’t come online,
as we’ve just heard from Ron, we’re going to have very long-lasting effects.
So I think we really need to think about how can we start intervening, even at the prenatal level. And what I
often see is that my traumatized moms come in; they’re pregnant and the baby starts to kick – and they have
no emotion. They’re detached. They feel dead. They don’t get excited when their baby kicks.
And so, very early on, how can we intervene? How can we help
build that relationship to really optimize brain development? I
think is a critical question.

“How can we help build that
relationship to really optimize
brain development?”

And I think when that attachment is so disrupted and when the brain development is so disrupted, that also
has big implications on the therapeutic relationship, as we heard. Bessel talked about how it’s not just
enough to be nice to people – and of course we have to be good to people and we have to validate people,
but – we also have to realize how complex the therapeutic relationship is and that when people come to see
us who’ve had a terrible history of trauma, they often expect us to

“It’s not just enough to be
nice to people – we also have
to realize how complex the
therapeutic relationship is.”

repeat doing to them what they’ve experienced in the past.
And I will never forget having treated this 50-year-old woman, and
she came into my office and we discussed the complexities of the
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relationship, and she admitted to me that she was afraid that I would rape her. And so really being aware of
the complexities and how our patients are expecting the past to be repeated in the therapeutic relationship
is critical.
Dr. Buczynski: Thank you.

When the Care Itself Is Threatening for a Client
Dr. Buczynski: Ron, we talked about the misconception that being nice to a client will create a feeling of
safety. Can you share a time when this might have happened with one of your own clients, and what are
some effective strategies for building safety?
Dr. Siegel: Yes, sure. I think this was a crucial point. I’m glad that Ruth L also just mentioned it.
It’s a subset of my sort of “big clinical learning” over a lifetime, which is that everybody doesn’t live in my
heart and mind, and everybody hasn’t had my exact same life experience – but almost anything can be felt or
experienced or interpreted very differently by another person, based on their different genes and their
different life experience.
And I love the examples that Bessel put: you might smile at somebody, but the person was molested by a
smiling perpetrator, or had been abused by a drunken parent who at first would shift from being smiling and
friendly to being quite hostile and then exploding.
You know, the situation where I’ve seen this most – I spent many years in child community mental health and
some of the more challenging cases were these kids with externalizing behaviors, who were always acting up
in ways that were dangerous to others. And facilities try to do the “safe restraint” protocols – right?
How do you keep the kid safe and not get the staff injured, or not get the kid injured? But what was often not
sufficiently emphasized was even doing this in a very systematic and very attempting-to-be-caring way – you
know, having a bunch of people grab your body and keep you from moving, if you have been mistreated

physically in the past, is going to be triggering to people.
It would be interesting to see all the attempts at getting the mechanics of the restraint right – and yet the
underlying problem was it’s going to be retraumatizing because of the meaning that it’s going to have.
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And also knowing that even real kindness can be problematic.
I remember working in the same clinic, we’d get so many adolescents in there, and the good therapists would
listen empathically and not say a lot. And the adolescent would tell his or her whole story, complete with
affect – and they would never come back to the second session – not never, but they frequently wouldn’t
come back to the second session. The kindness in this case wasn’t triggering but allowed them to overexposed, and being overexposed made them feel very, very vulnerable.
So, care itself can be threatening and it can be problematic. My friend Chris
Germer, who does a lot of work with self-compassion, talked about

“Care itself can be
threatening and it
can be problematic.”

backdraft – which is this notion from firefighting, that when a firefighter
approaches a room, they feel the door first to see whether it’s hot, because if it is and you open the door,
letting in that oxygen is going to just increase the fire.
And we know that just caring attention sometimes will invigorate feelings, and they may be feelings that the
person isn’t quite able to tolerate – the same way that a toddler sits frozen with the skinned knee until we
pick them up, and then, “Wahhhh!” – it all comes out. Well, the same thing happens here, so that can
become problematic.
So, timing is critical, and really getting it that other people have different experiences than we do becomes
completely critical. And I’m sure we’ll talk more about this later, but one of the tools I use a lot to try to figure
out how to manage this is trying to lay out a psychoeducational map for my client so that they have a sense
of the way I’m thinking about things in terms of, “Okay, you’ve had

“I’m going to need you to
tell me what feels safe,
what doesn’t feel safe. I
need you to tell me where
we should move and where
we shouldn’t move.”

these painful experiences; a lot’s been split off; you don’t have the
sense of having been cared for” – you know, laying that out and
saying, “I’m going to need you to tell me what feels safe, what
doesn’t feel safe. I need you to tell me where we should move and
where we shouldn’t move.”
And I think that’s often very, very helpful because they feel like

they’re – it’s like their frontal lobes are partnering with us – and, indeed, they know much better than I do
where to go and when to go there.
Dr. Buczynski: Yes.
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How to Upregulate Positive Emotions (without Overwhelming Your Client)
Dr. Buczynski: Ruth, we discussed the important role of the therapist in downregulating negative emotions
and upregulating positive emotions. Can you talk about how we do that with a client?
Dr. Lanius: Yes – and I think this brings us back to the importance of a therapeutic relationship but also the
complexities.
I always think about our inpatient unit: when patients become upset, often the first thing that nurses do is
run for medication, for that antipsychotic, and give it to the patient. And I think often we’ve lost the
knowledge that it’s actually a relationship that can really regulate people – so rather than running for that
antipsychotic, you know, sitting with the person. Being with the person, being able to tolerate their negative
emotions. Sitting with them and validating their experience – really helping them to see, You know, is this
negative emotion coming from what just happened in the present, or did what happened in the present just
trigger something big from the past and this is why the emotion is so huge and so overwhelming?
So, just being with the person, validating them, working
through this – “How much is coming from the present? How

“Relationships are probably the
biggest interpersonal regulators.”

much is coming from the past?” – rather than running for
that pill is incredibly helpful. As Allan Schore says, be aware at all times how relationships are probably the
biggest interpersonal regulators.
And so that’s negative emotions. And I think positive emotions are equally important, if not more important. I

think what we often forget, and what we’re not taught often, is that our patients often have more difficulties
experiencing positive emotion than they actually have with difficulties

“Our patients often
have more difficulties
experiencing positive
emotion than they
actually have with
difficulties regulating
negative emotions.”

regulating negative emotions. So, I think we really have to make
upregulating positive emotions an explicit part of treatment.
And often we’re taught, you know, when somebody comes in and tells us,
“You know, I’ve had a great week. I went out with my friends,” we’re
almost trained to say, “Well, tell me about your flashbacks.”
But I think we really need to move away from that – right? We need to

help people really expand that positive-emotional vocabulary and the associated feelings. And so, to sit with
them and let them tell us – you know, “Tell me about your week. Tell me all the positive things that
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happened, and how is that going to impact your life now/how may
that impact your future?”
At the same time, as Ron talked about earlier, positive emotions are
very difficult and we have to titrate them properly. Too much

“We need to help people
really expand that positiveemotional vocabulary and
the associated feelings.”

positive emotion can often result in people quickly going into very negative emotional states.
And so, I think part of the assessment of our clients’ needs to be how much positive emotion do they
tolerate? And I often ask people, “When you bring up positive emotion, do

“Too much positive
emotion can often
result in people
quickly going into
very negative
emotional states.”

you sometimes slip into very negative emotional states? And how long can
you tolerate positive emotions for – half a second/two seconds/a minute?”
And that gives us I think a roadmap: how we can slowly increase their
capacity to experience more positive emotion.
Dr. Buczynski: Thank you.

How to Work with Different Attachment Styles
Dr. Buczynski: Ron, with Dan Siegel we reviewed the various types of attachment. For your work, how does
understanding a client’s attachment style influence how you might work with someone who’s experienced
trauma?
Dr. Siegel: That’s a great question. I actually like to help people discover and investigate what their own
attachment style is, and to even lay out that there are these different attachment styles and there are these
different ways we orient toward the world – usually based on what happened to us as a kid, what kind of
caregiving we got and how well it worked.
That helps to help the client see how he or she constructs his or her own universe. Because when we start to
notice that we go through the world with a given attachment style, then we start to notice, Oh, we have

some agency in what’s actually happening out there.
For one thing, we have some agency in how we construct it: it gives a little bit more of an internal locus of
control because we notice that, oh, I’m looking at it this way, rather than it being an external locus of control,
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“We create self-fulfilling
prophecies when we’re not aware
of our own attachment style, both
in what we see and what we do.”

We may select people who are unsafe, for example –if we’re used to unstable, unsafe people, that’s what
feels familiar, that’s what we feel like we know how to connect to. Sometimes it’s out of the wish to rework
the problem: we had a volatile parent so we get a volatile romantic partner who we think is a little less
volatile and maybe we can fix it this time.
We can go through the world with this avoidance strategy of, I don’t really need other people. I’m very
independent, and then we wind up feeling hurt when others treat us as though we don’t really need other
people and we should be able to handle it on our own. Dan mentioned getting teachers who start to treat the
kids like, oh, that kid’ll take care of themselves.

Or the ambivalently attached person who feels, I can’t depend on you, and then so quickly picks up on the
fault of the other, and then the other gets pushed away because it’s like, hey – whatever I do, you seem to
tell me I’m not doing it good enough.
And finally, of course, the disorganized folks who flail about from one response to the other and it becomes
very hard to connect to anybody.
There’s a great line I heard not long ago and I’ve been playing with it, which is, I wouldn’t have seen it if I

didn’t believe it, which speaks to how whatever our preconditioned expectations are about what’s going to
happen, are going to determine very much what we’re going to see. And to the degree to which we can each
see that and our clients or patients can see that, I think it’s very helpful.
One final point, and a bow to Stan Tatkin, who I know has been in some of your other programs – and Stan is
a couples therapist who looks a lot at attachment styles, and basically he asked the question, “What does
each party need from the other when the first party gets dysregulated?”
For my wife and I, like if I stub my toe or fall down and get hurt, I need a minute to be by myself; I just want
to breathe, feel the pain and not have something interpersonal. If that happens to her, she wants me to go
over and give her a hug right away.
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Different people need different things in their moment of distress.
Dr. Buczynski: And maybe from different people.
Dr. Siegel: Excellent point – maybe from different people.
Dr. Buczynski: If she were with people at work, she might need something more approximating what you are
talking about needing.

Dr. Siegel: Yes.
Dr. Buczynski: It depends on who each of us is with, to some extent.
Dr. Siegel: Yes – no, I think that’s an excellent point. So, identifying, and even identifying it in the therapy
relationship so the client can tell us, when this happens to me, this is what’s helpful from you – I think can
help us to work with the different attachment styles.
Dr. Buczynski: Thanks.

How to Engage a Traumatized Client’s Curiosity
Dr. Buczynski: Ruth, we talked about curiosity and how it’s so easily lost

“Exploration and
curiosity are really at
the core of trauma.”

with someone when they’ve experienced trauma. What are some ways to
help rebuild a client’s ability to explore and to be curious?
Dr. Lanius: I love that question because I think exploration and curiosity are

really at the core of trauma, as we discussed today.
I think what’s really important is that we frame trauma treatment as an
exercise in exploration and curiosity. So often, when my patients come
in, they’re terrified that they’ll give the “wrong response” or have the

“wrong answer” to something, and I always say to them, “You know,
there is no wrong answer. This is not about right or wrong. This is not a
test. Your therapy is an exercise in exploration and curiosity about
what’s happening in your body, inside yourself, and what’s happening

“Therapy is an exercise
in exploration and
curiosity about what’s
happening in your body
and what’s happening
outside yourself and
how the two relate.”
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outside yourself in the environment, and how the two relate.”
So, really, everything we do gets framed as an exercise in curiosity and exploration. So, for example,
mindfulness – slowly getting in touch with what’s happening in the body, with what physical sensations are
felt, how do they relate to certain actions – all is an exercise of exploration and curiosity. There is no right,
there is no wrong.
How does the person relate to another human being in the environment? What are the difficulties? Does the
person have difficulty making eye contact? Why do they have difficulty making eye contact? Why is being
seen so difficult? What was so difficult in the past about being seen?
This also brings in the nonjudgmental component – right? “We’re just exploring. We’re just simply curious.
We’re experimenting in a nonjudgmental way.”
And I think if you can help people shift into this kind of therapeutic

“If you can help people
shift into this kind of
therapeutic stance, they
will have some great
benefit in the long run.”

stance, they will have some great benefit in the long run, because when

they first come in, they’ll have no idea what curiosity and exploration is
because it’s something they’ve never experienced. But I think the
therapeutic relationship is a beautiful way of really helping them along
that path.

Dr. Buczynski: And to some extent I would imagine curiosity gets frozen in the freeze response.
Dr. Lanius: Absolutely. Yes. And then the paralysis – right?
Dr. Buczynski: Yes.
That’s it for us for this week. We’ll be back again. Take good care and we’ll see all of you back here next time.
Bye-bye.
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