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Bifocal attention has been conceptualized differently by various scholars; however, all
converge in the idea that the therapeutic process includes the need for the therapist to
focus his attention on more than one aspect of the therapeutic setting. We propose a
novel view in the application of bifocal attention within the mentalizing framework (MBT)
of working with children, adolescents, and their families. We start by providing a short
history of the evolution of the construct of bifocal attention, followed by a brief description
of the structure of MBT for children and adolescents, emphasizing the crucial role of
bifocal and multiple attentions in the mentalizing therapist. We close by discussing the
importance of continued supervision in facilitating the maintaining of mentalizing glasses
in therapy.
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BIFOCAL ATTENTION WITHIN PSYCHOANALYTIC
PSYCHOTHERAPY AND MENTALIZING

Freud defined “evenly suspended attention” as a necessary state of the psychoanalyst's mind
in listening to the patient during the psychoanalytic session, giving equal attention to every
aspect communicated by the patient (Freud, 1900). Bion (1962) proposed an additional layer
to the evenly suspended attention, suggesting a bridge between affect and cognition, which
he coined as the intervening phase, defined as the therapist integrating the patient’s experiential
objects while allowing cognitive activity. Fenichel (1941) emphasized the importance of considering
this extra layer of attention and cautioned against an analyst being too passive, too suspended,
and too free-floating.

Kohut (1971) introduced the construct of bifocal attention, positing parallel interactions
occurring within the context of individual therapy. He emphasized the importance of bifocal
attention in holding different perspectives in mind while listening to the patient. On the one
hand, echoing Freud, Kohut (1971) stated that the therapists attention should be directed to
the here-and-now transference relationship, shedding light on early unconscious structural
conflicts being replayed within the therapeutic setting. This includes free listening consisting
of not directing one’s attention to any particular detail (Freud, 1912). On the other hand,
from a self-psychology perspective, he argued for the therapist's focusing his attention on
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“the transference reactivation of thwarted developmental needs”
(p. 155), providing a more accurate personalized understanding
of the patient.

Within a group psychotherapy context, Battegay (1961, 1986)
presented a bifocal approach to listening, focusing on the
individual, in order to avoid or minimize narcissistic injury,
but also considering paying attention to group dynamics. Horwitz
(1977, 1993, 1994) expanded on his idea by emphasizing the
importance of monitoring countertransference, the therapist’s,
or in this case the groups, feelings and affective reactions
toward the patient, to better understand how group conflicts
reflect and affect the individual’s narcissistic self. In other words,
as explained by Grotjahn (1991), the group therapist makes
use of bifocal attention to keep both, the individual and the
group in mind, at all times. Battegay (1961, 1999) further
explained that, during group therapy, the patient not only
reacts to the here-and-now group dynamics, neither does he/
she solely react to the past; he posited a more complex interaction
between group dynamics and what they evoke from one’s past.
He theorized that the group plays an amplifying effect of
unresolved past issues to be worked on in the transference.
The bifocal vision of the group therapist is therefore to hold
both the patient’s past and the here-and-now transference in
mind in helping him/her make a more coherent narrative of
unresolved past issues. Cramer (1995) emphasized the importance
of the therapist’s bifocal attention within the context of child
psychotherapy, especially during the initial assessment, in the
presence of the mother. He explained that linking the child’s
overt playing behaviors with the coherence of the mother’s
discourse helps elucidate the start and development of symptoms.
In sum, whether in the context of individual or group therapy,
one of the therapists tasks is to maintain the attention on
different dynamics and levels, which could be difficult at times.
We therefore argue, as will be discussed later, for the importance
of supervision in facilitating the therapist's maintaining bifocal
attention during psychotherapeutic sessions.

What is the role of mentalizing in maintaining these different
levels of attention? Mentalizing is a form of imaginative play,
the capacity to hold one’s own and others’ beliefs and feelings
in mind, understanding their roles in explaining behaviors
(Fonagy et al, 1991; Fonagy and Target, 1997). In its widest
sense, mentalizing includes a process of transformation based
on Freud’s concept of Bindung or linking (Freud, 1911). It is
an ego function which transforms physical quantities and
somatic experiences (immediate) into psychical ones (associative)
by linking ideas to one another. Expanding on Freud’s idea,
Sterba (1934) coined the term observing ego as the healthy
psychological function allowing the person to reflect upon their
feelings, linking the affective and cognitive experience of
emotions, and bridging the gap between the unconscious and
conscious experience. The observing ego was later deemed to
be one of the most important ego functions as it allows for
self-observation and self-reflection (Blanck and Blanck, 1994).
This process leads to the creation of associative pathways in
order to adapt to the external reality, by creating stable mental
representations of the self and others (Freud, 1911), in other
words, mentalizing.

Bion (1962) described the process of containment, which
he first noticed in patients who were expressing things they
could not understand themselves, thus needing a container,
the therapist, to make sense of them. Bion (1962) applied this
idea to the mother-infant relationship, positing that the baby
has raw sensations from the outside and inside that he cannot
cope with, thus needing the mother to make sense of feelings
of the self and others. Through this process of containment,
the child goes through a continuous state of coming-to-know
which gives meaning to emotional experiences, and, in time,
will internalize this function and regulate his own negative
affective states (Bion, 1962; Fonagy, 1999; Fonagy et al., 2003;
Holmes, 2006). This is also necessary for the establishment of
the contact barrier which differentiates between unconscious
and conscious thinking, a notion echoed in the concept of
mentalizing given that a pre-requisite to its acquisition is the
ability to differentiate between reality and fantasy (Bion, 1962;
Holmes, 2006).

MENTALIZATION-BASED TREATMENT
AND THE MENTALIZING THERAPIST

As previously discussed, mentalizing capacities enable the individual
to understand mental states of the self and others in order to
explain overt behaviors. This construct has been later translated
into a manualized therapy model, mentalization-based treatment
(MBT; Fonagy and Bateman, 2006). Arguing the importance of
integrating mentalizing within psychotherapeutic settings could
be understood from two somewhat different perspectives: Some
argued that most psychiatric patients show evidence of an inability
to understand their mind (Vanheule et al., 2011), whereas others
present the argument of dysfunctional mentalizing, arguing the
development of this capacity but putting it to use for unlawful
means (Allen, 2008; Bateman and Fonagy, 2008). In both cases,
the role of the mentalizing therapist is to help the patient make
the link between internal and external experiences, introducing
a curiosity about ones own and the others experience (Allen,
2003; Fonagy and Target, 2005). The rapport, or therapeutic
alliance, is seen as reproducing a secure attachment relationship
(Skarderud, 2007). The goal of MBTs would therefore include a
focus on helping the patient acknowledge the connection and
bridge the gap between the body/physical reality and the mind/
underlying mental states, focusing on the here-and-now, through
promoting mentalizing and working through instances of failures
in  mentalizing  apparent  through  the  transference
(Fonagy et al,, 2011).

Bateman et al. (2014) presented, in the quality manual for
MBT, seven main competencies and skills of the MBT therapist
facilitating the abovementioned objectives of this treatment
approach. First, the “not-knowing, genuine and inquisitive
therapist stance” through which the therapist is expected to
model an authentic curiosity about the patients internal world
and mental states, focusing on a collaborative exploration, while
being aware of the limits of one’s knowledge of others. Second,
“support and empathy” as the therapist should provide empathic
responses to the patient’s narrative and acknowledge, when
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appropriate, attempts at mentalizing on his/her behalf. Third,
“clarification” as the therapist should check-in with the patient
to ensure a proper understanding of the narrative in an effort
to make links between actions and feelings. Fourth, “exploration”
as the therapist is expected to support the patient’s curiosity
about mental states, helping him/her overcome instances of
non-mentalizing. Fifth, “challenge” as the therapist should
encourage the patient to see a different perspective. Sixth,
“affect focus” as the therapist is expected to help the patient
think and elaborate on mental states and affective processes.
Finally, seventh, “a focus on the relationship” as the therapist
should make use of the here-and-now transference relationship
in promoting mentalizing and exploring feelings or topics
impeding these capacities, in order to focus on repairing the
therapeutic relationship, serving as a model to other
interpersonal relationships.

In sum, the seven expected competencies of the MBT
therapist require the use of bifocal attention. The therapist is
paying attention to what is going on inside the patient’s mind
as well as what the patient is concretely saying, is focusing
the attention on the patient’s affective response as well as one’s
own, and is targeting the here-and-now transference relationship
as well as past attachment relationships. Bateman et al. (2014)
emphasized the necessity of individual and/or group supervision
as part of the MBT model, in order to ensure that the MBT
therapist is mentalizing the patient and picking up on instances
of mentalizing breaks, as will be later discussed in more detail.

USING MULTIPLE ATTENTIONS IN
MBT-A AND MBT-C: MENTALIZING THE
PARENT AND THE OFFSPRING

So far, we have discussed bifocal attention within the MBT
framework in individual therapy and the competencies of the
mentalizing therapist. Next, we argue the use of multiple
attentions within the context of adolescent MBT (MBT-A;
Rossouw and Fonagy, 2012) and child MBT (MBT-C; Midgley
et al., 2017), demanding exceptional effort in keeping bifocal
attention for the psychotherapist.

Indeed, working with children and adolescents within a
mentalizing framework involves psychoeducation work with
the parents, as well as individual work with the child/adolescent.
Psychoeducation, in mentalizing terms, can be translated into
holding the child in mind while discussing parental worries,
but also helping the parent hold the child in mind and contain
him/her in many instances. This is explained to the parent at
the start of treatment, being transparent and clear about the
aim and processes of this treatment approach. In fact, a crucial
part of the initial assessment is to reach a mentalizing-based
case formulation which is shared with the child/adolescent
and the parent. However, this is only feasible if a working
alliance and trust have been built between the therapist and
the parent (Green, 2000). This therefore requires a form of
neutrality from the therapist, not taking any sides between
the child and the parent. In this sense, it is crucial, albeit

difficult at times, for the therapist to keep them both in mind,
while simultaneously, keeping enough freedom to empathize
with and mentalize both.

This is of special importance for parents who might feel
vulnerable in seeking help from professionals, as some tend
to believe that the parental role should be inherent and natural,
a role in which they feel they are failing at (Horne, 2000).
In this sense, the child is seen as a catalyst, a facilitator of
the wish to become a different (Green, 2000), or good-enough
parent (Winnicott, 1965). In order to better understand and
mentalize the child, the mentalizing therapist also enquires
about the different systems in the child’s/adolescents life, getting
a broader picture as to how he/she is perceived and (mis)
understood (Horne, 2000). The therapist then holds this idea
in mind while listening to the parents narrative, while resisting
the difficult task, at times, to slide into taking side with either
of the parent or the child.

Another component the therapist needs to be aware of is
the effect of the childs developmental phase on the parent’s
perception of self-efficacy, thus requiring yet another attentional
process on the side of the therapist. Indeed, some parents
tend to report feeling like they understood their offspring
during childhood but face more difficulty during adolescence.
As described by Green (2000), parenting a toddler requires a
different set of skills than parenting an adolescent does. She
states that there should be “an ongoing process of refinement
and revision of the parents theories of mind about their
children congruent with and in response to their child’s level
of development” (p. 28); in other words, parents should be able
to mentalize their developing child and themselves. The role
of the therapist is therefore to assess parental mentalizing,
keeping the offspring in mind, paying attention to failures in
mentalizing in the parental narratives, allowing the parent to
restore coherence and to see the child for who he is.

In both the MBT-A and MBT-C frameworks, the need for
joint parent-child sessions was emphasized as a way to model
mentalizing, to enhance communication and coherence, and
to provide both the parent and the child with the necessary
tools and techniques promoting mentalizing in their
understanding of each other (Rossouw and Fonagy, 2012;
Midgley et al., 2017). In these sessions, in line with Cramer
(1995), the therapist uses multiple attention as he/she needs
to keep in mind both the parent and the child, as well as
monitor what is going on in the here-and-now of the session.
This relates to two of the four mentalizing dimensions described
by Fonagy and Luyten (2009). Firstly, mentalizing oscillates
between the self and other; in other words, in this dichotomy
bifocal attention entails monitoring and seeing ourselves from
the outside, how others might be perceiving us, but also seeing
others from the inside, being curious about what might be going
on for them. This is crucial in the context of MBT as the
therapist is constantly monitoring himself as well as the person
sitting with him/her. Along the same lines, it can be argued
that, in the process of mentalizing the other, the mentalization-
based therapist is oscillating his/her attention between body
and mind, i.e., between external and internal aspects of the
patient. This bifocal attention on both, mind and body, is of
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special importance in the case of babies and non-verbal children,
whereby parents and therapists need to “transform infants
movements into meaningful and intentional mental states” (Shai
and Belsky, 2011a, p. 188), coined as embodied mentalizing.

Midgley et al. (2017) further explain that children tend to
resort to pre-mentalizing modes of thinking before the full
development of mentalizing capacities, one of which includes
the teleological of thinking. At this stage, the child relies on
the concrete external world in order to make sense of internal
experiences. Another pre-mentalizing mode is psychic equivalence
whereby the child believes that the internal subjective experiences
are reality. The role of the therapist is therefore to pay attention
to both internal and external manifestations of pre-mentalizing
capacities in order to help the child reach more complex
genuine mentalizing.

Secondly, mentalizing can be measured on another dimension,
involving explicit/controlled and implicit/automatic aspects, the
former becoming more acute with development (Fonagy and
Luyten, 2009). Explicit mentalizing is a capacity which can
be taught by the therapist during joint parent-offspring sessions
for instance by encouraging the parent to be curious and
consider alternative explanations to one event, promoting
perspective taking. This capacity also encourages the use of
bifocal attention as the therapist should be able to listen to
what the parent is saying, while at the same time knowing
how and when to challenge their version of a narrative, in
line with Kohuts (1971) idea. In this way, the therapist facilitates
the development of mentalizing in the parent, while at the
same time modeling the mentalizing process, using
psychoeducation, explaining to the parent the importance of
curiosity about the child’s mental states, challenging and exploring
different perspectives, while at the same time understanding
the other’s point of view. This dimension is also apparent within
the context of parental embodied mentalizing as it involves
both an explicit mentalizing of verbal behaviors and an implicit
mentalizing and understanding of non-verbal behaviors, allowing
parents to extrapolate the childs mental states (Shai and
Belsky, 2011b).

But what about the direct work with the offspring? This
can be best understood through this concrete example of a
16-year old girl, throwing a jealousy fit because her boyfriend
did not instantly answer her text messages, despite having
read them. “He was online! I saw him! And he read my
messages and did not answer. I know he is talking to that
girl. T knew she liked him and would try to make a move
on him. He is asking her out, I know it!” This adolescent is
relying on pre-mentalizing modes of thinking, namely, psychic
equivalence as she seems certain of her boyfriend’s disloyalty
without any concrete proof of it. In this case, the MBT-A
therapist acknowledged how difficult and anger-provoking this
might feel to the adolescent who is perceiving abandonment
and wonders, with the patient, whether there are other
alternatives. “I cannot know what this must have felt for you but
you sound pretty angry with him. I wonder whether we can
think together what might be going on there... Imagine your
best friend talking, what do you think she would have told
you?” Sometimes, getting the adolescent to think of what one

of the peers would have said tends to facilitate the kick start
of mentalizing, as it allows them to take a step back from
their dysregulated self and look at the interpersonal distress
from a different perspective, a hallmark of mentalizing. In
this example, the mentalizing therapist focused the attention
on what the adolescent is saying but was also being curious
about what might have been going on internally and what
could have triggered her failure to mentalize. The therapist
facilitated the restoring of mentalizing by shifting the adolescent’s
attention to a friend’s perspective, a less threatening and less
anxiety-provoking situation.

THE IMPORTANCE OF SUPERVISION IN
KEEPING MENTALIZING GLASSES ON

As described above, MBT-C and MBT-A therapists focus their
attention on various layers presented by the patient and his/
her parent. So how can we ensure that the therapist is genuinely
mentalizing the family and is able to monitor his/her own
failures to mentalize? Many psychotherapy models rely on three
main aspects during training, first the direct experience of
therapy, second the theoretical principles and foundations, and
third supervision (Brunori et al., 2007). Similarly, one essential
component of the MBT model is the ensuing bi-weekly or
monthly supervision, individually and/or in groups. Its aim is
not only to ensure the therapist’s adherence to the MBT model,
but also more importantly to ascertain the continued practitioner’s
ability to reflect on the interventions used in enhancing the
patient’s mentalizing capacities (Bales et al,, 2012; Laurenssen
et al., 2014). It can be argued that “supervision in MBT need
to emphasize the importance of focusing on mental states and
continuous assessing of the patient’s current mentalizing level”
(Moller et al., 2017, p. 760). In mentalizing terms, this reflects
the necessity of a constant monitoring of mentalizing levels,
in order to keep the patient, and the therapist, away from
hypomentalizing (low levels of mentalizing) and hypermentalizing
(over-mentalizing), both reflecting deficits in this capacity
(Fonagy et al., 2016).

In the case of supervision, attention has to be divided across
many mentalizing agents. Not only is the supervisor focusing
on the supervisee and his/her patient, but also attention should
be given to mentalizing the transference relationship and
moments where breaks in mentalizing occur, in order to reflect
upon the reasons behind them. This could be due to the
therapist’s characteristics, such as his/her own attachment history
which could be triggering the mentalizing difficulties, or it
could be based in the patient’s own problems and history. For
instance, in the short vignette presented above, a therapist
could have missed exploring or being curious about what might
be going on in the adolescent’s mind, attributing it simply to
that developmental stage and the egocentrism of adolescents.
However, an MBT supervisor could use the inquisitive therapist
stance to further explore whether a potential failure to mentalize
on behalf of the therapist could relate to his/her own attachment
history, a fear of abandonment or feeling of betrayal, which
might have led to hypomentalizing the patient and not picking
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up on their failure to mentalize. In other words, the MBT
supervisor is focusing the attention on the patient, the therapist,
and the patient-therapist relationship, at the same time, in
order to restore mentalizing in the patient-therapist relationship,
as well as the therapist-supervisor relationship. The latter
emphasizes another layer of attention and mentalizing as the
supervisor should also be aware of their own failure in mentalizing
which might be triggered by the here-and-now relationship
between supervisor-supervisee. In group supervision, the group
dynamics are mentalized as well. This is an essential element
of the supervision process as the supervisor’s ability to contain
the group facilitates the MBT practitioners’ ability to share
the emotions and reflect upon the therapeutic process
(Brunori et al., 2007).

In more practical terms, we suggest that, in order to keep
mentalizing glasses on, the MBT supervisor should adhere to
and stay in check with the basic competencies of the MBT
therapist highlighted above, namely: (1) show authentic curiosity
in paying attention to the multiple relationships, both the
relationship in the room (therapist-supervisor) and the one
held in mind (patient-therapist). This can be done through
authentic questioning and thinking about the affective processes,
both past and present, being brought to the therapy/supervision
session; (2) provide empathy to the therapist in thinking about
the patient, discussing difficulties, and providing support through
failures in mentalizing. Noteworthy is the capacity to repair
mentalizing as a bridge towards emotion and affect regulation;
(3) challenge the therapist to explore the here-and-now
relationship with both the patient and the supervisor as a way
to explore different perspectives, instances of pre-mentalizing
or breaks in mentalizing; and (4) use the therapist-supervisor
relationship and the here-and-now transference relationship in
promoting mentalizing and exploring feelings or topics impeding
these capacities, in order to focus on repairing the patient-
therapist relationship, serving as a model to other
interpersonal relationships.

DISCUSSION

This paper started by emphasizing one of the difficult tasks
of the psychoanalytic psychotherapist, namely, dividing the
attention across the many layers of the patient’s history
from the past to the present, the transference and
countertransference, as well as bridging the gap between
unconscious and conscious (Freud, 1900; Fenichel, 1941;
Bion, 1962). This bifocal, and at times, multifocal attention
is also apparent within the context of group therapy (Battegay,
1961, 1986; Horwitz, 1977, 1993, 1994). We argued that
another construct based within psychoanalytic theory,
mentalizing, plays a major role in facilitating multifocal
attention within therapy. Namely, a mentalizing therapist
should have competencies ensuring his/her holding multiple
perspectives in mind; in other words, the mentalizing therapist
is paying attention to what is concretely/explicitly being
said within the session, but also what is implicitly expressed,
both affectively and cognitively, based on past and

present relationships. We further explored the idea of
multifocal attention within the MBT-C and MBT-A
frameworks, where the use of this capacity is crucial given
the various minds to be mentalized (Rossouw and Fonagy,
2012; Midgley et al., 2017). In fact, the attention is focused
on the parent, his/her past, his/her current relationship with
the child as well as the here-and-now transference relationship,
with the same applying to the child.

Given this difficult task, this paper argued the fundamental
role of supervision in keeping the mentalizing glasses on.
Here, another layer of attention is added as the therapist is
invited, through individual and/or group supervision, to
reflect upon instances of mentalizing failures, exploring the
reasons behind it and finding ways to bring mentalizing
back online. The mentalizing supervisor is thus focusing the
attention on various layers of two main relationships: the
therapist-patient and the supervisor-therapist relationships.
We concluded by providing practical tips focusing on how
the mentalizing supervisor helps the mentalizing therapist
keep his/her mentalizing glasses on. The list is in no way
exhaustive, but somewhat suggests directions ensuring and
facilitating the use of mentalizing as a way to maintain the
attention on the different dynamics, layers, and relationships
explored and worked through within the context of
psychotherapy. It would be of interest to attempt to quantify
these constructs in order to explore how the mentalizing
supervisor’s ability for multifocal attention affects the
mentalizing therapist's adherence to the MBT framework,
but also the effectiveness of the work done with the patient,
in terms of both therapy outcome and the patient’s
mentalizing capacities.

CONCLUSION

We contend that supervision plays a crucial role in the maintaining
of the MBT therapist's mentalizing glasses. The combination of
individual and group supervision within the MBT model “allowed
the development of a ‘shared reflective function; as a joint effort
of supervision and evaluation work” (Brunori et al., 2007, p. 233).
This approach, it can be argued, promotes the therapists ability
to imagine the internal world of the patient, facilitating the
ability to understand behaviors and symptoms in terms of
underlying mental states.
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