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Foreword

After World War II, the newly created World Health Organization asked a British child
psychiatrist to prepare a monograph on the mental health needs of children. The WHO was
concerned about the large numbers of children who had been orphaned or experienced
extended separations from their parents in the war. John Bowlby reviewed the world’s
literature and consulted with experts. His monograph, Maternal Care and Mental Health
[1], appeared in 1951 and concluded that the quality of parental care which children receive
in their earliest years is of vital importance for their future mental health. Specifically, he
said, ‘‘. . . essential for mental health is that an infant and young child should experience a
warm, intimate and continuous relationship with his mother (or mother substitute. . .) in
which both find satisfaction and enjoyment (p. 13).’’

Over the next several decades, Bowlby pursued his life’s work of synthesizing a theory of
attachment that elaborated these ideas on the importance of early experiences between
young children and their parents. Bowlby’s colleague, Mary Ainsworth, operationalized his
theory by developing an observational method of assessing the young child’s behavior with
attachment figures. This groundbreaking work led to a large body of research that has
extended and refined many of the ideas of attachment theory but, in the main, the accuracy
of Bowlby’s basic premises seems clear.

Indeed, Bowlby’s emphasis on the importance of early experiences has implications well
beyond attachment theory. Much of the excitement in contemporary developmental
neuroscience is about attempts to describe the importance and effects of early experiences
on human brain development. Moreover, the entire field of infant mental health rests on
the premise that relationships between infants and caregivers are the most important
developmental context affecting the child’s social and emotional behavior. These relation-
ships are the most important focus of assessment and the most important target of
interventions.

Not all have found the emphasis on parenting meaningful. In 1998, Judith Harris
published The Nurture Assumption [2], asserting that parents were not nearly as important
for child outcomes as was generally believed. Instead, she asserted that genetic and peer
influences were both underappreciated and far more important than parenting.

The intensity of the reaction to these assertions illustrates how far we have come in the
50 years since Bowlby published his monograph. In 1951, it was big news that parenting was



considered vital for children’s mental health. Fifty years later, Judith Harris provocatively
staked out the contrarian position that parenting matters little. Although her selective
review of the evidence and debatable conclusions have been strongly challenged, her thesis
usefully invites us to reconsider our assumptions about parenting. Indeed, since her book
was published, a great deal of research on the extraordinarily deleterious effects of children
raised without parents has demonstrated the limitations of her basic thesis. This research
redirects us to review what we know about parenting and its effects.

With that in mind, the present volume is timely and much needed. The editors of this
book, Sam Tyano, Miri Keren, Helen Herrman, and John Cox, have assembled an out-
standing group of international scholars who contributed to this comprehensive review of
parenting in the prenatal, perinatal, and early infancy periods. Bridging a gap between
infant and adult psychiatry, the volume considers in some depth normal parenting pro-
cesses, risk factors for parenting, and a variety of special circumstances related to parenting
under atypical conditions. Their developmental orientation reminds us that our emphasis
on understanding infant trajectories ought to be accompanied by an understanding of
parents’ trajectories. For clinicians, the psychological origins of parenting, and the myriad
factors that influence their development over time, are critically important topics.
Investigators will find the reviews of special topics both interesting and stimulating with
regard to questions that need to be addressed, and thus they can guide future research.

The sober assessment of children’s mental health needs that followed the second World
War and inspired Bowlby’s illuminating vision has given way to even more complexities
and challenges in the 21st century. Good enough parenting has never seemed more difficult
nor more important. This volume promises to enhance our understanding of all that we
know and all that we need to learn about this most vital human endeavor.

Charles H. Zeanah
January 2010
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Université de Montreal (Québec)
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157 rue de la Porte de Trivaux
92161 Clamart cedex, France

Martin St-André
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École de Psychologie
Pavillon Félix-Antoine-Savard, local 1210
Université Laval
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Introduction

Parenting is important to everybody, as the foundation of family life across cultures.
Parenting is, in its essence, a domain where adult mental health meets with infant
normal and abnormal development. Though the impact of the quality of parenting on
a child’s development is significant throughout the entire childhood and adolescence,
we view pregnancy and the first year of life as a unique period. Indeed, the entry into
parenthood has been described as a reorganization of the parent’s psyche, that starts
with pregnancy and culminates during the first year of parenting. We often see a very
high motivation for change and learning during this period. From the other side of the
umbilical cord, pregnancy is a time of risks and opportunities for the developing brain,
and the first year of life is crucial in forming the first human significant interpersonal
relationships.

Contingent to these perspectives, we have chosen pregnancy and first year of life as the
focus of this book. We have tried to bring a comprehensive account of data that shows the
points of encounter between adult and infant psychiatry, and to draw out clinical guidelines
for prevention and treatment. Its target readers are all those whose profession faces them
with physical and mental health of infants and their parents. In this book, we have tried to
give equal focus on mothers, fathers and infants. The book focuses on developing a
common evidence-based clinical understanding about the parenting of infants between
different groups in the health and mental health professions including those concerned
with adult and child mental health.

By nature of their work some professionals focus on the role of parents. Others overlook
the prominence of this role in the life of a person who is mother or father of an infant or
older child, especially when attention is focused on the person’s personal distress and
mental illness. This often leaves families with little support at critical times. We aim at
providing a more holistic approach.

The book makes a unique contribution through expert coverage of several areas. It
summarizes knowledge about normal and abnormal parenting from gestation to the first
year of life, including a critical analysis of parenting, what it means to be a ‘good-enough
parent’, and the relationship to infant, parent and family outcomes. It includes the
psychiatric dimension by emphasizing the biological aspects of parenting, parental
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psychopathology and infant’s normal and abnormal development. It takes a period-related
approach, looking at specific challenges that the twenty-first century brings to the universal,
developmental task known as ‘parenting’, and assembles the academic and field experiences
of authors from a wide variety of countries and cultures.

I.1 A historical overview: infants, parents, and parenting
from ancient times to nowadays

Love for babies has probably existed for ever in all cultures. Still, when one reads descrip-
tions of families through history [1], it becomes obvious that being an infant has not always
been pleasurable, nor has the definition of the parental role always been as the main
caretaker. One may see a parallel between views on what is ‘good-enough parenting’ in a
number of countries and the history of Western civilizations.

In the ancient times, parents had many children, but family life was not organized
around children’s needs. In contrast, the modern Western family is organized in support of
the children and their future. The turning point in valorizing and individualizing children
happened in the eighteenth century (the Century of Lights).

Indeed, babies’ fate was for a long time quite gloomy: only a few of them survived into
childhood, since they either died from disease, or were abandoned at birth. Abandonment
of babies at birth (especially girls), was a social norm induced by life constraints (poverty,
hunger, sickness); although it was not a moral problem, it did create an emotional one, as
described in some historical writings. Abandonment of babies became forbidden by law in
the year 374 CE by the Christian emperors. Still in the fifteenth century, society perceived
babies as screaming and dirty little creatures, and older children as annoyances that needed
to be restricted through physical punishments.

The Church was the first to make the link between written culture (mostly religion at these
times) and education, and therefore the first pedagogues were clerks. Children under the age of
7 years were not supposed to learn, nor to obey. In 1650, the Church decreed the age of 7 years
as ‘the age of reason’, meaning also the age for potential sin. Education was to start only then.
Before the age of 7, the Church perceives infants and toddlers as naı̈ve and pure creatures, like
the Virgin, between humans and God. Until the eighteenth century, the overall representation
of the very young child is a negative one of a not-yet–developed human creature.

In parallel, during the years 1640 to 1720, a few church figures start to ‘discover’ that
childhood is made up of different and unique stages, from infancy to adolescence. Infancy is
defined from 0 to 2 years, the age at which the infant is breast-weaned, leaves the nursing
servant and enters for the first time his or her biological family; until the age of 7years, boys
and girls are with their mother and the servants, while nobody has specific expectations from
them, besides making as little trouble as possible. At the age of 7, begins the ‘third childhood’,
or the ‘age of reason’. Boys and girls are separated, and parents are encouraged to send them to
the Church for education. Adolescence, at 12 to14 years, is considered the end of childhood.

By the eighteenth century, philosophers had adopted this new approach and integrated
it into the philosophy of the Century of the Lights that values reason, nature and legitimized
search for individual happiness on earth. Children become valued and placed at the heart of
the family; babies are desired, protected and loved, in spite of the terribly high mortality
rate. Physical and moral education are most valued.
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Parents’ role in the care of their babies has changed also through human history and
varies across cultures today. For centuries in Europe, infants were breastfed and cared for by
expert servants. In ancient Sparta, the optimal ‘nurse’ was an expert woman who, instead of
wrapping up the baby, would leave his or her body free to move, would teach him or her not
to be picky about food, not to fear darkness or solitude, and not to cry aloud and burst into
temper tantrums. Then, in the thirteenth century, the definition of good-enough nursing/
parenting care totally changed, based on what babies were thought to be capable of doing:
babies ‘limbs were perceived as fragile, therefore they needed to be held in a maillot; babies’
eyes were thought to be too sensitive to sustain light, therefore babies were put to sleep in
dark rooms; or babies were too fragile to take medications, therefore, if they were sick,
the nursing servant should take it for them. The aristocratic society norm of having
babies taken care by servants, started to be questioned; Recommendations for choosing
a physically and mentally healthy servant nurse reflected the beginning of understand-
ing of the impact of the environment on the infant: ‘She should not be stupid, sad, or
angry, her breath should smell good, and her breasts should not be too small nor too
large’ [1].

Fathers, in medieval times, were allowed to show tenderness and be involved in the
child’s education. At the end of the Middle Ages Joseph was considered as a model of
fatherhood. From 1450, both Mary and Joseph are drawn as equally kneeling in front of the
Child. David was pictured as crying at Absalom’s death . . .

Until the eighteenth century, the role of the family in the socialization of the child is
overall very marginal, while the community and the Church are the predominant influ-
ences. Then, with the change in the child’s status, parents start planning their family size,
while taking into consideration the significant investment each of their children has the
right to. Family life becomes organized around the child’s needs. Obviously, these major
changes were slow and gradual, starting in the upper classes and spreading to the lower
ones.

The nineteenth century is a difficult period for children, again because of the major
changes societies face with the era of industrialization: children’s salaries are indispen-
sable to family survival. As a consequence, many children are exploited and maltreated
and, in general, children’s emotional needs are put aside, especially in the lower socio-
economical classes. Babies from poor families were either given to a nursing woman in
villages (rate of mortality was one in three babies), to an old woman in the neighbor-
hood for the whole day, or simply left alone in their bed while mothers were at the
factory for 12 hours. In 1844, the first public nursery home for under-2-years-olds
was opened in Paris, followed by others all around Europe. Needless to say that the
quality of care in these nurseries was very low and the mortality rate very high (almost
50%!).

The turning point came towards the end of the nineteenth century, with the inaugura-
tion in several countries of elementary, obligatory and free school laws, together with a
minimum age (for example 12 years) for factory work, and the limitation of work hours to 6
hours per day. The introduction of compulsory schooling implied a major change in the
definition of who is responsible for the child: society, and not only parents, are in charge of
the child’s best interests, especially at times of conflict with the parents’ interests. In 1849 in
France, 10 years after the inauguration of the school law, a law against ‘bad paternal
behaviors’ was announced. In parallel, the second half of the nineteenth century saw the
beginning of punishment of pedophilia, sexual abuse and physical violence towards young
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children, and at the beginning of the twentieth century, judges began looking at the child as
an individual with civil rights.

Indeed, the twentieth century was in many ways the century of the World Declaration of
the Rights of the Child. Hopefully, the twenty-first will see the Babies’ Rights Declaration,
advocated by the World Association for Infant Mental Health.

I.2 Definition of some major concepts

For the sake of those readers who may not be familiar with concepts taken from the domain
of child development, we clarify some of the concepts that figure throughout the book in
the different chapters, specifically attachment, parenting and parenthood constellation.

Attachment, one of the concepts that illustrate the bridge between
infant and adult psychiatry

Bowlby [2] argued for the existence of an innate drive to look for a protective figure while in
distress: ‘While attachment is at its most obvious in early childhood, it can be observed
throughout the life cycle, especially in emergencies . . . Its biological function is protection . . .
whatever our age is.’ The age range of peak development is within 2 to 7 months, and distress is
the trigger of activation of the attachment behaviors. Attachment behaviors are of two types:

• Signal behaviors (mainly crying and anticipatory arms rising), and

• Proximity-seeking to attachment figure (such as crawling, climbing on knees, and
walking towards caregiver).

Based on these definitions, Ainsworth [3] has developed the well-known paradigm of the
Strange Situation, where distress in the infant is triggered by separation from the caregiver,
and attachment behaviors observed during the reunion.

Based on the analysis of the infant’s attachment behaviors during the reunion,
Ainsworth has defined the categories of secure attachment and insecure attachment. The
latter includes two subtypes: resistant/ambivalent and avoidant. The securely attached
infant reacts to the separation, greets the parent at reunion, looks for proximity, and
returns to his or her baseline level of exploration and play.

For the insecure attachment group with the avoidant strategy of coping with distress, the
effect is to dampen the attachment system down so that the infant appears indifferent to
separation. This type of attachment is characteristic of infants who have internalized their
caregiver as inefficient in their ability to calm them down while in distress (for instance,
depressed or psychotic mothers). The resistant type of insecure attachment is the opposite,
meaning the infant’s attachment system is over-activated; the infant is very distressed by the
separation but the parent’s return does not calm him or her down. This pattern is typical of
infants of unpredictable caregivers (such as parents with personality disorders). There is a
fourth type, the disorganized attachment type, seen in clinical populations, especially where
abuse and chaotic family functioning are common. The infant is distressed, but seems
frightened by the caregiver, and therefore shows contradictory attachment behaviors.
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The attachment system is in balance with the exploratory system: the more protected/
secure the child feels towards his or her caregiver, the more readily he or she will engage in
exploration of the surroundings. The exploratory system is itself crucial for learning and
curiosity development.

The securely attached child develops an internal schema of ‘self-with-attachment figure’
[4], and therefore is very much linked to the development of basic trust, one of the pivots of
the quality of object relationships. Indeed, longitudinal studies [5] have shown that infants
who were secure at 12 months were co-operative, popular, resilient and resourceful
children at the age of 4.5 years; those who were avoidant at 12 months showed a lack of
empathy, were hostile towards other children, and looked for the teacher’s attention. Those
who were resistant/ambivalent at 12 months were tense, impulsive, frustrated or passive
and helpless. Finally, those who were disorganized at 12 months had severe behavior
problems at the age of 4.5 years.

More recently, Fonagy [6] showed the link between adults’ disorganized attachment
representations , history of abuse in childhood and borderline personality disorder. He has
summarized the common ground between psychoanalytic and attachment theories, and
has gradually increased the general awareness of the relevance of attachment processes to
the field of developmental psychology, especially in the development of borderline person-
ality disorders. Many attachment researchers suggest looking at the adult classification of
attachment as a continuum of structures for affect regulation: on one end, the dismissing
type (equivalent to the avoidant type in the infant), whose structures suppress affect by
using highly organized but rigid structures. At the other pole is the preoccupied (equivalent
to the resistant/ambivalent type in the infant), whose structures ‘hyperactivate’ affective
cues to caregivers.

Parenting

The impact of the parent’s own attachment representations and her infant’s seems very
strong, when one looks at the amazing rate of 75% concordance between the infant’s
pattern of attachment to the parent, and the parent’s attachment classification (measured
by the Adult Attachment Interview [7]).

Still, some important aspects of parenting are independent of attachment security.
Parents are supposed to do more than providing a haven of safety, a secure base for
exploration, and a source of reassurance in times of distress: they need to provide ade-
quately modulated stimulation, guidance, limits, structure, parent–child boundaries, pro-
blem-solving strategies, and promoting the child’s relationship with peers. A parent may be
ineffective with regards to some of these roles, while she or he has been a secure base.
Provision of a secure base is always important, because it has a survival value, but it is
definitely not all that is meant by parenting. It is viewed by many authors as the whole of the
representations, the affects and the behaviors of the parent with his/her child, even before
this child was conceived.

Parenthood constellation

Winnicott [8] introduced the idea of ‘maternal preoccupation’ and defined it as ‘Almost an
illness’ that a mother must experience and recover from, in order to create and sustain an
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environment that can meet the physical and psychological needs of the infant. This special
state of heightened sensitivity is like a dissociative state that heightens the mother’s ability
to anticipate the infant’s needs, and learn his or her unique signals.

Winnicott emphasized the crucial importance of such a stage for the infant’s self-
development (even before what we knew today about the impact of early interactive
experiences on the brain development), and the developmental consequences for infants
when mothers are unable to tolerate such a level of intense preoccupation. Too much
preoccupation is detrimental because it does not leave room for other family members’
needs (father, siblings and mother herself), is often linked with maternal obsessive fears of
losing/not taking care well enough of the baby, and does not leave room for other care-
takers, including the father. Too little maternal preoccupation can be observed in various
clinical situations, such as post-partum depression, psychosis, severe narcissistic person-
ality disorders where the mother’s needs come first, and may lead to deprivation and
maltreatment.

Stern [9] took the idea further, and wrote about the content of the maternal preoccupa-
tion; four essential themes preoccupy her, as follows in the increased order of
sophistication:

1 Will I be able to keep my baby alive and growing?

2 Will I be able to emotionally engage with my baby?

3 Will I be able to create the necessary support system for the baby?

4 Will I be able to transform my identity from ‘daughter of’ to ‘mother of’?

Stern did not explicitly write about paternal preoccupation. Fathers and mothers displayed
a similar time course of preoccupation, but its degree was less in mothers [10]. Actually, the
more fathers are included in psychopathological developmental research, the more data we
gather about their impact on their children’s development. The First-Time Fathers study
[11] has prospectively looked at the well-being of men during transition to parenthood,
and their main finding was the lack of preparation for the impact of parenthood on their
lives. We therefore definitely need to have fathers in mind whenever we promote preventive
interventions, and this has been in our minds while planning for the structure of this book.

I.3 Structure of the book

Parenting begins in pregnancy, actually from the time of conception, and involves many
conscious and unconscious processes. Recent studies have shown the significant impact of
these processes on the fetus’s development, and therefore the book starts with pregnancy.

The understanding of abnormal processes and pathological states is very much based on
knowledge about normality. Therefore, the chapters are divided into normal and abnormal
processes, during pregnancy as well as after birth and along the first year of life. Assessment
and evidence-based treatments, psychological as well as pharmacotherapeutical are
reviewed.

All along the chapters, risk and protective factors in the infant, the parents, and the
environment are taken into consideration. Obviously, there is a great disparity in resources
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available around the world, and the interplay between risk and protective factors may lead
to very different outcomes in various parts of the world.

The book fittingly concludes with a global perspective on good-enough parenting,
which recognizes that, in times of political turbulence, terrorist atrocities, natural disasters
and climate change, it is the parents and their infants who often suffer most; and that such
suffering can be transmitted to the next generation.

For the editors, the production of this book has been a pivotal experience, and we would hope
that our readers will be similarly inspired – and changed a little by the new knowledge in this field.

The Editors.
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1
Mothers’ and fathers’
orientations: patterns
of pregnancy, parenting and
the bonding process

Joan Raphael-Leff
Academic Faculty for Psychoanalytic Research, UCL/Anna Freud Centre, London

1.1 Introduction

To begin at the very beginning: we were all conceived by union of male and female gametes.
However, definitions of ‘parents’ vary geographically across the world, and at different
historical periods.

Over the past decades, eternal facts of life altered dramatically. Due to efficient, female-
based contraception methods, 12–20% of European women remain childfree-by-choice.
For the first time in world history the death rate exceeds birth rate!

Western family formations now include single, multiple, same-sex, teenage and older
parents, while in AIDS-ridden lower-income societies, oldest siblings serve as mother and/
or father in child-headed families.

Thus, the concept ‘parents’ now comprises biological procreators, surrogates,
foster and adoptive carers, and new kinship categories formed through reproductive
technology as lone, virgin and post-menopausal mothers gestate genetically unrelated
babies, asexually conceived by embryo, egg and/or sperm donation. Furthermore,
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with the erosion of traditional customs and dispersed extended families, today’s
carers evolve parenting patterns shaped by their own subjective beliefs, emotional
experience and unconscious desires.

Qualitative/quantitative research of parenting ‘orientations’ yields several findings1:

• In transitional societies, cultural heterogeneity, rapid urbanization and social mobility
grant mothers and fathers more latitude, rendering parenting orientations a mixture of
collective and personal expectations.

• However, the complex choices involved, and loss of supportive networks increase
perinatal stress and anxiety, especially during the first postnatal year when internal
conflicts and discordance between nurturing, domestic and work roles are most acute.

• Although it is the child who creates parents of people, bonding patterns are evident and
measurable while anticipating parenting. Unless modified, such representations are
predictive of parenting ‘climate’ and praxis.

• The nature of parenting practice is predictable antenatally from representations of self
and baby. Infants born into different orientations come to differ significantly in attach-
ment security, feeding and sleep patterns. Maternal orientation at 6 months discriminates
among Secure and Insecure infants (predictive of the Strange Situation at one year).

• Mothers differ in responses to risk factors, timing of heightened anxiety and associated
protective factors. Precipitants of disturbance vary according to orientation, largely
attributable to discrepancies between subjective expectations and postnatal experience.

• Empirical evidence supports details of orientation theory. Replication in large commu-
nity samples shows that different approaches to mothering cluster, validating clinical
findings of underpinning beliefs. Multifarious pathways to work–family satisfaction and
perinatal disorders indicate the benefits of subgroup identification.

• Large-scale research confirms psychoanalytic understanding that at times of transition
(e.g. childbearing), unresolved/unprocessed issues are reactivated. Parental cognitive
experience is accompanied by fantasies and revitalized memories which contribute to
incongruous feelings being transferred into the new situation, potentially leading to
distorted reactions to parenting and displaced responses to the baby.

1 Parental orientations were initially formulated by the author on the basis of detailed thrice-weekly observations and longitudinal

studies of mothers and fathers within a London community play-centre of 200 families, over an 8-year period, mapping parenting

changes in successive cohorts beginning in 1977. This was augmented by focus-group discussions and pre-and postnatal in-depth

interviews with purposively selected informants, at 18-month intervals. The findings from my small-scale qualitative studies

engendered questionnaires which were subsequently applied by independent researchers in large-scale longitudinal-prospective

projects additionally using measures with well-established reliability and validity, conducted with representative samples in

various countries, including Israel, Belgium, Australia, Hong Kong, etc. [13, 4, 7, 17]. Understanding the subjective experience

of moment-to-moment parenting activities and difficulties is enriched by psychoanalytically informed clinical work with

individuals, couples, families and groups within a practice dedicated to issues of reproduction and early parenting over the past

35 years. Finally, to expand from the Eurocentric start-point, the author also conducts consultations, work discussion groups and

supervision for midwives, mental health professionals and social service practitioners working with pregnant women, and/or

teenage and older parents on six continents; and open-ended exploratory workshops (conducted through interpreters) with

parents themselves in many countries, including the Azores, Argentina, Australia, Austria, Belgium, Canada, Chile, China, Crete,

Czech Republic, Denmark, Egypt, England, Ethiopia, Finland, France, Greece, Guatemala, Holland, Hong Kong, India, Ireland,

Israel, Italy, Japan, Latvia, New Zealand, Norway, Peru, Portugal, Romania, Russia, Scotland, South Africa, Spain, Sweden,

Switzerland, Turkey, USA, West Indies, Venezuela.
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• While consistent during a particular child’s infancy, orientations often change in sub-
sequent gestations, indicating these are neither traits nor personality types – and that
parenting constitutes a life-long evolutionary process.

Germane to these findings two models are presented, depicting configurations of bonding
with the imaginary baby during pregnancy, and emotional experience and beliefs which
generates manifest parental behaviour postnatally.

1.2 Pregnancy and the ‘placental paradigm’

Antenatal emotional experience primes postnatal interaction. Pregnancy is a blending of
three intertwining systems: biological, psychological and social. The unconscious mind
reflects these. An expectant mother’s mental construction of the largely unknown fetus
consists of her fantasies, wishes and projections, partaking of her imagined baby-self in the
eyes of archaic carers, and her own particular mode of engagement with the procreative
maternal body and its powers. If gestation is allowed to proceed, the baby growing within
the pregnant woman is only viable as part of their symbiotic exchange. For approximately
280 days, floating in the amniotic sea, he or she swallows and excretes, depositing waste
products for expulsion by the maternal system, and ingesting nutrients from the plasma
filtrate of mother’s diet and the hormonal transmissions of her emotional state.

Expectant mothers’ subjective interpretations of this bidirectional connectedness are
delineated as a placental paradigm, illustrating relational representations underpinning
variations of antenatal bonding.

Table 1.1 indicates that many women experience flexible fantasies and healthy ambiva-
lence during pregnancy. Ideas about the baby she harbours and herself as mother-to-be

Table 1.1 Placental paradigm

Maternal representations

Self-as-mother Fantasy baby

(archaic mother) (baby-self) Manifestation:

Mixed representations

1. þ/� þ/� healthy ambivalence

Fixed representations:

2. þ þ idealization

3. � þ guilt/depression

4. þ � persecution

5. � � anxiety

6. þ/� þ/� obsession

7. þ/� 0 detachment

Note: Given myriad variations of individual and cross-cultural fantasies, an abstract notation is used – ‘plus’ signs

to signify positive feelings and ‘minus’, negative ones.

Modified from J. Raphael-Leff, procreative process, placental paradigm and perinatal psychotherapy, Journal of the

American Psychoanalyic Association, Female Psychology supplement, 1997, 44, 373–99, which includes illustrative

clinical examples.
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vary in emotional timbre, richness and intensity, fluctuating during the course of an
hour, let alone a day. This changeable process, allowing for playful ‘practice’-bonding
with the unborn baby, contrasts with ‘fixed’ representations. A woman’s unwavering idea
of her ‘brilliant’ pregnancy as perfect communion/fusion between munificent containing
mother and ‘special’ baby is clearly romanticized. Unless she processes this idealized
conviction before the birth, she is destined to be sorely disappointed in the ordinary baby
she delivers and herself as merely a ‘good-enough’ mother. Similarly, a pregnant woman
who feels insufficient or even full of toxic ‘badness’ may be consumed by guilt, seeing
herself as incapable of nourishing her vulnerable baby. Minor symptoms, ultrasound
deviations or complications seem to confirm her sense of failure. Postnatally, inevitable
frustrations sadden her greatly, inducing guilt for betraying her desire to provide an
idyllic infancy.

Conversely, another woman may experience herself as fine but for the parasite leaching her
resources, an invader determined to maul her from within. When this sense of exploitation is
overpowering, relief may be sought in an abortion. Persisting acrimonious representations
augur badly for bonding with an infant who is envisaged as a demanding persecutor.

Suffering from low self-esteem, another troubled mother may feel that the critical baby
inside knows her weaknesses and will expose her shortcomings once born. Nine months of
incompatible connectedness can feel intolerable as apprehension erupts in severe panic
attacks. Once again, abortion may seem to offer the only respite from chronic anxiety about
damaging or being damaged by the baby inside her. If the pregnancy is sustained, this over-
anxious conflicted mother feels compelled to constantly check on her baby, envisaged as
dangerous and/or in mortal danger.

Pregnancy also weakens obsessional defences that aim to separate good from bad.
Breakthrough intrusive thoughts of causing harm to the future baby include graphic visions
of molesting or hurting the child, or herself. Fearing madness, these ideas from ‘out of the
blue’ alarm perfectionists who consciously want to be excellent mothers, doing the best for
their offspring.

While seeming far-fetched, such disturbances are extremely common. Confusion and
tearfulness increase during the transition to parenthood. Domestic violence rises, boding
badly for paternal bonding. Borderline tendencies to self-harm, risk-taking behaviours,
dissociation and abusive enactments intensify. Numerous studies document poor antenatal
clinic attendance, and adverse consequences of untreated depression, persecution, anxiety,
post-traumatic stress disorder and childhood abuse, associated with self-neglect, unhealthy
eating, smoking, alcohol or substance abuse affecting fetal growth, and resulting in low
birth weight, preterm delivery and/or a hyper-reactive baby.

A final hazard is an expectant mother who behaves as if not pregnant, denying her
condition or the importance of the changes to come. This portends badly for the future
primary relationship, as emotional detachment leads to malattunement and neglect. Early
maternal withdrawal is associated with hyper-vigilance in infants and borderline traits in older
children.

Meanings she ascribes to their cord-linked interchange are coloured by circumstances of
this conception, life events and her current view of maternity, affected by past experiences
of being mothered, as well as her anticipation of future mothering.

Thus, no baby is immune to influences across the placental barrier. He or she already
feeds on maternal aspirations and emotions, including her (seemingly universal) primal
anxieties of formation, transformation and sustenance. One prospective study of 10,000
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women found that true to folk beliefs, antenatal maternal anxiety indeed affects the
offspring – through high cortisol levels, traceable biochemically and evident in behavioural
problems even at age seven [1].

Antenatal disorders are commonly under-diagnosed. Strikingly, most treatment
literature focuses on post-partum interventions despite prepartum antecedents of
equal prevalence. Given the high rates of antenatal emotional disturbance, and great
benefits of prophylactic treatment before the interactive process with the baby is
affected, it is essential to identify troubled women during pregnancy. Perinatal staff
are in a prime position to screen their clientele, and to refer pregnant women with
bonding disorders.

Devised with this in mind, the placental paradigm can be easily taught to clinical
practitioners (midwives, traditional birth attendants, nurses, obstetricians or paediatri-
cians) as a simple evaluative chart requiring no knowledge of mental disorders but a
capacity to listen in an empathic, non-judgemental way. Official guidelines (e.g. National
Institute for Health and Clinical Excellence www.nice.org.uk, 45, 2007) advocate ‘talking
cures’ over antidepressants or other medications while pregnant/breastfeeding. Contemporary
psychoanalytic psychotherapists recognize pregnancy as a beneficial therapeutic period, aided
by greater accessibility of unconscious material, rich fantasy, frequent and vivid dreams,
introspective amenability to insight and high motivation to become a ‘good’ parent [2, 3].

1.3 The model of maternal orientations

This model, depicting parental beliefs and behaviours, interdigitates with the placental
paradigm. The diverse orientations help clinicians understand women’s subjective
approaches to pregnancy, the baby, birth and motherhood, and how different challenges
interact with each expectant mother’s personal belief system, self-esteem and mental health.

The first of these orientations is that of the Facilitator who treats pregnancy as the
culmination of her feminine experience. Throwing herself wholeheartedly into the process,
she dons maternity clothes early, ‘communes’ with her baby, revelling in the special
attention. She plans as natural a birth as possible, wishing to minimize the traumatic
‘caesura’ that will reunite her with her familiar baby (see Table 1.2).

This contrasts with the Regulator for whom pregnancy is an unavoidable means of getting
a (unknown) baby. She resents being treated as an ‘incubator’, prey to comments by
strangers. Childbirth is imagined as a dreaded, exhausting and painful event to be mitigated
by medical intervention. Large studies find that Regulators have a higher rate of antenatal
depression, anxiety symptoms and specific pregnancy-related fears. Their elevated incidence
of elected Caesarean sections indicates preference for predictability and a way of bypassing
the potentially humiliating experience of vaginal birth [4, 5, 6].

Facilitators, on the other hand, look forward excitedly to ‘birthing’. Studies of expecta-
tions find that Facilitators anticipate more intrapartum feelings of fulfilment, marred by
assisted delivery [7].

A third group is that of Reciprocators – expectant mothers (or fathers) able to tolerate
uncertainty and mixed emotions, in themselves and the baby. They manage ambivalence as
inevitable in all relationships, accepting occasional resentments as part of the complex
experience of caring for a wordless, sleep-interrupting sentient infant, similar to them in
having human emotions and needs, but different in being little, dependent and vulnerable.
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Other mothers are Conflicted – torn between an ideal of maternal perfection and
rebellion against it. Preoccupied with painful feelings from childhood experiences and
unresolved issues with her own mother, this woman feels trapped with a baby who seems
not to recognize her. Confused and terrified of breached floodgates she experiences panic
attacks. Her life becomes increasingly dominated by avoidant precautions to control
intense anxiety, and envy of her baby’s care. Meanwhile, the infant seen as needy but
impossible to understand fails to thrive, often manifesting persistent crying, sleep or
feeding problems, behavioural disruptions and disorganized attachment, both reflecting
and contributing to interactive family symptomatology. Differences between these four
groups are significant (p < .001) [6].

1.4 Mothering

Facilitators treat postnatal nurture as an extension of pregnancy – a ‘fourth trimester’ of
sensually relishing the reunited baby. Enveloped in the maternal body, the infant redis-
covers mother’s voice, her wake/sleep rhythms, cadences of breathing and kinetic pat-
terns of stillness and movement. Some experiences are new: the feel and fit of mother’s
fleshy contours, the taste of breast milk and odours of her breath, armpit, vaginal
excretions, her bodily warmth, unmuffled immediacy and differing smooth silkiness/
rough edges of her caress . . .

Feeling mothering is her vocation, the Facilitator mother adapts herself to her baby,
convinced that only she, the biological mother primed by pregnancy, can fathom her
infant’s needs. Hence as exclusive carer, she maintains close bodily contact, treating every
gurgle as a communication that must be responded to (Table 1.3).

By contrast, the Regulator believes that mothering is a ‘learned skill’, acquirable by
others. Since to her neonates do not discriminate between people, she introduces co-carers
early on, establishing a routine which reduces unpredictability, provides continuity
between nurturers, and differentiates between ‘valid’ crying and ignorable ‘noise’.

Table 1.2 Facilitator and Regulator antenatal orientation2

Facilitator Regulator

/ uniquely privileged ? are privileged

Pregnancy enjoyable ‘Necessary evil’

Dual identifications Resists introspection

Natural birth labour/birth ‘Civilized’ birth

Exciting Humiliating

‘mother’ identity ‘Person’

Vocation mothering Skill

Mother and Baby primary unit Sexual couple

2 These tables contrast two of the four orientations. Regarding the others, Reciprocators tend to remain open-minded, exploring

perinatal experiences and negotiating each episode as it arises rather than holding a preconceived stance. Conflicted mothers

oscillate between Facilitator and Regulator approaches (and conflicted fathers between a desire to participate fully and defended

renunciation).
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Hence, proximity is not an issue. The main goal is to ‘socialize’ the asocial, presocial or even
antisocial infant and regulate his or her desires. To this end the baby must adapt to the
household regime.3

Apart from differences of adaptation and feeding, night-waking is elevated in Facilitator
babies, associated with maternal separation anxiety. Sleep patterns differ most significantly
at 11 months, but at two years Facilitators’ babies are still requiring help in the night, as
opposed to Regulators, many of whose babies (reportedly) are conditioned to sleep through
from 5 weeks. Infants of Conflicted mothers take significantly longer to fall asleep [25 vs. 11
minutes] but sleep later [8].

The specificity of stressful precipitants for each group also makes sense of the incon-
sistent ‘fractionated’ findings in the family-work-stress literature. To maintain their self-
esteem, Regulators need to engage meaningfully with adults outside the home, whereas
Facilitators dread separation from the baby. Wishing to provide full-time exclusive care,
they return to work reluctantly of economic necessity or job stipulations. Conversely,
Regulators resent economic dependence, and the slow ‘mommy-track’ which penalizes
career advancement and salary growth.

Reciprocator couples tend to be dual-career partners. If they can afford loss of earnings
they work flexible hours or part-time, alternating in looking after the baby (prevalent in
Scandinavian societies, which provide 12–18 months of parental leave at full pay).
Otherwise, Reciprocators work from home or employ a helper.

Naturally, low earners are less able to afford either part-time paid jobs or personalized
high-quality childminders, having to resort to available day-care. British surveys of the
postnatal period indicate that across all social classes, income groups and educational levels
(including lone women) 25% of mothers engage in full-time work, 25% stay at home and
50% work part-time [9].

3 Professionals working with new mothers are of interest here because of their own concordance with the orientation model. For

instance, a study of breastfeeding attitudes of health care professionals, found that some practitioners had a positive breastfeeding

interest and a trust in the mother-child unit to manage breastfeeding as opposed to practitioners who regulate the mothers,

instructing them how to organize their breastfeeding on a routine basis, instead of being sensitive to the child’s needs [18].

Table 1.3 Facilitators and Regulators – mothering

Facilitator Regulator

Mother adapts praxis Baby adapts

‘Baby knows’ conviction ‘Experts know’

Gratification aim Socialization

Exclusive care Shared

Intuitive ‘Right way’

Mother’s presence security Routine

Communication crying ‘Real’ vs. noise

Permissive; frequent feeding By schedule

Late weaning Early

Parents’ bed sleep Own room

‘Gift’ feces ‘Mess’
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The current recession is reshaping the financial roles of millions of mothers worldwide,
who are becoming sole breadwinners, returning to work or taking on second jobs to
compensate for partners’ loss of earnings due to predominantly male employment cuts.

1.5 Postnatal disturbances

All primary carers of whatever sex and age find parenting difficult, especially in nuclear
families. Being responsible at all times, attentive and attuned to the needs of someone else,
is a daunting task. In addition to broken nights, dream-deprivation and exhaustion, birth
mothers also contend with hormonal fluctuations and recovery from labour/birth.
Breastfeeding mothers experience painful engorgement, frightening orgasmic contractions,
cracked nipples or mastitis and sole accountability for the baby’s growth. Teenage mothers
experience conflicts between parenting demands and adolescent needs.

Not surprisingly, almost half of Westernized new mothers are distressed at some point
over the first two postnatal years; 13–20% suffer clinical depression and 20–40% of
disturbed mothers report compulsive thoughts or images of harming the child [10].
These preoccupations often remain secret, hidden and untreated. Although most are not
acted upon, in severe disturbance, when delusional reasoning includes the baby, there is a
serious risk of child abuse or infanticide.

Each mother or father is affected in his or her own way by the highly arousing emotional
experience of nurturing a baby. Where new parents are concerned, my research has shown
that a Facilitator mother experiences ‘primary maternal preoccupation’ (in Winnicott’s
phrase) before and during the months following childbirth. Her identity becomes primarily
that of a mother. Holding a distinct mothering philosophy, she strives towards her
maternal ideal of devotion, suspending her subjectivity by adapting to the baby, intuitively
facilitating, holding and dedicating herself in unconscious identification with both mater-
nal ideal and vicariously gratified baby-self. However, to sustain this orientation any
negative feelings must be suppressed. These revert towards herself. Facilitating mothers
feel devastated if unable to breastfeed. Desperation over minor lapses of maternal perfec-
tion induces irreparable guilt, remorse and anxious over-involvement. Self-reproach for
‘ruining’ the ideal may escalate to depression, hopelessness and, in extreme cases, even
suicide.

Many other women have a different experience I term ‘primary maternal persecution’.
In-depth exploration of their subjective experience boils down to feeling trapped. If the
sense of exploitation (Table 1.1: 4, 5, 7) persists, feeling undermined, and at the mercy of a
potentially greedy/spiteful infant, hostility must be managed. Most Regulator mothers do
this efficiently. More breastfeed today than in the past – health-education stresses both
infantile immunity and maternal benefits of rapid return to pre-pregnancy shapeliness,
with reduced risks of diabetes, heart disease, ovarian cancer and stroke.4 Intake is regulated

4 Breastfeeding rates, style and duration vary according to orientation. However these also reflect societal policies and local

expectations: in Ethiopia (one of the poorest countries in the world) and Norway (one of the richest), breastfeeding approaches

100%, continuing for two-three years and one year respectively, whereas in Britain only 35% of babies are exclusively breastfed at

one week! An Israeli study is currently testing the hypothesis that Facilitators show stronger intrinsic and Regulators extrinsic

motivation to breastfeed, on the assumption that maternal orientation moderates the relationship between two developmental

axes and this motivation. Facilitators’ higher levels of need/lower anxiety regarding attachment vs Regulators’ higher need/lower

anxiety regarding individuation. Reciprocator mothers are deemed to have a higher need for both attachment and individuation

and less anxiety than the Conflicted group, where two competing orientations of ‘Facilitator’ and ‘Regulator’ vie (Peleg).
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by schedule, and feeding bottles are introduced early to ensure shared care. This allows the
mother to replenish herself by spending time in an enriching social world, protecting her
from risks of ruptured defences and/or surrendering to ‘sentimentality’. However, if adult
fulfilment is thwarted by obstacles, due to unemployment or her own inner conflicts,
resentment accumulates. Unmitigated mothering of an infant saps her internal resources,
threatening her self-discipline. Desperate to get away, she resorts to controlling the baby’s
sleep-patterns and abhorrent behaviors, but resents being perceived as coercive.
Unconsciously the baby represents split-off dependent, ferocious and/or deprived aspects
of herself. Persecuted by constant exposure to her repudiated weaknesses, internal pressure
mounts to externalize old scenarios. If defensive detachment fails, punitiveness intensifies
towards the baby, seen as cause of her problems,5 (Table 1.4).

Importantly, these different orientations towards mothering are already measurable
during pregnancy and hence cannot be attributed to the baby’s personality. The innovation
is to treat postnatal distress not as a unified occurrence, but precipitated differentially in
these groups by intrapsychic, socio-economic or cultural factors that conspire to prevent
each woman from fulfilling her own maternal expectations. With greater involvement in
childcare, about 25% of Western fathers also suffer postnatal distress, increasing to 40% if
their partners are mentally ill (possibly due to assortative mating).

Table 1.4 Facilitators and Regulators – beliefs and fantasies

Facilitator Regulator

Sociable/vulnerable newborn Pre/asocial. Tyrannical

Innate personality Becomes person later

Recognizes mother Undiscriminating

Communicative Voracious

Unconscious configuration

Mother’s ideal self baby Split off weakness

‘Fusion’ ideal Autonomy

Glorified internal mother Denigrated

Emotional experience

Primary maternal Primary maternal

preoccupation persecution

Insufficiency threats Competition

Idealization defences Control

Vicarious gratification Dissociation/detachment

Fear of hating anxiety Fear of loving

5 Such responses are not rare. In various surveys, parents who admit to having smacked their baby, blame the child for

doing something dangerous or ‘naughty’ or justify it as themselves ‘letting off steam’. Recent research by the UK Office for

National Statistics found that 88% of British people still think parents should have the right to physically discipline their

young children despite massive anti-smacking campaigns, and a global initiative to prohibit it. The link between corporal

punishment and fatal child abuse is evident in extinction of the latter in Sweden since the ban on physical chastisement

was introduced in 1979. However, Sweden also has psychologists in every perinatal clinic and offers all parents 18 months

of full economic and social support.
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Disturbed parents are unresponsive, less attuned, inconsistent, ineffectual, and/or
intrusive, rejecting or hostile, leading to cognitive and developmental deficits in the
child, with threefold risk of developing emotional disorders. Chronic marital or socio-
economic difficulties also affect parent–infant interaction. Babies of depressed mothers
develop hypersensitive stress responses, with greater likelihood of depression in adulthood.
Sons of postnatally depressed fathers are prone to conduct disorders, and children of angry
parent/s have difficulties controlling their anger, self-soothing and/or understanding emo-
tional states in themselves and others. In many places, therapeutic interventions are not
readily accessible but supportive care from self-help groups or non-professionals may
improve the quality of the primary relationship.6

Retriggering of the past is but one variable of parental perinatal distress. In addition,
there are many psychosocial precipitants, of which an important factor is inability to live up
to one’s own ideal. Independent research confirms my early findings [6, 11, 12] that in each
orientation, psychological strain, including perinatal depression, is related to a discrepancy
between personal expectations and fulfilling one’s optimal form of mothering. Statistical
evidence reveals that Facilitators are tormented by disappointing birth-interventions.
Regulators have increased independent risk during the first six weeks, suffering from a
sense of reduced adult competence – confidence loss and self-reported inadequacy and
dejection. Reciprocators are resilient. Even those who were distressed antenatally are
statistically less likely to develop postnatal depression [6].

Acceptance of sad and angry feelings alongside joyous ones, and flexible reciprocity in
meeting emotional needs of both parent and infant seems protective, unlike imbalanced
emphasis on either baby or carer.

A Facilitator who fails to achieve her mothering ideal tends towards depression.
Suffering agonies of self-blame and anxiety, she castigates herself for letting down the
vulnerable baby as centre of the world. By contrast, a Regulator mother anticipates
mothering ‘rationally’. Horrified by her heightened emotions, she dreads becoming
‘soppy’, or scary. When persecutory feelings escalate, projective experiences of para-
noia engender a need to escape or to impose further control. Contending with
incompatible tendencies to extreme facilitation and simultaneous regulation,
Conflicted mothers feel confusedly martyred or hostile, paralysed by phobias or help-
lessness (needing the infant’s help), or become rejecting, punitive and/or intrusively
autocratic.

Notably, the orientation model is circular rather than linear: half the circle – namely
babies of Reciprocators and those of moderate Facilitators and Regulators – are found
to be securely attached. The other half are insecure. Extreme Facilitator mothers
tend to be enmeshed (babies ambivalent), extreme Regulator mothers dismissive
(babies avoidant), while Conflictual orientations are preoccupied/inconsistent (babies
disorganized) [13].

6 In industrialized nations up to 20% of all mothers suffer from postnatal mental disorders, a figure that rises with poverty,

discrimination and adversity. However, scarcity of professional resources means that in low and middle-income countries a high

treatment gap exists between disorder and availability of therapeutic interventions, which may also be unevenly distributed and/or

inefficient. The World Health Organization advocates a public health policy with ‘task shifting’ from specialists to training primary

health-care workers to recognize distress and deliver cost-effective support and accessible care www.who.int/whr/2001/en. For an

example of a randomized control trial of a home-based intervention to improve the quality of mother–infant relationship and

attachment in a socio-economically deprived community in South Africa through lay community workers, see the British Medical

Journal online www.bmj.com/cgi/content/full/338/apr14_2/b974.
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1.6 Contagious arousal

Unremitting intimate contact with a newborn triggers formidable emotional forces. One
of the first feminists to candidly disclose the arousal of long-buried feelings and her
confused sense of maternal ‘power and powerlessness’ wrote in 1960: ‘My children cause
me the most exquisite . . . suffering of ambivalence: the murderous alternation between
bitter resentment and raw-edged nerves, and blissful gratification and tenderness’
[14, p. 21].

The intensity of primary experience resides partly in evocations of the past: bittersweet
dual identifications with the baby’s neediness, as with one’s own mother’s protectiveness. A
new parent’s open receptivity to the infant’s ‘primitive’ communications evokes his or her
own implicit processes. Breaking down defences, the infant’s helplessness unleashes unre-
solved ‘power/powerlessness’ conflicts in the carer, revitalized through contagious arousal
(as I termed it). Archaic experience is also stirred up through sensual dealings with primary
substances: the evocative smells and feel of amniotic fluid, lochia, colostrum, breast milk, as
well as baby-poo, pee, vomit, navel and other excretions, all unique to infancy. I propose
that these retrigger somatic sensations and subsymbolic preverbal memories from the
adult’s own infancy.

The focus and timing of a mother’s or father’s arousal reflect the weakest links of his or
her infancy/early childhood (as the Conflicted group demonstrate vividly). Conversely,
each orientation excels at different developmental phases – Facilitators’ exquisite neonatal
attunement; Regulators’ encouragement of mobility; Reciprocators’ negotiation of tod-
dlers’ choices . . .

I suggest that perinatal distress is exacerbated by little previous contact with babies and
lack of preparation for their emotional impact. Laying oneself open to comprehending pre-
verbal emotions reactivates unprocessed feelings. Surprised by the fierce intensity of their
elicited response, many mothers and fathers are deeply shocked by involuntary thoughts
about neglecting, harming or even molesting the omnipresent infant.

In the West, the baby handed to parent/s to take home from hospital (with total
responsibility for his or her welfare), is usually the first newborn they have ever seen.
Furthermore, extended families are scattered. Unfriendly communities tender insufficient
emotional and practical support, unrealistically increasing spousal-reliance. Most impor-
tantly, in many countries today people live in stratified societies which separate age-groups.
Growing up within small isolated nuclear family units offers few opportunities to actively
work through loss, grievances and early traumatic experience in the presence of a baby-
sibling, -cousin or -neighbour, before caring for one’s own infant. Facilitation and regula-
tion (compensation/control) are defensive procedures to reduce the overwhelming aspects
of contagious arousal.

In sum: the two-way systemic process of pregnancy continues postnatally. Parents are
profoundly affected by emotional interchanges with their offspring, and conversely, a
child’s internal world is constituted intersubjectively with primary carers.
Neuropsychological research reveals that the baby’s brain itself is formed interactively,
reflecting the degree of stimulation or deprivation, cultivation or pruning of neonatal
synaptical connections. Using frame-by-frame microanalysis of filmed interactions, neo-
natal researchers (Beebe, Lyons-Ruth, Sander, Stern, Trevarthen, Tronick) demonstrate
complex bi-directional patterns of mutual regulation and reciprocal influence between
carers and infants.
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Most importantly, the myth of perfect synchrony is dispelled. In ordinary dialogues
between mothers and their babies, around half the communications are mismatched.
However, the crucial element for infant mental health is not unadulterated harmony, but
a reciprocal meeting of minds, and the capacity of both parent and infant to heal impinge-
ments and repair miscommunications collaboratively.

The ability to tolerate ambiguity and ambivalence without resorting to foreclosure, guilt
or retaliation is something Reciprocators are good at. Aware of the baby’s human sameness
as well as otherness (being little, dependent and immature), their primary stance is one of
empathy, curiosity and compassion (rather than identification or dis-identification).
Although delineated many years before ‘mentalization theory’ was formulated [15],
Reciprocators may be described as utilizing parenthood to enhance their capacity for
‘reflective functioning’. Seeing the baby as a separate individual endowed with personal
characteristics and changing mental states (feelings, intentions, beliefs, desires) enriches
Reciprocators’ interactive awareness and self-understanding.

1.7 Paternal orientations

Whereas male Reciprocators share care, striving to evolve a (preoedipal) relationship with
the sentient baby, Participator fathers desire total involvement in the pregnancy and sole
care of the infant. By contrast, alarmed by the emotional arousal intimate contact entails,
Renouncer fathers wish to suspend their paternal role until the infant develops language.
Conflicted fathers want both [16]. Clearly, in two-parent families, the interactive combina-
tions of partners is crucial (Table 1.5).

Stable partnerships mitigate psychogenic conflicts. However, Facilitators become dis-
tressed by competition over exclusive baby-care or spousal failure to safeguard on-demand
breastfeeding against interruptions (by other children, economic needs or household
chores). Conversely, Regulators abhor conservative non-egalitarian partners who insist
they remain at home. In cultures of male machismo, ‘liberated’ women may be stigmatized,
or subject to partner violence.

Finally, while consistent during the early years of a child’s life, orientations often change
with subsequent pregnancies, usually due to parental processing of affect. Influential
psychological variables are the motive for this conception and degree of emotional support
(even one confidante is protective). On a socio-economic level, issues include the mother’s

Table 1.5 Parental permutations and precipitants of postnatal distress

Facilitator þ Renouncer Regulator þ Renouncer

‘Conventional’ pattern Dual-career pattern

Primary unit: motherþbaby Primary unit: sexual partners

Non-supportive partner!PND Conservative partner!PND

Facilitator þ Participator Regulator þ Participator

Division of care Shared care

Competitive partner!PND Role reversal

Note: PND ¼ postnatal depression.
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age, career/employment status, partner, number of children and age-gaps between them,
social/economic pressures, cultural expectations and life events. Physiological complica-
tions of pregnancy, childbirth or baby, hormonal swings and sleep-deprivation all influence
future decisions. However, the most important factor in determining a change of orienta-
tion is the emotional experience of parenting the previous child.

1.8 Conclusion

In Westernized countries, over the decades since the 1960s counter-culture, ‘the pill’, equal
education and higher career expectations, many feminist mothers struggle desperately with
clashes between their own dramatically changed personal aspirations and those of the baby,
unchanged since hunter–gatherer times. This incongruity can lead to high discordance of
needs between carer and infant, especially among professional women who wish to be
‘good’ mothers while pursuing career interests.

Most theoretical expositions depict mothers from the perspective of the child. However,
qualitative studies focusing on maternal experience provide greater awareness of flesh-and-
blood subjects with their own feelings and independent locus of agency, needs and desire.
Nonetheless, painful issues of maternal resentment and anxiety remain under-theorized. In
a cultural climate that promotes parenting as blissful, carers as well as mental health
professionals are reluctant to acknowledge the depth of parental ambivalence. Accepting
that responsiveness to an infant’s affective communications inevitably evokes mixed feel-
ings enables these to be voiced and processed rather than either inhibited (by Facilitators),
split (by Regulators) or acted upon (by Conflicted parents).

Increased recognition of heterogeneous orientations and awareness of bi-directional
psychodynamics engenders greater tolerance for the range of ways parents choose to relate.
The emphasis is no longer on a ‘correct’ form, pathologizing deviations from conventional
parenting, but rather helping each parent to develop flexibility and authentic enjoyment
within the chosen mode of interaction he or she and this specific infant are comfortable with.

Given Western fragmentation of family and community networks, professionals now fill
the gaps – offering developmental guidance and emotional support to both parent and
child. And should the need arise, making timely referrals for rewarding perinatal or parent–
infant psychotherapy.
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2
The competent fetus

Sam Tyano and Miri Keren
Tel-Aviv University, Sackler School of Medicine, Israel

Come into being
They met,
They desired me,
They united,
They secreted,
And I was created . . .
Who am I? What am I?
Do I feel? What?

2.1 Introduction

The domain of embryology studies deals with how and when human organs develop, from
conception to birth. The field of fetal neurobehavioral development focuses on indicators
of fetal behavior, and on the impact of external stimuli/events on the fetus. As stated in the
Fels study of fetal behavior [1]: ‘We must regard our interest in the problem of normal fetal
behavior as a direct outgrowth of the widespread tendency within the past few years, to
approach more closely the beginnings of human life in the hope of obtaining a picture of
behavior as it emerges’ [1, p. 1]. They were the first to view the fetal heart rate as a
behavioral indicator. Already in 1935, they showed the movements of the human fetus in
response to sound stimuli. In 1975, the chronological evolution of the maturation of the
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various sensory systems during the gestational months was described [2], showing that the
fetus has a neurophysiological apparatus, which, prior to any learning experience, readies it
to perceive and to process sensory information, though in a diffuse and non-discriminative
way. The notion of competencies of the fetus was then introduced.

Starting in the mid-1990s, descriptive studies of fetal neurobehavior, aimed at discover-
ing the ontogeny of maturation prior to birth, have focused on five main indicators: fetal
heart rate (FHR) and variability; behavioral state; qualitative motor patterns; activity level
and the association between changes in FHR and fetal movement. Each of these is
characteristic of the development of parasympathetic tone and modulation of sympathetic
activation. With advancing gestation, fetuses display slower heart rate, increased heart
variability, reduced but more vigorous motor behavior, coalescence of heart rate and
movement patterns, emergence of distinct behavioral states, and increased cardiac respon-
siveness to stimulation. The gestational period between 28 and 32 weeks is a period of
neurobehavioral transition [3].

2.2 Continuity from intrauterine life to infancy

Amazingly enough, long before science was able to study fetal neurobehavioral develop-
ment, Freud [4] argued that intrauterine life and infancy are much more in continuity than
the sharp break of delivery may make us think. The next study on fetal neurobehavioral
development was published only close to 60 years later on the ontogeny of behavior neural
regulation and demonstrated that there is little neurobehavioral discontinuity between the
fetus and the neonate [5].

In the last 20 years, the increased survival rate of preterm infants and the reduction in the
gestational age of viability have extensively increased our knowledge on the development of
extrauterine functioning preterm babies [3, 6]. For instance, the link between high levels of
motor activity in utero and difficult temperament after birth (unpredictability, poor
adaptability, high level of activity) was demonstrated [6]. Higher fetal heart rate was
associated with postnatal lower emotional tone, activity level and predictability. It is
notable that contrary to previous studies [7, 8, 9], DiPietro and colleagues found no
significant link between fetal heart rate variability and difficult temperament. Their expla-
nation was that fetal heart rate variability is not a ‘pure’ characteristic of the fetus, because it
is influenced by maternal factors, such as perceived stress or maternal age, in ways that
other fetal measures are not. Taking into consideration the limitation of their study in that
assessment of infant temperament was based strictly on maternal reports, the authors
concluded that the various features of fetal neurobehavior provide the basis for individual
differences in reactivity and regulation in infancy.

An additional set of data that show continuity from prenatal to postnatal life comes from
gender studies. Several researches have brought substantial evidence for gender differences
developing already in utero: preterm boys are at elevated risk for neonatal mortality and
morbidity [10], male fetuses are more vulnerable to teratogenic risks and to hypoxia than
females [11], or the finding that though boys weigh more at birth, a number of their systems
tend to be less mature than the girls’, including the respiratory and skeletal systems [12].
The finding of differences by gender in concentrations of an anti-inflammatory agent
(Interleukin-1 receptor antagonist) in amniotic fluid indicates that it may be responsible
for lower female perinatal risk [13]. These in utero gender differences in vulnerability may
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be of great significance when added to the findings of other gender difference studies in
postnatal resilience. For instance, it has been shown that female patients show a better
recovery rate from brain injuries than males [14].

Several studies have shown the significant impact of maternal emotions, especially stress
and depression, on the fetus’s level of activity and heart rate [6, 15, 16, 17]. Also, the impact of
socio-economic status on all domains related to the fetus has been demonstrated [18]: fetuses
of low socio-economic status mothers had lower heart variability and higher heart rate,
moved less often and with less vigor, and exhibited less frequent synchronous periods of
quiescence/activity. The authors concluded their article with the following remark: ‘While the
etiology of this socio-economic effect on the fetus observed in this study is not known,
detection of associations between poverty and fetal maturation may have profound implica-
tions for child outcome’ [18, p. 89] . The overall significance of these studies is that, already at
the in utero stage, fetal development is influenced by a form of ‘nurture’ or parental influence
that goes beyond the genetic, into the behavioral. In this sense one may argue that there is a
continuum between prenatal and postnatal development.

2.3 The competent fetus and its receptive sensorial
capacities

A paper entitled ‘Story of the fetus, told by a neonate’ [19], describing the evidence-based
sensorial capacities of the fetus, implicitly has opened up the field of fetal psychology by
‘putting words into the fetus’s mouth’. Indeed, the use of the first-person pronoun, ‘I’,
conveys the idea that a fetus is a subject with competencies:

Nine weeks old – I can burp and respond to loud noises.

Week 10 – I move my hands, Stretch, breathe in and out.

12 weeks – I can yawn, suck, swallow and taste the flavor of the liquid surrounding me.

At 24 weeks – I can feel the blood flow of my mother, hear the movement of her intestines
and hear her voice which relaxes me.

My world – the womb – includes the placenta, umbilical cord, amniotic fluid and womb
walls. The length of my umbilical cord is influenced by my movements . . . I already have
an impact on my surroundings!

My placenta is very different from the one in the other wombs.

My mother’s amniotic fluid is a world filled with chemical stimulations, smells, flavors
and hormones. These characteristics influence me deeply. My amniotic liquid protects
me from sudden movements that my mother makes, but whenever she or I move, I have
many occasions to feel the walls of my womb with different parts of my body.

My mother’s womb is never silent: I can hear a continuous background noise, I can hear
my mother’s blood pump, I can hear my mother’s intestinal noises, I can hear high-
frequency noises from the outside.

My mother’s womb is dark. My heart reacts to light flashes. Seven and a half months after
my parents have conceived me, I am physiologically ready to see, but I need the real
world stimuli to start really seeing.
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If my heart beat rate is slow while I hear voices or stories which are already known to me
. . . it is a sign that the familiar soothes me and leaves me with a feeling of confidence.
Remember this because it is the same after I’m born.

If you introduce a drop of a bitter liquid into my amniotic fluid, I’ll stop swallowing at
once . . . But if it is a sweet drop, I’ll make twice the suction movements! When my
mother does an amniocentesis test, I’ll either approach or withdraw from the needle,
even though my eyes are still closed at the time. I may even stop moving for two minutes,
and slow down my heart rate [20].

2.4 Fetuses remember and therefore can learn . . .

Fetal memory has been studied in utero and after birth, through different techniques. An
indirect proof of the existence of memory in the fetal brain in utero is habituation to vibro-
acoustic stimulations, as measured by cardiac reactions [21], and it is present after about 32
weeks of gestation. The duration of fetal short-term memory is of at least 10 minutes while
the duration of long-term memory is 24 hours. The period between 28 and 34 weeks is a
transitional time for neurobehavioral development of the fetus [3, 22], and results from the
linear increase of the parasympathetic influence on cardiac activity.

A special type of recurrent, naturalistic, auditory experience to which fetuses are exposed
is their mother’s voice. There is evidence that human newborns can discriminate between
individual female voices and show strong preference for their mother’s voice. Better yet,
they even prefer to be told a story that was told to them during pregnancy [23]. In this
study, preference was detected by the newborn’s suction movements. It may be of interest
to note, however, that human newborns do not show any preference for their father’s voice
over that of other males. A possible explanation of this finding is that the nature of the
auditory stimulus is of different nature between the two parents, with the mother’s voice
acting as an ‘inside-to-inside’ stimulus, while the father’s voice acting as an ‘outside-to-
inside’ stimulus. Full-term fetuses can distinguish between mother’s and a stranger’s voice
[21] and between musical tones [24]. In a follow-up study [25] that looked at the devel-
opment of fetal perception of a music stimulus over gestational age, a pattern of maturation
of music perception over the last trimester of pregnancy was demonstrated, using both
movement and heart measures. Body movement responses were not observed until 35
weeks of gestational age, while heart rate response was seen already at 28 weeks of
gestational age.

Finally, it was found that the preterm fetus (28–34 weeks of gestation) responds to a
recording of an unfamiliar voice reciting a rhyme that had been recited by the mother
twice-a day during the 28–34-week gestational period, in the same manner as the full-term
fetus and the newborn infant [26]. Their findings support the thought that prenatal
exposure to maternal speech is probably related to language acquisition, facilitated by the
fetus’s ability to remember and therefore to learn [27].

2.5 Fetuses can feel pain

The feeling of pain starts as an electric signal which runs through the spinal cord and from
there to the thalamus where it finally reaches the cortex. The whole system is fully
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developed around the twenty-sixth week of pregnancy. EEG charts from weeks 30 to 35
reflect cortical activity that may be connected to the fetus’s experiences [19].

2.6 Fetal psychology: an emerging domain

The cumulative data taken from the sensorial apparatus, as described above, show the
importance of the receptive capacities that the fetus already possesses. Furthermore, the
data-based evidence for the existence of some form of fetal memory, combined with the
data about the impact of maternal stress, depression and anxiety on the fetus, raise a major
issue for developmental psychopathologists and psychoanalysts, about the organization of
a prenatal psychic core.

Lilley in 1972 [28] was the first to introduce the idea of the ‘personality’ of the fetus,
describing him as an ‘active passenger’, who avoids pressing on the sharp regions of the
womb, who can react violently to the needle of an amniocentesis, is sensitive to touch,
showing preference for some tastes, and even capable of crying in the womb. Individual
differences are expressed mainly by changes in body movements. Motion and emotion
are tightly linked. For instance, Piontelli (1992) reported on a follow-up study of the
movements of 11 fetuses, as observed in repeat ultrasound assessments throughout the
pregnancy and the correlation that was found with their developmental and emotional
course up to the age of four years. Numerous papers on fetus competencies [30, 31, 32]
reflect the development of what has been named fetal psychology. It has been claimed that
thumb-sucking is a pleasant pastime that can be observed from about nine weeks of
gestational age [31]. Feelings may also be deduced from observations of thumb-sucking
in conjunction with penile erections as early as 16 weeks of gestational age Furthermore,
fetal emotions of fear, anger and hurt can be inferred from the infant’s crying. The earliest
audible cries and sounds from the fetal larynx have been recorded by ultrasound at 18
weeks of gestational age [33]. As Chamberlain writes [31, p. 109]: ‘Emotions can be
present without sound, but when the sound does come out, it is surely proof of an
emotion within.’ Increased fetal movement activity seems also to be an indirect indicator
of emotions: fetuses of 28 panic-stricken mothers, during an earthquake, showed extreme
hyperkinesia for two to eight hours [20]. Another notable result was found in a study that
showed that fetuses become more agitated when their mothers’ anxiety levels are heigh-
tened while waiting for routine ultrasound, as opposed to when mothers are waiting for
amniocentesis [34].

Links between interpersonal difficulties along the course of life, and negative events in
utero, such as rape, violent intercourse, rejection by father, death of a twin, drug-addicted
mother or loss of a loved one, have been shown in a study [35].

Even more intriguing evidence for an unconscious struggle between the pregnant
mother and her fetus, over the nutrients she provides, was recently described [36]. This
theory has been gaining support in recent years, as scientists study the various ways
pregnancy can go wrong. Meanwhile a fetus-produced protein has been identified in pre-
eclampsia states. More specifically, the author argues that pre-eclampsia, that occurs in
about 6% of pregnancies, is an extreme form of a ‘strategy’ used by all fetuses, by which
fetuses raise the maternal blood pressure in order to drive more blood (more nutrients)
into the low-pressure placenta. The maternal protective strategy then would be to shut
down some of the genes in their own children.
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2.7 Conclusion: the fetus can no longer be thought
as a ‘witless tadpole’

As we have seen in the information brought above, the human fetus possesses numerous
competencies, some already fully developed well before birth. In addition, the fetus’s pre-and
postnatal development is significantly impacted by external as well as internal stimuli. The
idea of parents communicating with their unborn baby (via talk, touch, etc.), the assumption
of the existence of a psyche, and the enhancement of prenatal learning has become wide-
spread. Guidelines for communicating with the mind of a fetus, have been suggested [31]:

Gently put aside the traditional theories of learning and memory that impose severe
restrictions on all human memory and automatically disqualify prenatal memory and
learning. [31, p. 98]

Scientific skepticism has long surrounded the senses of the baby in the womb. [31, p. 99]

In addition to all their sensory radar, the womb babies you want to communicate with,
have an emotional life which science always denied them. [31, p. 101]

Life-threatening experiences seem to have high voltage imprints that tend to endure over
time. [31, p. 102]

Remember, babies are the ones with power to end the pregnancy and initiate labor.
[31, p. 103]

Babies that are anxious about being born, may often resist making the final turn from
breech that will allow labor to proceed in a normal and comfortable way [31, p. 104]

Chamberlain concludes with:

A baby who knows what is happening in the womb may be sending a stream of pertinent
warnings, reassurances, or even directions to the mother and birth professionals, but
what if no one is listening? [31, p. 105]

More evidence is needed to find out how these early sensorial competencies become
integrated in the infant’s experiences after birth. We need to be cautious to avoid imbuing
the fetus’s perceptions with affective adult significance on one hand, while also not under-
estimating its capacities on the other hand.
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3
Single parenthood: its impact
on parenting the infant

Sam Tyano and Miri Keren
Tel-Aviv University, Sackler School of Medicine, Israel

Clinical vignette

A 35-year-old pregnant woman is referred to our Infant Mental Health Unit by the community
nurse because of panic attacks. She is a single mother of a 2½-year-old girl and is six months
pregnant. She is a well-educated, energetic and self-sufficient woman, who maintains that
‘Psychology is for the weak’. She has no insight regarding the reasons for her panic attacks.
When asked how she became a single mother, she answers: ‘My girl has a father, but I don’t
want any connection with him, he doesn’t even know of her existence. It was a meaningless and
short relationship. I wonder myself . . . what attracted me to him . . . Anyway, I don’t want any
more complications with fathers at this time and this pregnancy comes from the sperm bank!.
During the session, it turns out that the trigger for the panic attacks was a severe flu she had: ‘I
suddenly realized that I’m going to become responsible for two children . . . what if anything
happens to me . . .?’ She realized that being a single mother by choice may actually, carry a price
. . . and so she panicked.

3.1 Introduction

The societal change in the definition of the concept of a family is reflected in the increasing
frequency and legitimization of single parenthood both among women and among men.
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Fathers do develop primary parental preoccupation [1], are able to take care of their infants
and babies do develop secure attachments to them (refuting the psychoanalytic-based
primacy of the mother–infant relationship). In parallel, the majority of mothers, nowadays,
go out to work, and fathers are much more involved in the upbringing of their children,
than in the past. Last but not least, the impressive advances in procreative technologies play
a predominant factor in facilitating single-parent pregnancies. Some have written about the
day when the woman’s womb will not be needed anymore [2] . . .

Two main categories of single-parent families need to be differentiated: those who decide
to have a child, unrelated to any romantic relationship (‘single parenthood by choice’), and
those who become single parents after not having found a good-enough partner for life, as
opposed to the first group who deliberately give up the idea of partnership.

Technologies allow both groups of individuals to become parents. Still, these two groups
reflect very different psychological attitudes: Single motherhood by choice minimizes the
role of the father in the child’s future development, as opposed to single parenthood ‘by life
events’ for those who would have preferred to conceive and raise the child in the context of
a romantic relationship.

3.2 Single-parent families come in a variety of profiles

The experience of growing up in a single-parent family varies, depending on three major
factors: the nature of the family (divorced, widowed or unmarried), the parent’s age and life
experiences (teenaged single mothers versus older mothers), and the family context.
Consequently, the term ‘single-parent family’ cannot, in itself, explain or predict a parti-
cular child’s outcome; one has to consider the specific circumstances of his or her single-
parent family and how it came to be as such. In addition, for many parents, single
parenthood is a transitional status. Whether a single-parent experience starts early or late
in a child’s life may lead to very different outcomes.

Among single-parent families, the most significant demographic change is the increase
in single-parent families where the parent never married – from approximately 6% in 1970
to 37% in 1997 [3]. This change is due, at least in part, to the sociological phenomenon
whereby affluent and well-educated women started having children without getting mar-
ried. This is particularly prominent among women in their thirties.

Even more remarkable is the phenomenon of never-married single-father families, the
incidence of which has increased by 59%from 1990 to 1997. In the USA, almost 20% of
single-parent families are headed by fathers [3], namely, nearly one in five children living
in a single-parent home lives with the father. Most of these fathers became single parents
as a result of divorce, separation or out-of-wedlock birth. Consequently, this is a very
significant population to be aware of, in our clinical practice as well as in our research
designs.

3.3 Single parenthood as risk factor for parental
mental health

Common mental disorders (anxiety, depression and substance abuse disorder) have been
found to be significantly more frequent among single mothers than among partnered
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mothers [4, 5, 6]; 45% of single mothers were found to have experienced a common mental
disorder in the previous 12 months, as compared with 23.6% of partnered mothers [4].

Post-partum depression among single mothers

In a two-year prospective study, single mothers were found to be twice more likely to
experience the onset of depression as married mothers [7]. In a meta-analysis of 84 studies
published in the 1990s [8], single motherhood was one of the 13 significant predictors of
post-partum depression. In another study [9], 31 out of 41 women who were suffering
depression at 28 weeks pre-partum were single or legally unmarried, and 17 out of the 18
women who continued to have depression at six weeks post-partum were single as well.
Similarly, five out of seven women who suffered depression only in the post-partum period
were single. More specifically, it was found [10] that negative thinking is an important
factor in the development of depressive symptoms among single mothers. As a symptom,
negative thinking may present a target for more efficient intervention than the general
target of reducing chronic stress.

3.4 Risk factors for mental health problems among
single mothers

Various studies have attempted to explain the higher prevalence of mental health problems
among single mothers, by looking at various risk factors.

1 Financial hardship has been found to be the primary mediating variable, while employ-
ment, social support, number of children, and pre-existing mental health problems made
only modest to negligible contributions [11]. When financial hardship was present in
both groups, partner status made no significant difference in depressive symptomatology –
single as well as partnered mothers were depressed [5]. In contrast, when there was no
financial hardship, single mothers were significantly more depressed than partnered ones.
A more recent study [12] supported these findings, showing that nearly twice as many
single mothers experienced moderate to severe mental disability as compared with part-
nered mothers. The joint effect of financial hardship and social support accounts for most
of the predictive power of the socio-demographic variables. Overall, it seems that, given the
significance of financial hardship as an explanatory factor for mental health problems, an
important implication for social policy would be to implement financial management
interventions.

2 Social support is both a risk and a protective factor. Lack of social support during a crisis
has been associated with increased risk for depression [13]. Its presence protects against
the negative effects of stress and disadvantage [14]. Antenatal mental health of single
mothers was compared to partnered women’s with poor partner relationship [15] and an
increased risk of antenatal depression was observed in the latter. Thus, previous history
of depression and current emotional problems, rather than single-mother status, were
significant risk factors for antenatal depression. Also, what makes the difference, at least
before giving birth, is partner support and not merely the presence of a partner.
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3 Maternal young age Adolescent pregnancies, 79% of which result in single parenthood [16],
are the most disadvantaged of the single-parent group, because they are impacted by
several risk factors: the young women are likely to have poor schooling and poor
scholastic achievements, and they tend to be isolated and financially poor. With the
birth of the child, the adolescent mother’s social isolation increases and her chance of
becoming self-sufficient is reduced (the topic of teenage pregnancies, with its unique
psychological challenges, is discussed in depth in Chapter 7).

These are probably the underlying factors for the reported high risk for antenatal and
post-partum depression in adolescent, single mothers. Antenatal depression has been
linked to negative response to pregnancy and financial difficulties, which may explain the
finding that pregnant teenagers are at the highest risk [17]. Adolescent mothers are also
at the highest risk for developing postnatal depression – 48% of adolescent mothers
experience depressive symptoms [18], as compared to 13% of adult mothers [19]. In-
depth description of the themes that characterize these adolescent mothers may make
one think of the metaphor of ‘being hit by a nor’easter storm’ [20].

3.5 Single-father families versus single-mother families

As noted above, we are still entrenched in the stereotypical assumption that only women
create single-parent families. This is probably the reason for our inability to find any
epidemiological studies about single-father families. The data that we found relates to
small, select samples of volunteers. Most single fathers are divorced, while among single
mothers the distribution between ‘never-married’ and ‘divorced’ is about equal. When
compared to divorced single mothers, single fathers’ financial status is better [21], but when
compared to married fathers, single fathers’ income tends to be lower.

This demographic data has significance for the child’s outcome according to a study [22]
that showed how a single parent’s parenting behavior is affected by both satisfaction at
work and economic status, both of which are higher for single fathers than for single
mothers. The higher economic status and higher level of education are mediating factors
that impact on overall psychological well-being, which has been found higher among single
fathers than among single mothers [21, 22].

Custodial fathers are different, as a group, from custodial mothers, in several character-
istics: they are often older, better-educated, earn better incomes and receive more offers of
support but are less likely to take them [23].

3.6 Single custodial parenthood

Divorced parents are still the largest group of single parents [3]. Economically, they are also
the most prosperous of all single parents; in particular, the fathers. In most countries the
majority of divorced parents with custody are mothers. Still, the increasing divorce rates,
combined with the changing roles of fathers in the upbringing of their children, have led to
a growing number of fathers willing to take on and win custody of their children in the
courts [3]. Resolving the emotional experiences involved in separation and divorce often
takes months, even years. During this time the custodial parent’s adjustment, well-being
and economic status are very much affected. Not surprisingly, parents are more irritable
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and unresponsive in their interactions with their children during that time [24]. The first
two years after divorce are the most difficult [25]. Within two years, most custodial parents
feel happier and function better than prior to the divorce.

The custodial parent, be it the mother or the father, needs to adjust to an additional role:
mothers, in addition to being homemakers, become the financial supporter, and fathers
must become homemakers in addition to being the financial supporter. In a study of 626
divorced single mothers and 100 divorced single fathers who are their children’s custodians,
satisfaction with the new role was the strongest predictor of depression or lack thereof, in
both groups [26].

3.7 Psychological characteristics of single
mothers by choice

As illustrated in the clinical vignette above, single mothers by choice are a special group who
deliberately decide to rear their child without a partner. As opposed to the other groups of
single parents, these women have a fairly homogenous demographic profile: they tend to be
in their middle to upper thirties, come from upper-middle-class socio-economic status, are
financially secure and well-educated, and hold high-level positions at work [27]. In addi-
tion to frequently holding feminist views, single mothers by choice are usually motivated by
their biological clock (their thirty-fifth or fortieth birthday being a hallmark of the
biological clock). The decision to become a single mother is often the result of a long and
difficult process [27].

In our experience, the psychological profile of these women is less homogenous than
their demographic one. There are those who deliberately decide ‘not to bother with men’
and display a derogatory attitude towards them. They are self-sufficient, and often have
good social support. Another group includes women who have deficits in social and
interpersonal skills, are isolated, experience financial hardships, and create an almost
symbiotic relationship with their infant.

3.8 A double-edge risk situation: being a single parent
of an infant at risk

The transactional model of normal and abnormal development presumes that the child’s
socio-emotional outcome depends on the dynamic transactions between risk and protec-
tive factors in the child as well as in the parent and in their environment along the time axis
[28]. The highest risk situation is whenever significant risk factors are present in both the
parent and the infant and our role, as clinicians, is to detect them early, so we can
implement target-oriented interventions, aimed at changing the child’s, the parent’s or
the environmental risk factors. For instance, parenthood of children born with chronic
illness is especially challenging. When it is added to single parenthood that carries its own
risk factors, the result may become overwhelming and dangerous for both the parent’s
mental well-being and for the child’s overall development.

On the other side of the equation, single-mother pregnancies, and especially teenage
pregnancies, are a risk factor for delivering small for gestational age (SGA) infants – as
compared with married-women pregnancies – and for reduced inter-pregnancy interval
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that is, in itself, an additional risk factor [29]. Poverty, also more frequent among single
mothers, is an additional risk factor for low birth weight, more than the effect of racial and
ethnic factors [30]. Smallness for gestational age is, in itself, a risk factor for the infant’s
physical development, and more specifically for feeding problems. This, in turn, often leads
to parent–infant relation disorders. Being a single parent to a temperamentally difficult
infant is another common example where risk factors in the parent and in the infant are in
dynamic interplay, and have a severely detrimental impact on the emotional well-being and
development of both parties.

Another quickly growing group of single parents and infants at risk is the group of
adoptive single parents. Children with pre-adoption adversity (such as traumatic early
relationships, deprivation, loss, separations and instability) show more problems overall
(including post-traumatic stress disorders; attachment disorders, depression, attention
deficits disorders, learning disorders, oppositional defiant disorder, autistic spectrum
disorders) than those without histories of extreme deprivation [31]. Understandably, it is
quite stressful for parents to care for infants presenting multiple difficulties, and even more
so for single parents, especially when parental risk factors, as described above, are present.

3.9 Clinical implications

Based on the literature review, single parenthood is definitely a challenge for good-enough
parenting. Obviously, many single parents function perfectly well, but our task as clinicians is
to detect those who are at risk as early as possible. Knowing the mediating parental risk factors
– such as young maternal age, depression, anxiety, poor education, poor social support and
financial hardship – should help with planning psychosocial interventions, starting already in
pregnancy. We hereby wish to emphasize the need for detecting the dyads where risk factors
are present not only in the parent but also in the infant. Community health nurses and
pediatricians have a special role to play in this early detection process, since they are those
who meet the infant with his or her single parent early in the first year of life. They should
subsequently consult with mental health professionals, in order to diagnose the parent and
the infant, and to tailor an intervention program for them. Single-parent self-support groups
have become quite common, but the dyads at the highest risk tend not to seek help, and
therefore have to be reached through other means.

3.10 Summary

There is no prototype of single-parent families, because each family type is characterized by
different circumstances. Divorced custodial mothers and fathers face similar challenges in their
parental tasks. Single motherhood appears to be a strong risk factor in negative social,
behavioral and emotional outcomes for children. One may argue that this is due to the absence
of a male parent but this explanation has been refuted by long-term developmental outcome
studies of children born to lesbian couples, where no difference was found between those
children and children of heterosexual couples with regard to gender development, self-esteem,
emotional well-being and social development [32]. In contrast, there is strong evidence to
suggest that negative outcomes are the result of the very young age, educational and economic
disadvantages and social isolation that often accompany single motherhood. When these
disadvantages are not present with single motherhood, neither are the negative outcomes [33].
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Consequently, early detection and intervention should be targeted to these specific risk
factors among single mothers, with the aim of minimizing the risk for poor socio-emo-
tional outcome in their infants.

3.11 References

1. Leckman, J.F., Feldman, R., Swain, J.E. et al. (2004) Primary parental preoccupation: circuits,

genes, and the crucial role of the environment. Journal of Neural Transmission, 111, 753–71.

2. Atlan, H. L’utérus artificiel (The artificial womb) (2005) Paris, Payot.

3. Weinraub, M., Horvath, D.L. and Gringlas, M.B. (2002) Single parenthood, in Handbook of

Parenting, Being and Becoming a Parent, Vol. 3 (ed. M.H. Bornstein), Lawrence Erlbaum

Associates, Mahwah, New Jersey, pp. 109–40.

4. Butterworth, P. (2004) The prevalence of psychiatric disorders among lone mothers:

association with physical and sexual violence. British Journal of Psychiatry, 184, 21–27.

5. Wang, J.L. (2004) The difference between single and married mothers in the 12 month

prevalence of major depressive syndrome, associated factors and mental health service

utilization. Social Psychiatry and Psychiatric Epidemiology, 39, 26–32.

6. Targosz, S., Bebbington, P., Lewis, G. et al. (2003) Lone mothers, social exclusion and

depression. Psychological Medicine, 33, 715–22.

7. Brown, G.W. and Moran, P.M. (1997) Single mothers, poverty and depression. Psychological

Medicine, 27, 21–33.

8. Beck, C.T. (2001) Predictors of postpartum depression: an update. Nursing Research, 50, 275–85.

9. Wissart, J., Parshad, O. and Kulkarni, S. (2005) Prevalence of pre- and postpartum depres-

sion in Jamaican women. BioMedicine Central Pregnancy and Childbirth, 5, 1–5.

10. Peden, A.R., Rayens, M.K., Hall, L.A. et al. (2004). Negative thinking and the mental health

of low-income single mothers. Journal of Nursing Scholarship, 36, 337–44.

11. Hope, S., Power, C. and Rodgers, B. (1999) Does financial hardship account for elevated

psychological distress in lone mothers? Social Science Medicine, 49, 1637–49.

12. Crosier, T., Butterworth, P., Rodgers, B. (2007) Mental health problems among single and

partnered mothers: the role of financial hardship and social support. Social Psychiatry and

Psychiatric Epidemiology, 42, 6–13.

13. Brown, G.W., Andrews, B., Harris, T.O. et al. (1986) Social support, self-esteem, and

depression. Psychological Medicine, 16, 813–31.

14. Harris, T., Brown, G.W. and Robinson, R. (1999) Befriending as an intervention for chronic

depression among women in an inner city. 2: role of fresh-start experiences and baseline

psychosocial factors in remission from depression. British Journal of Psychiatry, 174, 225–32.

15. Bilstza, J.L.C., Tang, M., Meyer, D. et al. (2008) Single motherhood versus poor partner

relationship: outcomes for antenatal mental health. Australian and New Zealand Journal of

Psychiatry, 42, 56–65.

16. Ventura, S., Curtin, S. and Mathews, T. (2000) Teenage births in the United States: national

and state trends, 1990–96, in National Vital Statistics System, Hyataville, Maryland, National

Center for Health Statistics.

17. Kitamura, T., Yoshida, K., Okano, T. et al. (2006) Multicenter prospective study of perinatal

depression in Japan: incidence and correlates of antenatal and postnatal depression. Archives

of Women’s Mental Health, 9, 121–30.

3.11 REFERENCES 37



18. Deal, L. and Holt, V. (1998) Young maternal age and depressive symptoms: results from the

1988 National Maternal and Infant Health Survey. American Journal of Public Health, 88,

266–70.

19. O’Hara, M. and Swain, A. (1996) Rates and risks of postpartum depression: a meta-analysis.

International Review of Psychiatry, 8, 37–54.

20. Clemmens, D.A. (2002) Adolescent mothers’ depression after the birth of their babies:

weathering the storm. Adolescence, 37, 551–65.

21. Amato, P.R. (2000) Diversity within single-parent families, in Handbook of Family Diversity

(eds D.H. Demo, K.R. Allen and M.A. Fine), Oxford University Press, New York,

pp. 149–72.

22. Christoffersen, M.N. (1998) Growing up with dad: a comparison of children aged 3-5 years

old living with their mothers or fathers. Childhood: a Global Journal of Child Research, 5,

41–54.

23. Greif, G.L. (1995) Single fathers with custody following separation and divorce, in Single-

Parents Families: Diversity, Myths, and Realities (eds S.M. Hanson, M.L. Heims, D. Julian

and M.B. Sussman), Hawthorne, New York.

24. Thiriot, T.L. and Buckner, E.T. (1991) Multiple predictors of satisfactory post-divorce

adjustment of single custodial parents. Journal of Divorce and Remarriage, 17, 27–48.

25. Hetherington, E.M., Bridges, M. and Insabella, G.M. (1998) What matters? What does not?

Five perspectives on the association between marital transitions and children’s adjustment.

American Psychologist, 53, 167–84.

26. Hill, L.C. and Hilton, J.M. (2000) Changes in roles following divorce: comparison of factors

contributing to depression in custodial single mothers and custodial single fathers. Journal

of Divorce and Remarriage, 29, 23–53.

27. Bock, J.D. (2000) Doing the right thing? Single mothers by choice and the struggle for

legitimacy. Gender and Society, 14, 62–86.

28. Sameroff, A.J. and Fiese, B. (2000) Models of development and developmental risk. In

Handbook of Infant Mental Health (ed. C.H. Zeanah Jr), The Guilford Press, New York,

pp. 3–19.

29. Auger, N., Daniel, M., Platt, R.W. et al. (2008) The joint influence of marital status, inter-

pregnancy interval, and neighborhood on small for gestational age birth: a retrospective

cohort study. BMC Pregnancy and Childbirth, 8, 7.

30. Reichman, N.E., Hamilton, E.R., Hummer, R.A. et al. (2008) Racial and ethnic disparities in

low birthweight among urban unmarried mothers. Maternal and Child Health Journal, 12,

204–15.

31. Costello, E. (2005) Complementary and alternative therapies: considerations for families

after international adoption. Pediatrics Clinics of North America, 52, 1463–78.

32. Fitzgerald, B. (1999) Children of lesbian and gay parents. Marriage and Family Review, 29,

57–75.

33. Golombok, S. (2000) Parenting: What Really Counts? Routledge, London.

38 CH 03 SINGLE PARENTHOOD: ITS IMPACT ON PARENTING THE INFANT



4
Surrogate mothers

Olga B.A. van den Akker
Middlesex University, London, UK

Clinical vignette

A 42-year-old mother of three children with low educational and occupational achieve-
ments has presented to her general practitioner with symptoms of anxiety and depression
relating to her last pregnancy. She is unable to disclose the reasons for her symptoms, and
does not reveal she has been a surrogate mother some seven years previously until she meets
with the psychiatrist. During the psychiatric consultation she reveals that her husband is the
only person in her immediate family who has been aware of the surrogate pregnancy. He
was in favor of her doing this for an infertile couple in return for reasonable expenses
approximating £10,000. However, because they both felt they would be judged by others
around them, they had agreed to keep this a secret from everyone. Upon delivery of the
baby, the mother came home alone to their other children and claimed she had suffered a
neonatal death. She now believes the decision to hide the surrogate arrangement was the
wrong thing to do, and fears the consequences if the truth came out. Her anxiety about the
implications of the sympathy she (wrongly) received led to the prolonged depression.

4.1 Introduction

Surrogate mother arrangements can take place between two women within one country or
state, or across borders, which is often referred to derogatorily as ‘reproductive tourism’. In
some countries (including the USA and India) surrogates can be paid, whereas in other
countries (including the UK and Canada) payment is illegal, although reasonable expenses
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are allowed. Germany, Italy and France are among the countries that do not legally
recognize surrogacy at all. In practice, in countries where altruistic surrogacy is carried
out, the amounts paid for reasonable expenses may be more than the fees paid to a
surrogate mother in, for example, India. Furthermore, no legislation can entirely prevent
surrogates from carrying babies for other people for social reasons, and no legislation can
control for people travelling to other countries to bypass restrictions (such as single embryo
transfers), to secure an economically less costly arrangement, or as a commodity.

Surrogacy, although already perceived as unorthodox, can also help homosexual couples
and single men to create families. In some US states, gay men can commission a surrogate
mother to help create a family for them and they can use the couple’s or donor sperm, using
insemination or embryo transfer respectively. Clinical practice also varies in line with social
and economic changes, with the relatively non-invasive (donor) insemination resulting in a
genetic surrogacy arrangement, initially predominating over the much more invasive, time-
consuming and expensive gestational surrogacy arrangement, involving embryo transfer.

There are two types of surrogacy: genetic and gestational surrogacy, which are different
in a number of meaningful ways as shown in Figure 4.1. In genetic surrogacy, the surrogate

Note: Broken lines indicate distance of genetic origins which are likely to be
anonymous and untraceable. Closed lines refer to closer genetic origins of the
surrogate infant to the intended and therefore social parents.
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surrogate practices
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uses her own gametes and relinquishes, in effect, a child that is genetically related to her, just
like any other children she may carry naturally as her own. The genetic surrogate children
will come to know that their genetic surrogate mother conceived and carried them to term
and then relinquished them following delivery to a couple who may have invested the
father’s but not the mother’s gametes. Her own (other non-surrogate) children too will
know that their mother relinquished their half sibling(s) within a purposeful arrangement,
as will the grandparents and extended family and social network.

Gestational surrogacy is more complex, not only in its procedure as it requires embryo
transfer, but also bio-psychosocially. Here, the surrogate carries a genetically unrelated
baby conceived in vitro in a clinic usually with the intended mother’s oocyte and the
intended father’s sperm, although entirely donated gametes or embryos are also used, as
shown in Figure 4.1. Relinquishment of the gestational surrogate baby therefore is different
for a surrogate, as this child does not carry the surrogate’s genes. In law, however, legal
motherhood is determined either by gestation or by genetic link (for examples see later in
this chapter).

The opposite meaning of genetic and gestational terminology applies to the intended or
commissioning mother. Here, the genetic surrogate’s baby does not carry the intended
mother’s genes, whereas the gestational surrogate’s baby can (and usually does) have the
intended mother’s genetic make-up. These genetic link differences determine the clinical
and commissioning economic costs involved in the arrangement and the psychological
affinity associated with genes, although issues of gestation, delivery and breastfeeding are
present for both.

Figure 4.2 shows the complexity of the potential identity of a commissioned surrogate
baby. The surrogate is responsible for nurturing and relinquishing a surrogate baby,
which may be fully genetically related to the surrogate, the commissioning couple, or be
made up of gametes donated by unknown people from a number of different countries.
Upon relinquishment, the surrogate passes on the care of this genetically diverse infant
to the individual or couple commissioning the baby. The baby may have no traceable
genetic or gestational origin (as shown in scenario’s below the line in Figure 4.2), since
even some surrogate arrangements are carried out anonymously. It is unclear who is
responsible for these infants should the intended couple not want to pursue the original
commission.

It is estimated that approximately one in seven couples experience infertility, and in the
Western world an estimated 1.4% of all births are the result of infertility treatments. Of
these, only a relatively small proportion use surrogacy to overcome their infertility. Success
rates for surrogacy are similar to in vitro fertilization (IVF) success rates and in the UK it is
estimated that every year some 50 surrogate infants are processed through a system
determining eligibility for Parental Orders for registration with the commissioning couple.
As pointed out above, this is because under some laws, e.g. UK Section 27 of the 1990
Human Fertilization and Embryology Act, the surrogate is the legal mother of the infant
regardless of her genetic contribution. Similarly, under Section 28 of the same Act, her
husband (if she has one) is the legal father of the infant. Under Section 30 of the Act, a
married commissioning couple can apply for a Parental Order, not dissimilar to regulations
in place for adoptions.

In India, a recent media article reported one surrogate baby was born every 48 hours
to foreign couples. Indian surrogate babies can leave the country as the gestational
surrogate mother is not considered by law to be the legal mother of the child.
However, foreign couples (e.g. UK residents) could have difficulty gaining the child’s
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entry on a British passport, because the commissioning mother (couple) is not recog-
nized in the UK as the legal mother (parents) of the infant, even if she (they) con-
tributed (all the) genes. Should the Indian surrogate use her own ova, the
commissioning couple will have to legally adopt the baby. Across the world, once
adoptions or Parental Orders have been agreed, birth certificates will record the com-
missioning or adoptive parents as the legal parents of the child. Current debates are
focused on a drive to accurately reflect genetic descent on birth certificates, be that
through adoptions, gamete or embryo donation or surrogacy.

The increasing availability of infertility services has increased the demand for these
services and consequently increased the numbers of births resulting from technological
interventions and third-party reproduction – including surrogate births. The increase in
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Figure 4.2 The potentially complex genetic nature of a commissioned surrogate baby
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surrogate babies born demands that the babies’ and their mothers’ welfare is investigated
and followed over a period of time. Although a limited amount of research has
been published in the scientific literature, further longer-term research is needed using
larger samples to monitor the long-term outcome of all parties involved in surrogate
motherhood: the intended mothers, fathers, babies and surrogate mothers and their
families. The type of surrogacy used is also likely to have a differential effect on the
wider social network of both surrogate and intended mothers in the short and long term.
Research on surrogate and commissioning fathers is very rare. One detailed case report
published 13 years since the baby’s birth indicated good adjustment to fatherhood of a
surrogate baby gestated by a sister-to-sister arrangement using the intended mother’s ova
and donor sperm [1].

4.2 Characteristics, motivations and experiences

Early research questioned the psychological characteristics of surrogate mothers, because
the practice was perceived as highly controversial. Franks [2] studied the psychological
functioning of a small group of US surrogates and reported minor psychopathology. Later
studies, for example [3,4], confirmed no psychopathology was evident in the surrogate
mothers they studied. Helena Ragone’s [5] US research and some UK studies have reported
that surrogate mothers are altruistically motivated to bear this gift for another couple and
that psychopathology does not feature in these women. There have also been suggestions
that surrogates participate in these arrangements to compensate for previous (usually
though not equivocally reproductive) losses [6], suggesting this may indicate a potential
vulnerability.

Research has also focused on other characteristics, in attempts to determine if surrogates
were drawn to arrangements for socio-demographic or commodity reasons. Socio-
economic status and education tend to be lower in surrogates than their commissioning
counterparts [7,4]. However, most surrogates report altruism as the motivation although
some report financial incentives are additional important factors. Surrogates seem to enjoy
pregnancy and childbirth and report feeling fulfilled. For example, self-worth and self-
confidence may be increased. The development of intense friendships with the commis-
sioning parents – particularly the commissioning mothers – has added value to the
surrogate arrangements for surrogates. Relinquishment of the baby is generally reported
as a happy event for most surrogates, although some report feeling relief when it was all
over. The happiness with their extraordinary achievement is coupled with sadness follow-
ing the relinquishment of the baby for a proportion of the women as reported in American
and European studies.

As is shown in Figures 4.1 and 4.2, the surrogate motherhood experience separates the
genetic from the gestational and both from the social components of parenthood. The
surrogate mother is responsible for the biological/gestational environment, for the genetic
environment in genetic surrogacy and for the delivery. The intended mother becomes
responsible for the infant’s postnatal nurturing and rearing, although she might have
contributed the genetic component in gestational surrogacy. The importance of the inter-
actions between genetic and environmental factors in shaping a large part of an individual’s
identity has been researched extensively by geneticists and psychologists and has informed
progress in nature versus nurture debates. Infertile couples commissioning a baby through
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surrogacy prefer to maintain a genetic link with the resultant offspring, and have often been
cited as choosing gestational surrogacy over adoption precisely to maintain a genetic link.
Even couples opting for genetic surrogacy say that they prefer to have a partial male genetic
link, over no link at all – the same reason why this is popular with homosexual couples.
Those couples unable to have any genetic link, but who opt to use surrogacy to overcome
their involuntary childlessness, do so in order to have a child from infancy because, unlike
adoption, it is rare to be able to adopt a newborn infant in the twenty-first century, at least
for white Western couples.

Disclosure of genetic origin in adoption, gamete and embryo donation and disclosure of
gestation as well as genetic origins in surrogacy have been extensively debated across the
world over many decades. Issues of disclosure are important because children have a right
to access medical information that can be crucial to survival (e.g. prevention of the
expression of predispositions to certain diseases, opting for early screening or initiating
appropriate lifestyle changes minimizing genetic risk). Having information of otherwise
unknown factors in (not genetically related) offspring subjected to a surrogate mother’s
perinatal environment could impact on a mother or health-care professional’s ability to
interpret the infant’s state of health accurately. Arrangements carried out with donated
gametes or embryos, particularly if these are anonymous and not traceable, therefore not
only threaten the infant’s right to find out its genetic origins to form an identity as it grows
into adolescence, but it also leaves a gap in knowledge of his or her medical information and
is therefore not in the best interests of the child.

4.3 Attachment, bonding and pregnancy

Surrogate motherhood is unique because the surrogate mother is exposed to the preg-
nancy and delivery and therefore has the opportunity to go through all the usual stages
associated with prenatal attachments prior to delivery and immediately following deliv-
ery [8]. A commissioning mother on the other hand does not carry the baby and therefore
misses out on the ability to bond and form attachments with the baby in the prenatal
period. She may be unable to bond with the infant because she has not gone through the
gradual fetal development. Research and theory on traditional childbearing practice has
shown that attachment to the fetus begins in pregnancy and that this carries on in the
majority of cases to the baby following delivery. Following delivery the bonding process
becomes strengthened by nurturing and caring behaviors including breastfeeding. These
continuing nurturing behaviours also tend to be absent in intended mothers, who rarely
breastfeed.

However, research on traditional pregnant women also reports that many factors,
including maternal age and attitudes towards the pregnancy, can influence prenatal attach-
ment. Few studies have assessed attachment in people treated for infertility and even less
research has considered attachment issues in surrogate or intended mothers. However, the
research which has been carried out on surrogate mothers has shown that surrogates tend
to develop a sense of detachment and ambivalence towards the surrogate fetus during
pregnancy, in attempts to lessen the impact of relinquishment [8–10]. Information pro-
vided by surrogate agencies on successful practices discourages attachment or bonding
between the surrogate and the fetus. It is expected that if a surrogate is not attached to the
fetus it will be easier to give the baby away following delivery. Paradoxically, ensuring a
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successful relinquishment (which is completely contrary to usual practice), ensures a
successful outcome. The intentional detachment from the fetus is therefore encouraged
for both genetic and gestational surrogate mothers.

Numerous court cases and legal wrangles have followed a few instances where surrogates
changed their minds and kept the baby. The legal ownership of the baby is usually with the
surrogate; hence the pregnancy for both the surrogate and the commissioning mother is
filled with uncertainty. Similarly, if a commissioning mother allows herself to attach to the
fetus during the surrogate pregnancy she puts herself at emotional risk (in potential non-
relinquishment). The huge disappointment and pain evident in media reports of non-
relinquishment if the surrogate changes her mind about keeping the baby is there for all to
see. However, the consequences of the ensuing disputes about who cares for the child
when it grows up are not known. There are no studies of the welfare of the surrogate
mother and surrogate baby (or the intended parent[s]) where the surrogate reneged on the
arrangement.

Research on bonding in the recipient mothers has also been carried out. Bonding in
intended mothers may be compromised by the lack of biological connectedness. For
example, a recipient mother in adoption or commissioning mother in surrogacy will not
have opportunities for gestational attachment, delivery, bonding through breastfeeding
and they may lack the genetic link compared to mothers who do have the gestational,
delivery and breastfeeding opportunities and the genetic link. However, as far as the author
is aware, no specific practical/informational help is provided for commissioning intended
mothers (and fathers) to encourage them to develop positive attachments to the fetus while
within a surrogate’s uterus. Most clinics do encourage the presence of the intended couple
in the delivery room so that the bonding process can begin right at the start of the infant’s
entry into the world. However, this is not possible in countries where anonymous surrogacy
is practised, or if the intended couple lives too far from the surrogate to be present in time
during delivery.

In addition to high-risk obstetric complications (including multiple failed pregnancy
attempts and miscarriages, ectopic pregnancies and ovarian hyper-stimulation), stress or
anxiety in pregnancy could have detrimental effects on the health and well-being of the
surrogate and the fetus. Reame and Parker [11] investigated stress in surrogates. They
reported increased levels of stress in surrogates towards the end of pregnancy, during
labour, delivery and at relinquishment. High levels of anxiety in pregnant surrogates can
lead to adverse perinatal outcomes and are therefore of clinical importance. In the only
prospective longitudinal study of surrogate and intended mothers reported so far, no
adverse psychological effects for genetic versus gestational surrogacy were found in surro-
gate mothers or in intended mothers [10]. A genetic link with a baby on its own therefore
does not appear to have a differential effect on psychological functioning during the
surrogate arrangement. Surrogate mothers were detached from the fetus during pregnancy
and they did not show the often reported increase in anxiety during pregnancy and no
increases in depression up to six months post delivery [10].

In the same study, differences in state of anxiety were found during the pre-pregnancy
period, in late pregnancy and at six months post delivery, with pre-pregnancy state of
anxiety higher in intended mothers going through gestational surrogacy. These intended
mothers used their own embryos for transfer to the surrogate mothers. It is possible that
they felt they had invested most into the arrangement. In the final stages of pregnancy,
intended mothers were significantly more anxious than surrogate mothers. This is likely to
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reflect their increasing concerns for the health and well-being of the fetuses, which, in the
case of gestational intended mothers, are genetically theirs. A genetic link and being an
intended mother therefore does differentiate anxiety from other groups. Interestingly,
anxiety in commissioning mothers waiting for the birth of the surrogate baby may be
advantageous for subsequent attachment and bonding, as it may be indicative of notable
parental concern.

Raised anxiety was still evident in gestational commissioning mothers at six months post
delivery, possibly reflecting characteristics of women undergoing fertility treatment who
experience some additional problems in adjustment to motherhood [12]. This could be a
cause for concern in relation to later parent–child interactions. These issues need to be
explored in future research following intended mothers over a longer time period as
discussed in a review of assisted conception family functioning [13]. A number of sig-
nificant differences in attitudes toward the fetus between surrogate and intended mothers
have also been reported during the course of the pregnancy. In the first trimester, intended
mothers report significantly more positive attitudes about the baby than surrogate
mothers. Surrogates explained they were trying to distance themselves emotionally from
the fetus.

In the second trimester, intended mothers rated significantly more negative attitudes
towards the pregnancy and the baby, and they were also more worried about the baby’s
health and well-being. This may have been an attempt on the part of the intended mothers
to distance them selves from the fetus as the pregnancy viability was now more certain but
the relinquishment less certain. Also, the surrogate would have started to show the visible
signs of pregnancy, a much-wished-for event in the never successfully pregnant intended
mothers. In the final term of pregnancy, intended mothers (particularly the ones using
embryo transfer via gestational surrogacy) were still significantly more worried about the
baby’s health and well-being and more negative about the pregnancy. The intended
mothers’ responses were confusing but could be explained as showing concerns coupled
with feelings of excitement towards the impending birth, which may be an attempt to form
a bond or attachment with the fetus.

The surrogates in the same longitudinal prospective study [10] did not report experien-
cing many feelings about the baby, dissociating themselves from possible attachment.
According to attachment theory, attachment in pregnancy transfers to attachment to the
baby following delivery. By not developing attachments in pregnancy, surrogates may be
coping effectively with relatively detached feelings towards the baby following delivery, and
so minimizing feelings of loss at relinquishment. These results mimic those reported by
others [9] who showed that surrogates are less attached to the fetus, and this was also
confirmed in retrospective studies of surrogate mothers [7,14].

The in-depth prospective study [10] has provided longitudinal data showing that
detachment in surrogate mothers is reported early on and throughout the pregnancy,
with little variation post delivery. No differences in the experience of the blues or
postnatal depression (PND) were reported, although some surrogates reported experi-
encing PND. None of the recipient intended mothers reported experiencing the mater-
nity blues or PND. Unfortunately, the sample was too small to make meaningful
statements about this. However, surrogate and intended mothers provide ideal research
participants for separating the genetic and biological and social aspects of motherhood,
which may all or individually contribute to negative affective states in the first year post
delivery.
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4.4 Relinquishing the baby and the social context

Surrogate motherhood is theoretically interesting because it separates sex, conception,
gestation and, in half the cases, a genetic link from subsequent parenthood. Parenthood
is traditionally and preferentially defined in biological rather than social terms [12]. This
historic preference is likely to contribute to the popular use of treatments which mimic
natural parenthood, where there is a genetic, gestational or neonatal link. Research on the
effects of genetic and gestational differences in families has shown that most new parents
want to be considered the real parents of the baby even if the baby resulted from donated
gametes, embryos or surrogacy, and despite not taking part in the biological, gestational or
genetic aspects of the creation of the baby.

The deviation from traditional parenthood in assisted parenthood and surrogacy are
likely to have an effect on the couples involved. In surrogate motherhood a surrogate goes
cognitively against the norm (dissonance versus consonance) and may therefore be
stigmatized. For example, a non-relinquishing surrogate may not have reconciled the
difference between her cognitions (traditional beliefs of gestating and keeping a baby;
consonant) and her actions (of gestating and relinquishing a baby), which are dissonant
to her belief systems [4,5,15]. The normative values are fuelled by the media, which
generally report on controversial surrogate arrangements. Cognitive dissonance is an
unbalanced and uncomfortable state, and people generally strive for consonance. Thus,
surrogates cognitively restructure their feelings to match their behaviors [8], and many
therefore report that surrogacy is a positive (for the intended couple) rather than negative
(for themselves) arrangement, see for example [1]. Nevertheless, society does not neces-
sarily agree.

Although the short-term welfare of surrogates appears to be relatively problem-free,
little longitudinal research is available on the long-term well-being of the surrogate mother
who has relinquished her surrogate babies. Research on the well-being of any non-surrogate
children of surrogate mothers is non-existent. It is possible that some surrogates are too
young and too impressionable to fully understand the short- or long-term consequences of
entering a surrogate arrangement, and that a surrogate’s own children are concerned about
being relinquished if they do not behave as required. Regret and coercion have been
reported in a few surrogate mothers [12]. However, there are reports of positive long-
term functioning of the surrogate mother, the surrogate child and the intended family
[1,4,8], and the popular press has reported on the ‘addictive qualities’ some surrogates
associate with their participation in repeated surrogate arrangements.

The relationships which are known to develop between surrogate and intended mothers
in open arrangements tend to be intense. In the UK, surrogate and intended couples
frequently attend embryo transfers together. They meet up for antenatal visits and discuss
the developments, growth rates and expected delivery date. There have been concerns that
the newly developed relationships between surrogates and intended mothers may affect
their usual sources of social support and their marital relationships, which in turn could
affect their moods. These concerns are important for surrogates because, following a
successful arrangement, they are left alone without a baby and without the attentions
they received during pregnancy. Genetic surrogates are particularly prone to being isolated
following delivery and relinquishment of the baby. They do not benefit from the same
clinical involvements as gestational surrogates, which could lead to a significantly worse
psychological outcome in genetic surrogates [7,4].
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The development of supportive extended family relationships is also important for
positive social functioning. A limited amount of research exists reporting on details of
specific family interactions between commissioning parents, their genetically related or
unrelated child(ren) and the grandparents and extended family (for a review see [13]). In
one of the authors’ studies, social support received from important people in the surro-
gates’ lives were reported as lacking whereas intended mothers maintained good social
support with family and friends throughout the process. The parents, friends and family of
genetic surrogates (those using their own oocytes) were less supportive pre-pregnancy and
parents were significantly less supportive in the first trimester of pregnancy. It is possible
that they may have found it more difficult to accept the fact that the genetically related
offspring would not become part of their family and social network. Moreover, many
surrogates are outside stable relationships [7,8]. Their post-delivery support is also weaker
than that reported for commissioning mothers. In clinical practice, surrogates could be less
supported emotionally and socially following their departure to a home without the baby
they carried for nine months. Counselling should be offered to surrogates to monitor their
longer-term welfare, and to support them. Social support acts as a buffer for psychological
health, and shortcomings in social support need to be addressed as part of the clinical care
offered.

4.5 Conclusion

Surrogate motherhood is unusual and relatively problem-free but has the potential to have
traumatic consequences for the surrogate, the intended couple and the surrogate baby,
child or adult. Most surrogate pregnancies fare well and few complications have been
reported in research studies. However, long-term follow-up of surrogates who experienced
complications of pregnancy or miscarriages needs to be carried out to ensure they are well
supported. In successful surrogacy arrangements, surrogates relinquish the baby at or soon
after delivery. Relinquishing a baby, although reported as a joyous experience, also leaves
surrogates filled with sadness. Research into the surrogate’s own children and her extended
family who lose a genetically related or unrelated infant needs to be explored. The health,
well-being and family functioning of commissioning mothers and fathers are under-
researched. Although no problems with attachment have been reported to date, no long-
term follow-up has been carried out determining the quality of family functioning of
commissioning couples and their extended family who gained a genetically related or
unrelated infant.
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5
The impact of stress in
pregnancy on the fetus, the
infant, and the child

Miri Keren
Tel-Aviv University, Sackler School of Medicine, Geha Mental Health Center Israel

5.1 Introduction

Already in 1926, Freud [1] wrote that ‘Intrauterine life and infancy are much more in
continuity than the sharp break of delivery make us think’. Recent studies [2, 3] have
provided convincing support for the importance of human fetal experience in determining
developmental patterns, and for the proposal that many illnesses begin in fetal life.

The concept of programming [4] is defined as a process by which a stimulus or an insult
during a critical developmental period has a long-lasting or permanent influence. Different
organs are sensitive to environmental influences at different times, depending on their rate
of cell division. Critical periods are defined by epochs of rapid cell division within an organ.

Glucocorticoids seem to be the main factor in programming the fetal brain and behavior
[5], since they are necessary for normal maturation of most regions of the central nervous
system. Cortisol may impede formation of neural connections, and reduce neural plasticity.
Among the brain structures, the hippocampus has the highest levels of corticosteroid
receptors and is thus highly vulnerable to excess levels of glucocorticoids, which may lead
to depletion of hippocampal pyramidal neurons, and persistent reduction in the number of
hippocampal glucocorticoid receptors.
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The hippocampus also regulates the hypothalamic–pituitary–adrenal (HPA) axis, the
function of which changes dramatically during pregnancy with the production and release
of CRH (corticotropin-releasing hormone) from the placenta, which triggers the release of
CRH, ACTH (adrenocorticotrophin hormone), and cortisol in the fetus as well as in the
mother. Sustained elevations of glucocorticoids, such as cortisol in stressful situations, can
have deleterious consequences for brain structure and function. Evolution has produced a
physiological system where fetal exposure to circulating maternal cortisol is moderated by
oxidation of the cortisol to its inactive form by placental 11 beta-hydrosteroid dehydro-
genase type 2. Still, 10–20% of active maternal cortisol passes through the placenta, and
fetal cortisol levels are significantly correlated with maternal levels.

Consequently, in parallel to the increasing knowledge about the influences of various
factors on the developing fetal brain, the issue of the impact of maternal stress on the fetus
has become very relevant for adult as well as for child mental health clinicians.

5.2 Data from animal studies

Impact on postnatal behavior

Experimental prenatal stress in rats and monkeys has been shown to induce behavioral
changes in their offspring [6]: decreased coping behavior, increased fear of novelty,
decreased hippocampal benzodiazepine receptor production, decreased binding capacity
of hippocampal glucocorticoid steroid receptors [7] and resulting impact on memory, and
delay in developmental milestones.

Impact on postnatal glucose metabolism

In another study, prenatal stress was shown to induce intrauterine growth restriction [8]
and lead to glucose intolerance and perturbed feeding behavior in the aged rat. Rat fetuses
from stressed rat mothers showed reduced body weight in males and in females, as well as
reduced adrenal and pancreas weight in males. Plasma glucose and CORT levels were also
significantly reduced [7]. The oral glucose tolerance test showed an increase of plasma
glucose and insulin levels. When they were 24 months old, prenatally stressed rats had no
alteration in their body or organ weights; however, they exhibited hyperglycemia under
basal conditions and after a glucose load, whereas insulinemia was not affected. Maternal
stress therefore could program Type II diabetes mellitus. Still, this finding should not be
extrapolated to humans without evidence.

5.3 Human studies of the impact of maternal stress
on offspring

Definitions of stress during pregnancy

The definition of a stressful event during pregnancy is obviously much more complicated in
humans than in rats. First, one needs to take into account the pregnancy-related anxiety, i.e.
the anxiety inherent to the state of pregnancy (mainly health issues, usually focused on her
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fetus, but also around herself, and around the fear of delivery itself), to which each woman
relates in various ways, depending on her defense mechanisms, own maternal representa-
tions, self-image and marital relationship. For the purpose of catching these individual
differences, a pregnancy-related anxiety questionnaire has been recently developed [9].

In addition, life hassles and extraordinary events may superimpose upon the basal
pregnancy-related anxiety level. Again, the definition of what is a stressor for an individual
pregnant woman may be quite difficult, because of the pre-pregnancy different levels of
resilience and vulnerability. The Prenatal Emotional Stress Index [10] has been developed
with these issues in mind.

Another issue is the timing and the chronicity of the stressor. 247 women with singleton
full-term pregnancies were studied [11, 12], and evaluated on their psychological state
(anxiety, depression and perceived stress) and saliva cortisol at three points, the eighteenth,
twenty-fourth and thirtieth weeks of gestation. At eight weeks post-partum, the infant’s
temperament was assessed. Endogenous maternal stress hormones during the third trime-
ster of pregnancy (30–32 weeks) only, predicted impaired cortisol regulation, behavioral
inhibition and fearfulness in response to novelty in their infants (very similar to findings in
animal studies). It is of note that the effect of prenatal maternal cortisol and depression on
infant temperament remained significant after controlling for post-partum maternal
depression. In contrast, another study [13] found that women who were in the first
trimester of pregnancy at the time of the World Trade Center bombing in New York
delivered infants significantly earlier than women at later stages of pregnancy. According
to the authors, the impact of the stressful event on the fetus depends on whether it occurs
before or after the placenta produces the enzyme 11 beta-hydrosteroid dehydrogenase,
which converts noxious cortisone to benign cortisone. This is probably not the only
mediating factor, since in a sample of pregnant women exposed to earthquake, the same
result of earlier delivery was found, but when the exposure occurred during the second
trimester [14]. One of the possible explanations would be that the time of onset of the
production of the enzyme is only one factor among others, such as the intensity of its
expression. An eventual support for this hypothesis comes from a study [15] that found
that the expression of the enzyme is dramatically reduced in the last period of pregnancy,
allowing glucocorticoids to interact with their receptor systems and to influence brain
development.

Furthermore, the impact of stressful event may impact on different developmental
functions, at different periods of the pregnancy. For example, 58 pregnant women exposed
to an ice storm in 1998 and their offspring were studied for two years [16]. The more severe
the level of prenatal stress exposure, the poorer was the toddler’s language ability, regardless
of the timing of the event. The cognitive functioning was worse when the stressor occurred in
the first two trimesters, especially in the earliest period [15].

These findings altogether suggest significant complexity. A precise definition of the
nature of the measured stress is therefore crucial to the interpretation of the findings. For
instance, is there a different impact of endogenous individual stress compared with
exogenous, collective stress (such as war, natural disaster)? Not less important is the
chronicity of the stressor. To our best knowledge, there is no comparative study of the
impact of chronic stress and acute stress during pregnancy on the fetus and the child’s
later development.

The definition of endogenous stress is also complex. When 166 pregnant women with
high and low anxiety during the second trimester were studied [17], the high-anxiety group
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had high scores on depression and anger, and raised prenatal norepinephrine and low
dopamine levels. High scores on depression and anger were found both pre- and postna-
tally. The authors concluded that maternal stress, anxiety and depression may be confounded,
and that postnatal anxiety and depression must be controlled in follow-up studies on the
impact of stress from pregnancy to childhood.

Multifetal pregnancy reduction and stress

For women who have experienced the well-documented stresses of infertility, a multifetal
pregnancy presents a profound irony: for one potential child, they need to ‘kill’ another. It
would therefore be expected that they develop some emotional distress.

When 91 women between 1.3 and 4.5 years after multifetal pregnancy reduction were
interviewed [18], 70% of them recalled a period of mourning after the procedure that lasted
an average of three months; 37% of the women reported an anniversary reaction to the
reduction; none was experiencing severe depressive symptoms.

Although multifetal pregnancy reduction is a distressing event, when pregnancy out-
come is delivery, it has no significant impact on the mother’s mood and psychiatric status
[19]. The rate of major depression disorder was the same in mothers who had undergone
reduction of a fetus and those who underwent a regular pregnancy. Most of them experi-
enced the infertility as a much more stressful event than the reduction.

Impact of maternal prenatal stress and anxiety on the
fetus and newborn

Heart rate

Fetuses of depressed women (N ¼ 57) had higher basal heart rates than fetuses of women
with anxiety disorders and those of healthy, low-anxiety women [20].

Weight and alertness

Prenatal cortisol has been found as a significant predictor of prematurity [21], and among
131 pregnant women, prenatal maternal cortisol level, highly correlated with depression
and anxiety, was one of the contributing variables for fetal activity (as coded during the
ultrasound session at 20–28 weeks) and fetal weight [22]. Cortisol level was related to
prematurity, and norepinephrine was to birth weight. The mothers with depressive symp-
toms exhibited a profile of higher prenatal cortisol levels and lower dopamine and seroto-
nin levels. Their infants were born with low birth weight, and low dopamine and serotonin
and high cortisol, mimicking their mothers. They also exhibited relatively greater right
frontal asymmetry and lower vagal tone. On the Brazelton test, they showed lower scores
for optimal habituation, orientation, motor, range of state, and autonomic stability.
Among low- and high-anxiety groups of pregnant women, the newborns of the high-
anxiety group were more likely to be born under 2500 grams than the controls (34% versus
12%), spent more time in deep sleep and less time in quiet and active alert states, and
showed less optimal performance on the Brazelton test [17].
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Impact of maternal prenatal stress on the infant

Temperament

When 70 healthy pregnant women were interviewed [23], they showed a significant
positive relationship between high levels of maternal state and trait anxiety in late
pregnancy and maternal reports of difficult temperament of the infant at ten weeks and
seven months.

The design was improved in a later study [9] by using observational measures of
temperament as defined by difficultness, adaptability and attention regulation (N ¼ 170
mothers and full-term babies, low risk factors sample). Levels of perceived stress were
associated with more problems in the infant’s adaptation to new situations and unfamiliar
persons, and to more crying. This link was much stronger at eight months than at three
months, and this may be related to the infant’s developmental stage of increased sensibility
to unfamiliarity. Motor and mental development at eight months was affected by a high
level of stress in pregnancy and were correlated with IQ score in later childhood [24].

Interesting links between infant temperament and maternal stress have been shown [25]:
maternal cortisol levels during the third trimester of pregnancy predict maternal report of
increased negative reactivity (startle, or distress in response to novel and surprising stimuli
as measured by the fear subscale of the Infant Behavior Questionaire [IBQ] during infancy).
Levels measured earlier in pregnancy did not correlate.

Smoking during the first period of pregnancy is a major confounding factor that is
associated with temperament and behavior [26]. While controlling for that variable, a
significant, though weak, relation between maternal prenatal stress and toddler tempera-
ment and problem behavior at 27 months was found in their 119 pregnant women sample
with overall low amount of stress and psychosocial risk factors.

Long-term impact of maternal prenatal stress on
offspring development

The Avon longitudinal study [27, 28, 29] from pregnancy to ten years (N ¼ 6493) showed
that children whose mothers experienced high levels of anxiety (though mostly not clinical)
in late pregnancy exhibited higher rates of mothers’ report of emotional/behavioral pro-
blems (though mostly not in the clinical range) at four years and at six years, and predicted
individual differences in cortisol at age ten years. In a more recent study [30], of 636
mother–child pairs from month 4 of pregnancy to age of ten years, found that prenatal
exposure to maternal anxiety and depression, together with poor support in pregnancy,
predicted clinical childhood anxiety and depression at age ten, independently of the effect of
postnatal maternal depression.

5.4 Discussion

The findings described above have strengthened the notion that prenatal stress has a
significant, but not linear, nor necessarily clinical, effect on the development of the fetus,
the newborn and the child. Still, the underlying mechanisms of the association between
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prenatal stress and infant development are unknown. One of the hypothesized pathways
of prenatal maternal stress, from pregnancy to adulthood, based on the above data, is the
following. Maternal stress during pregnancy leads, in the fetus, to an alteration in
programming and development of the HPA axis and the limbic system. This in turn
would, in the child and adult, lead to dysregulation of the HPA and/or alteration in limbic
functions, with possible long-term outcomes of anxiety, depression, memory impairment
and sensitization to post-traumatic stress disorder. The risk factor of poor support during
pregnancy is very important to remember, since its association with childhood problems
in the clinical range has been shown (above). To our best knowledge, protective factors
have not been systematically studied; for instance, is there a link between the level of
pregnancy-related anxiety and stress in pregnancy in the mother and her general attitude
towards her baby?

In spite of the well-documented links between maternal prenatal stress and/or anxiety
and offspring behavioral, emotional and cognitive outcomes, one may advocate caution in
the interpretation of the findings. First, it is not yet clear whether the programming
mechanism demonstrated in animals applies to humans, because too few studies have
directly assessed the infant’s HPA axis function. In most cases, neither the maternal stress/
anxiety level during pregnancy, nor the children’s behavior difficulties, was in the clinical
range. In addition, although prenatal and postnatal development is essentially continuous,
analysis of outcome must include consideration of alterations in mother–infant interac-
tions, which have major influences on development and subsequent functions of the
HPA axis.

5.5 Conclusion: implications for social health policy

The main clinical implication of knowing that prenatal maternal stress may have a long-
term impact on the child’s mental health is the need to detect clinical levels of stress, anxiety
and depression early in pregnancy. Obviously, universal prevention is unrealistic; therefore
the preventive effort should be selective, targeted to women at risk for significantly stressful
pregnancies. Exogenous as well as endogenous sources of stress should be identified. One
may categorize stressful pregnancies as follows:

• Conflicted pregnancies (unplanned, untimely, acute ambivalence).

• Emotional sensitization (post-infertility pregnancy [IVF, etc.], family history of perinatal
complications, maternal borderline disorders/psychiatric history).

• Complicated pregnancies (physical illness of mother, lack of emotional support, socio-
economic factors and adverse life events).

Exogenous sources of stress are numerous and diverse. Chronic violent conflict and war are
a common example, but surprisingly enough, pregnancy outcomes in these stressful
environments have been poorly studied.

In many ways, the decision to give pregnancies a priority in preventive medicine and
research is a society-dependent value. Some countries do, many others don’t. The more
scientific data we can gather on the impact of external factors on fetal brain development,
the stronger will be the advocacy for early detection and intervention.
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6
Unintended pregnancies

Myriam Szejer
Maternity Ward, Antoine Béclère Hospital, Clamart, France

6.1 Introduction

In the animal kingdom, one fact is constant: life calls for more life, and reproduction is an
injunction inherent to humans as it is to all living beings. These are the physiological bases
behind the definition of the desire for a child. For humans however, in contradistinction to
animals but perhaps not for very long, reproduction takes place for the most part sexually.
Now, this is what disrupts reproduction, because we are speaking of mammals subject
subdued to the order of language. Some reproduce with difficulty, with sterility troubling
and threatening. Moreover, sterility is present from the very start: in the Bible it is written
that Sarah and Rachel did not manage to give a child to Abraham and Jacob. We can only
define the desire for a child based on the failure to bring it about. This may take on different
forms: infertility or a pregnancy that imposes itself when it is not wanted.

6.2 The insistence of desire

Today, the desire for a child has to emerge within a culture of planned births ordered by the
programming of life and death. This is why the ambivalence inherent in all desire leads to
the production of parapraxes responding to a push from the unconscious at the origin of all
kinds of inhibitions and transgressions. Among the most widespread we find errors in
contraception and its failure. These include forgetting to take the pill and conceptions after
the IUD or IUS expiry date. Such errors lead in some cases to termination of pregnancy [1].
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For teenagers, sexual education lays the accent principally upon contraception, risk of
pregnancy and protection against contamination by sexually transmitted diseases. Thus, a
culture of the fear of conception is replacing a preparation for reasoned parenthood. This is
one of the reasons why in our times we are seeing an upsurge in unintended pregnancies in
young people. When the prohibition against having children is so constrictive, the only way
left for desire to express itself is to proceed via parapraxis, or even the passage à l’acte.
Contraceptive errors or stopping contraception temporarily are the most widespread
forms of this. They are underwritten by various psychological contexts. The need for self-
affirmation in immature young girls, redress following mistreatment, or else pregnancy in
the place of an anxiolytic drug are frequent. Sometimes it is a matter of calls for help which
one must not forget to interpret. We also come across pregnancies from affective short-
comings in which the identification with the child or with an ideal childhood leave behind
the imaginary for the real production of a scenario with reparatory properties. The result is
more often than not disappointing because these pregnancies are taken up in the inexorable
circuit of unconscious repetition.

The irruption of sexual life in young people often happens without words. They tend to
retreat into a silence whose wordless outcome may be a pregnancy. First sexual relations are
taking place at an ever younger age. The absence of contraceptive is extremely widespread,
leading to pregnancies that follow first-time intercourse and which are only revealed very
late on, frequently giving rise to traumatic personal and family dramas centered on
problems of termination of pregnancy or of the giving up of the child at birth. The
morning-after pill and chemical terminations have greatly improved things, but the desire
for a child still makes its way through too often. These days, there are very few families who
show themselves to be willing to welcome the child of a pregnant adolescent and offer help.
It is rather termination of pregnancy, separation from their family or their child, or
mother-and-baby hostels that are offered to them. Today, society considers that a
woman has to establish herself in life, stabilize her affective life, finish her studies, and set
herself up professionally before dreaming of having a child. The ideal time for reproduction
is short, and infertility is being encountered more and more. In this context, one would not
be surprised to see the fall in birth rates lamented in our industrialized societies. Desire is
not so easily tamed.

Since time immemorial so-called ‘undesirable’ pregnancies have been produced by
humans, regardless of their age, just as some have always sought to cancel out pregnancies
that seemed too out of place, whether the termination was legal or not, forbidden by
religion or not, according to the era or the country [2]. Numerous circumstances
governing these pregnancies may be mentioned. The narcissistic reassurance of women
with regard to their femininity or even their fertility can lead to pregnancies whose
outcome is often abortion or even giving-up the child at birth. The legalization of
contraception and then of abortion have certainly improved the way these cases are
taken care of, but it hasn’t stopped them existing, with their rate remaining stable in most
countries where this holds true.

A large number of embryos are conceived at the outset without ever giving rise to living
children. Most often they are representatives of poorly resolved Oedipal conflicts in women
for whom the access to genitality seems to be thwarted by the difficulty of integrating sexual
difference and the recognition of the man in his otherness and complementarity. The child
is then often, from the point of view of the unconscious, the fantasmatic incestuous child of
the father, a status which does not always authorize the possibility of birth. The fetus then
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embodies a representation that is only tenable in the register of repression. In such cases,
these pregnancies are not seen through to the end and their termination is inevitable. These
aborted children remain no less symbolically inscribed and might emerge again in the form
of remembrance (‘he would have been such and such an age today’, and so on) [3], a trace
of the mourning that could not be done, vouching for the reality of the desire for a child
that produced the event.

Any pregnancy carries meaning in a woman’s history, including cases of accidental
pregnancy. They arise at moments of psychological crisis and allow for a rejigging of
investments in which it is a question of rearranging the places of daughter and mother,
of child and adult in the psyche. Moving house, long trips abroad, any destabilizing life
situation can offer up circumstances that favor parapraxes responsible for contraceptive
failures [4].

Sometimes sterility is linked to the same kind of problem, except that the child who
cannot be conceived is not an Oedipal child but a baby made with her mother and
paradoxically destined to separate from her or to take her place. For these women,
Freudian penis envy represented by the desire for a child is the expression of a refusal of
the feminine as a partner to the masculine [5]. In this context, the rejigging sparked off by
analytic work or simply provoked by a gynecologist’s medical words,or even words from an
administrative authority in the case of a request for adoption, can trigger a process and
allow for a spontaneous pregnancy, which is always puzzling for couples who were not
expecting it. It has happened that spontaneous pregnancies also arise in sterile couples who
are being treated medically, and then they decide to terminate. These situations, which
fortunately are rare, perturb the medical teams who are often ill at ease with the rambling
maze of their patients’ unconscious. Such situations underline the complexity of these
stakes and the obstacles to mastery and fertility in human beings [6].

Unintended pregnancies are not the prerogative of women. It can happen that men find
themselves confronted with the conception of a child that at first they did not want. Sexual
desire can blur the stakes of risk-taking. A defective speech-bond in the couple or false or
scanty information given to the partner about the mode of contraception can lead to
pregnancy. For some, of obsessional temperament, this will be the opportunity to become
conscious of their desire for a child. Facing the man with the fait accompli is a way
frequently used by women to convince an overly hesitant partner. Such men might even
sustain the discourse, saying that they did not want the child; these women have under-
stood that this is the only way for such men to authorize themselves to become a father. The
men might demand a termination, but at the risk of the couple’s relationship because
women take such coercion very badly. It may be that they choose to keep the child, possibly
without the father. It is rarer, but possible, to see a father assume on his own the child his
partner has brought into the world. We won’t go into the development of affective, social
and unconscious mechanisms of paternity here; we shall deliberately limit ourselves to
those of maternity.

A popular but misguided belief holds that breastfeeding can have a contraceptive effect.
A number of brothers and sisters of a newborn who was still at the mother’s breast have
been conceived in this way. Not wanting to know anything about this biological reality
whose information is nevertheless systematically conveyed by the obstetric team has
enabled the birth of numerous children in close succession, children whose mother
would not have deliberately authorized their conception, but in whom one may ascertain
the existence of a very real desire.
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The surprise child that stems from before the return of the menstrual cycle is very often
the one who allows for the expression of a resistance to weaning. Modern society, which has
legalized contraception, finds it hard to accept prolonged breastfeeding. For some mothers,
the only solution that enables them to get round the question of weaning will be to replace
the newborn they are being asked to separate from with another. The new baby will come to
take his place and will thus enable the risk of seeing the mother’s anxiety over lack to be put
to one side, an anxiety provisionally distanced by the pregnancies and breastfeeding.

The different scenarios from the history of couples and their difficulties in becoming
parents are very numerous. Nevertheless, the question of time imposes upon the woman at
a certain point in her life the encounter with the real of her body that will no longer be able
to wait for the decision to procreate. On this point, the mastery of contraception has made
things very complex for some women. The decision to stop it is sometimes much more
difficult than the whims of fertility that let the unconscious attend to its business. This is a
bit like in the old days, when the child used to arrive more or less when it wanted. Today,
you no longer fall pregnant, you decide to get pregnant. It happens that women make up
their minds too late and find themselves utterly astonished when confronted with the
medical verdict. They had been led to believe that everything could be mastered, in reaction
to generations of women that preceded them who submitted to the constraint of having to
bring children into the world in an imposed way. Without contesting the social progress
acquired by sexual liberation, from contraception to abortion, difficulties of a different
order are rearing their heads today. These difficulties bear on the way sexual desire, the
desire for a child and their vagaries are taken account of in a society that claims an ever
more operational mastery.

Thus it can happen that women who think they are menopausal are surprised to realize
they are very much pregnant even though they were persuaded that there was no risk of
falling pregnant. These are often women who have made a new life and for whom the
investment in the new partner has triggered a hormonal upheaval following the reactivation
of metaphorical libidinal stakes from their past: a new man, a new child. Others, faced with
the unforeseen event of ‘a little one’ on its way find themselves disturbed in the investments
that they directing towards their grandchildren. The time of grandmothers is no longer the
time of mothers. Big families having become rare these days, the discovery of a late
unforeseen pregnancy can be an upheaval, whereas prior to contraception it was frequent
in families with many siblings. Young women old enough to procreate most often take a
dim view of their mothers resuming the maternal function, the implicit rule being: to each
her turn in the order of generations.

Clinical vignette

A woman aged 49 went to a medical consultation because she felt nauseous. When she was
diagnosed pregnant, she crumbled psychologically, so strong was the shock faced with this
unexpected pregnancy. The medical team, doubtless taken up by the patient’s imaginary,
likewise considered the event to be a catastrophe. Psychological support had to be brought
in immediately. This allowed this woman to realize that the child was not a tragic
transgression, that she had made a new life for herself, and that a mother’s relatively
advanced age was perhaps not an obstacle to a child’s life to the extent that his adult
half-brothers and half-sisters could look after him if ever he were to lose his parents. They
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were consulted and accepted the new family situation with pleasure. The parturient
woman found her lust for life again; the pregnancy and the birth went by without a
hitch (she was very appreciative of the progress in obstetrics over the last 30 years). After
the turmoil of the first moments of gestation, the child was welcomed by its mother as a
gift from life.

6.3 Abortion

In some contexts, whether they be psychological in disturbed women, socio-economic in
poor families, or political in some countries where contraception and/or termination of
pregnancy are outlawed, abortion can become commonplace and serve as a means of
contraception when it becomes repetitive, disregarding the health of the person concerned.
Everything transpires as if desire were insisting in spite of any logical reasoning. These
women are poorly supported by the family planning centers because their repetitive
behavior signals for them the powerlessness of the system faced with the persistence of
the symptom when it is not being heard in a symbolic dimension.

6.4 Rape, incest and denials of pregnancy

Pregnancy following a rape will be treated differently according to the victim’s history.
Where some become attached to the child as something from this violence that allows them
to stay alive and make amends; others will only see in the baby the figure of the rapist. The
baby will constantly recall the trauma. These women will envisage an abortion or, if the
pregnancy has gone too far, giving up child, emblematic of the drama, whose memory they
will never stop trying to distance by not taking the risk of seeing, in the expression of the
baby’s genes, the traits of the aggressor. When such children are given up, it is with the goal
of allowing them to grow up in a family where the phantom of the aggressor will not be
summoned in the parents’ looks.

During the violence of war in the former Yugoslavia, a program of rapes was perpe-
trated. There were pregnancies arising from these rapes. Some of these women came to
France. We observed that, depending on their history, they would choose abortion or, if the
legal limit-date had been exceeded or their religious orientation prohibited the operation,
to give up the child at birth. Nevertheless, a minority decided to keep their child, stating
that it was not the child’s fault and calling upon a maternal sentiment that came to fend off
the horrors they had lived through, allowing for the exorcising of the unconscious guilt that
is linked to any sexual abuse.

We may compare these situations to those of pregnancies that are the outcome of
incestuous relationships. In this case, the problem is rendered even more complex by the
modification in filiation this entails. The figure of the aggressor is superimposed onto that
of a father or brother. While being faced with the transgression of the fundamental laws that
structure our society, these women are taken up in a double discourse, often supported by
the silence of a mother who implicitly imposes a feeling of guilt on them for what they have
been submitted to. This is why a large number of them never lodge a complaint. They
cannot betray the family bond even if its definition has been scorned. Children who are the
product of these crimes will have to get by with the difficulty, even the impossibility, of
thinking of themselves in their right place in society.
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Whether it is a matter for rape or incest, the consequences on the victims will remain in
part irreducible and may become manifest through one symptom or another throughout
their existence.

Pedophilia can produce pregnancies in young, barely pubescent girls, and one may
wonder what status it will take on in their psyche. Their level of maturity does not allow
them to think through these pregnancies and they might take refuge behind a repression
using the negation of their emotions. It is difficult to anticipate what form the symptomatic
return will take later on.

The denial of pregnancy, which consists in getting to the end of the gestation period
without consciously knowing that one is pregnant, has been estimated as occurring for one
out of every 1500 births [7]. One may observe a high representation in that population of
women who suffer from psychological disorders. One must distinguish carefully between
denial and negation. In the latter case, repression is incomplete and only bears on a part of
the representation and the feelings linked to it. Negation is much more frequent than
denial, which allows the mother to either mask her ambivalence towards the child or to
protect it from hostile feelings that come from her or those around her. Birth can bring with
it relief and allow the mother–baby bond to develop. More often than not, the child is
warmly welcomed; often however the child might be given up due to the socio-economic,
psychiatric or family situation.

Clinical vignette

A woman, mother of three, comes to A & E for acute abdominal pain. She is in fact in labor.
The child is born, to the great astonishment of its mother, who had already seen three
pregnancies through to the end. The father is summoned and the couple decide to give the
child up. The mother explains to the psychologist that she does not want to bring another
child into a family where the husband is seriously alcoholic and violent. Not wanting to add
the misfortune of a fourth child to that of the first three, the denial had functioned to save
its life. If this mother had been aware of her pregnancy, she would have quite reasonably felt
the duty to terminate in spite of a desire for a child being well and truly present but
repressed on account of the necessities of the context it arose in.

6.5 Pregnancy and mental illness

Finally, psychiatric patients suffering from serious and chronic psychotic states, such as
schizophrenia, delusional states and serious neuroses, may not realize they are pregnant.
For them, the reality of their body has no link to their perceptions and their mental
representation. The diagnosis is made late on in the pregnancy, which takes a long while
to become visible. For these women, the real is their delusions and hallucinations, and not
their body which they perceive in a disturbed way. Moreover they are rarely sick and feel
very little pain. These are the same women who burn or scar themselves to try to gain access
to their sensations. The perceptions of pregnancy are not felt or interpreted as such.

Some births following a denial or a psychiatric pathology can lead to infanticide. These
are pregnancies that unfold in silence. They are unthinkable, as much for the women
themselves as for their partner, family and society, which let themselves be contaminated by
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the denial and do not suspect that a child might be developing. These babies, not managing
to inscribe their otherness in their mother’s psyche, are killed by the mothers, with neither
emotion nor guilt. The child is not an other, and pregnancy does not exist for them. These
stories often make headline news. Babies’ bodies are sometimes found deep-frozen, buried
or hidden, and provoke widespread indignation and incomprehension. Denial, a well-
known pathology for obstetric services, fascinates and triggers the public’s incomprehen-
sion when it is followed by infanticide committed by women who appear, but only appear,
to be of sane mind [8].

6.6 Conclusion

All out-of-place pregnancies have always posed a problem for society because they upset
human order. Though we are tending towards an evolution in which procreation is
becoming increasingly dissociated from sexuality, even today children are still being
conceived without their mothers being aware of it. We can see that the question of
unintended pregnancy is not limited to forgetting to take the pill but covers multiple
situations which, though they can be categorized, still have to be approached case by case in
accordance with each pregnancy’s history, so as to be able to propose the best-adapted
accompaniment.

A certain number of children are born of these unintended gestations. Might one say,
somewhat provocatively, based on the analytic definition of desire considered as being
exclusively unconscious, that there only exist children who are desired? Numerous patients
report however in analysis that they were not desired. Some thereby justify psychological
and physical abuse they feel they have been subjected to. Others lay the emphasis on their
capacities of personal resilience; they situate this de-narcissizing aspect of their history as
the motor of their success. Thus they come to legitimize their birth and move on.

The children who arise from involuntary pregnancies are for the most part warmly
welcomed, a baby’s capacity for seduction being immense. They may be pampered to make
up for their parents’ guilt at not having consciously wanted them. It sometimes
happens that some are impeded in their development. Either because of parental over-
investment – because stuffing a child full of food is not necessarily an act of love, and
parental over-investment can put the child in an affective prison he will never escape from –
or through all the forms of abuse that shape their psyche, sometimes in a way that is
irreversible.

If their intelligence is preserved, some will call upon perverse adaptive defense mechan-
isms that may lead them to marginalization and delinquency [9]. Depending on the history
each pregnancy will take root in, the child will confront its destiny with a handicap of
varying weight. Its development will depend principally on the quality of the parents’
affective adjustment and the support of the social and family circle that will welcome the
child and accompany its development.
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7.1 Introduction

In most Western nations, there was a time in the last 50 years when it was not unusual for
young women before the age of 20 to bear children. This is no longer the case. One of the
major trends over the last few decades has been for women to choose to delay having
children. Presently, in Canada, the mean maternal age for a first child hovers around 29
years and the situation is very much the same for many Western nations. As might be
expected, the infants of adolescent mothers make up a small minority of births every year in
developed nations. For example, in Canada, the adolescent fertility rate for every 1000
women is 14, it is 15 in Australia, 9 in Finland, and 8 in France. At 26 and 41 for every 1000
women in the United Kingdom and the United States respectively, the fertility rate of
adolescent women is substantially higher in these countries [1]. Worldwide, however, there
is great variability in these rates, as can be observed in Table 7.1, and the implications of
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young motherhood are necessarily different across cultures and national contexts. In most
cases, however, they are considered as vulnerable.

Even though their numbers are small in absolute terms in Western culture, adolescent
mother–infant dyads are considered to be at high psychosocial risk. Risk for the mother is
often defined in terms of the limited academic and occupational opportunities that emerge
after the birth of a first child, and in the quality of relationships that adolescent mothers
engage in after the birth of their child. It is also defined on the basis of the general
environment that provides the context for the mother–child relationship, as well as different
maternal psychological factors that characterize young mothers. Adolescent mothers report
greater levels of poverty and isolation, anxiety, depression and substance abuse [2]. Care for
these young women often comes at high human and social cost. For infants of teen mothers,
risk often materializes in terms of their over-representation in different public sectors.
Researchers have demonstrated that the children of adolescent mothers in the United
States are widely over-represented in specialized educational services, in the use of health
care, in child welfare services and in different legal categories (delinquency, incarceration).
The human concerns and social cost linked to adolescent motherhood have led researchers,
clinicians and public health officials to devote considerable attention to this phenomenon.
Clearly, not all young mothers are at risk and not all infants of young mothers are destined to
problems in development and much has been said about overstating this risk [3]. Risk is
defined in terms of statistical likelihood and, from a clinical perspective, remains a hypothesis
that requires validation with each specific individual.

But the risk is there, and several research groups have documented it on several levels.
The goal of this chapter is threefold. First, we will highlight some of the challenges that

Table 7.1 Adolescent fertility observed in different

countries

Argentina 62

Australia 15

Brazil 56

Canada 14

China 5

Columbia 96

Dominican Republic 98

Egypt 27

Finland 9

France 8

Nigeria 126

Slovakia 21

Thailand 46

United Kingdom 26

United States 41

Zambia 146

Source: Data taken from World Health Organization (2009).

World Health Statistics. World Health Organization Press,

Geneva.
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adolescent mothers and their infants face during both the prenatal and postnatal periods.
These challenges include biological, psychological and social dimensions. Second, we will
highlight how these factors are related to one of the important motors of infant develop-
ment: mother–infant interaction and the establishment of the attachment relationship. We
will make the point that the relation between problematic biology and contexts and infant
cognitive and socio-emotional development may be mediated by the processes involved in
the establishment of early attachment relationships. In the third section, we will describe
approaches to prevention and intervention that have proven useful in addressing some of
these challenges and in breaking the mediation between risk and child development.

7.2 Early challenges faced by young mothers

As a social and psychological phenomenon, adolescent motherhood constitutes a confir-
mation of both social selection and social influence theories of human development. Social
selection theories suggest that the risk of early motherhood, for mothers and infants,
actually precedes pregnancy. Social influence theories suggest that adolescents who become
mothers increase the level of risk to which they expose themselves and their infants by
engaging in a developmental path that involves fewer positive developmental opportunities
in personal, social, educational and professional spheres [3]. Within this perspective, there
is also the notion that pregnancy and motherhood in adolescence may be the beginning of
new developmental paths, where the probability of positive outcome is lower than prior to
the pregnancy. Here, early motherhood actually adds to the level of risk the dyad is already
exposed to. Both the social selection and social influence positions have received empirical
support and, as such, it is important to view the developmental challenges of young
motherhood in the context of a continuously evolving ecological context that precedes
pregnancy, extends beyond birth, but for which decisive changes take place with the onset
of pregnancy and infant birth.

Biological risk and fetal programming

The biological challenges of pregnant adolescents are numerous. Adolescent mothers have
often not completed their physical maturation processes such that their own biological
development may compete with the fetus for resources. As well, they are more likely to
engage in problematic nutritional behaviors, smoking, and drug and alcohol use, than
mothers in low-risk contexts. Adolescents make less use of medical services during their
pregnancy. They more frequently encounter complications during the prenatal and peri-
natal period [3] and pregnant teens report greater levels of prenatal stress [4]. Increasingly,
researchers have pointed towards such prenatal factors as contributing to infant neonatal
health and early development through processes linked to fetal programming [4, 5]. The
fetal programming hypothesis suggests that atypical intrauterine environments, caused by
problematic nutrition, the consumption of toxic substances or by high levels of parental
stress, may cause the fetus’s neurological and endocrinological systems to develop in ways
that are adapted to their current environment, but that alter its ability to adapt to
subsequent, postnatal environments. Recent work by Keenan [4] and O’Connor [5]
demonstrate that such processes may be particularly salient for adolescent mothers.
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Keenan has shown an association between indices of psychological distress during preg-
nancy and a number of basic neonatal health outcomes. That these indices of neonatal
health were gathered at birth precludes postnatal factors as confounding results. O’Connor
has shown that prenatal stress predicts different aspects of postnatal socio-emotional
development, even after controlling for postnatal levels of stress. Parallel findings have
been observed for smoking, and drug and alcohol use, where even small doses consumed
during pregnancy have been linked to emotional regulation and cognitive development.
Such findings underline the notion that a major challenge during the prenatal period is to
address basic biological risk and fetal health [4, 5]. However, this class of risk factors does
not occur independently of the pregnant or parenting teen’s developmental ecology. In
particular, it has been shown that problematic health behavior is linked to the social ecology
that provides the context for the mother–infant dyad.

Social challenges

Parents draw on different forms of social support during the transition to parenthood. In
low-risk circumstances, the most helpful support for mothers comes from the partner,
usually the biological father of the infant. Other members of the social network are involved
in providing support to new mothers and fathers, most notably members of the extended
family and friends. Support processes seem to be similar in the high-risk contexts of
adolescent mothers. Milan and her colleagues [6] found that patterns of emotional distress
in pregnant or parenting adolescent girls over the course of 18 months were directly linked
to levels of partner support. However, some of the results in this study also raise important
questions. For example, teen mothers reporting high levels of relationship conflict were at
greatest risk for emotional distress, most of this conflict taking place with the partner. Other
studies have made similar observations regarding partner support: Spieker and Bensley [7]
showed that support provided by fathers was unrelated to infant attachment security, a
result also found by Tarabulsy and colleagues [8], who even showed a negative association
between paternal support and attachment security. Spieker and Bensley and others have
suggested that partner support was perhaps more important for maternal emotional well-
being, but caregiving was under the greater influence of the support provided by the
adolescent mother’s own mother.

Relatedly, in a large study of high-risk families, Jaffee and colleagues [3] were able to
document that the presence of fathers in the family may be a risk factor for behavior
problems, if fathers showed high levels of antisocial behavior. Thus, while some have found
that the presence of fathers helps mothers’ overall adjustment [6], results have not been
nearly as consistent as in the low-risk literature, and there is the suggestion that, sometimes,
the presence of fathers may prove to be problematic for parenting and child development in
high-risk contexts. These studies suggest that adolescent mothers draw on their support
network somewhat differently than low-risk mothers, perhaps depending on non-partner
support to a greater degree, more often calling on their own parents and extended families.
This suggestion may take on added significance when one considers the relative instability
of many adolescent mother–father relationships, and the risk that such relationships pose
for conflict and sometimes violence [3, 7, 8]. In many cases, the father of the child often is
not a teenager and is sometimes many years older than the mother [8]. This difference, and
the possibility that the father may have adjustment problems [3] at a developmentally
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meaningful time for the mother, may contribute to exacerbating the difficulties that high-
risk motherhood already presents [3, 8]. Similar suggestions have been made regarding the
potential recourse to friends as support. In effect, while social support is clearly viewed as a
positive characteristic of the developmental ecology, and fathers have the potential of being
helpful to mothers, there is question as to whether young mothers’ networks and marital
relationships are objectively helpful, or whether they possess the same, high-risk character-
istics as the young mothers themselves [6, 7, 8, 9].

Representational challenges

The biological and social support features of adolescent mothers may be derived from, and
contribute to, different aspects of their cognitive representations of relationships. The study
of mothers’ general representations of relationships has been undertaken from different
perspectives: parental attitudes, expectations about relationships, internal working models,
attachment state of mind, interpersonal models or relational schemas. Presently, we will
focus on findings derived from attachment research that have addressed attachment state of
mind relative to the young mother’s own parents or towards her child. Attachment research
has provided numerous insights into the workings of relationship representations of
parents and children. Furthermore, in much the same way that the Bowlby-inspired theory
drew from different perspectives in psychiatry, psychology and the biological sciences, the
development of attachment theory – especially in the area of cognitive representations – has
received contributions from many different theoretical and methodological paradigms.
This framework will be helpful in understanding how general relationship representations
are involved in the manner in which young mothers structure the early interactive
environments of their infants.

This research has revealed at least three noteworthy aspects of adolescent mothers’
general relationship representations: First, young mothers often report traumatic experi-
ences related to abuse or loss. Bailey and colleagues [9] showed that between 35% and 37%
of adolescent mothers in their sample reported experiencing either maltreatment or loss as
children, a result that had been documented in other reports. To the degree that these
experiences are not cognitively integrated, researchers suggest that young mothers remain
‘Unresolved with respect to trauma or loss’ in their attachment state of mind. When
discussing traumatizing events, these young mothers will show signs of confusion or
disorientation, and will have difficulty situating events in time or regulating emotions.
Much research has shown that an unresolved state of mind predates many different
psychological syndromes, including depression, anxiety disorders, borderline personality
disorder and substance abuse. This is an important concern in that these mental health
problems are highly prevalent in populations of adolescent mothers, sometimes two or
more times more so than in low-risk circumstances [3, 6]. Unresolved states of mind are
also related to problems in the development of relationships. Bailey and colleagues describe
a process by which traumatic experiences (especially those related to maltreatment),
structure memories of events to prevent highly negatively charged emotions from imping-
ing on consciousness. Such defensive processes may be helpful to regulate the negative
affect derived from these memories, but they prevent the individual from coping with the
contexts that elicit these memories, and from integrating present circumstances with past
events. Sometimes, the eliciting events involve interactions with parents, and the young
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mother’s emotions and behavior in such circumstances will draw on early attachment
experiences characterized by trauma, thus hindering cognitive integration of trauma. When
the eliciting events are interactions with her own infant, such lack of resolution will set a
problematic relationship framework for the dyad and problematic maternal responses to
infant behavior. If traumatic experiences were frequent or chronic, integrating them will
prove even more difficult [9].

Second, high-risk environments may foster relationship representations linked to hos-
tility or helplessness. Even in the absence of traumatic events, the high-risk environments
that provided the context for young mothers’ development may have been characterized by
chronically high levels of relationship insensitivity or hostility, leading mothers to become
vigilant toward their social environment. Such vigilance may be viewed as adaptive in the
immediate high-risk context in that it may help individuals predict and avoid problematic
interactions, or mobilize their own hostility to respond in a way that is coherent with
immediate demands. It is also possible that during their childhood, when confronted with
regularly dysfunctional interactions, the attempts of young mothers to change them were
met with repeated failure. Such failure by children may lead to perceptions of helplessness
and compliance towards others in different social settings. Again, there may be an adaptive
function to an attitude of helplessness in a dysfunctional environment: attempts to change
the content of relationships and interactions being repeatedly unfruitful, an individual may
perceive themselves as unable to exert any control in such settings, and choose compliance
and other relationship objectives, rather than attempts at repairing interaction, because
these other goals are more easily achieved.

In an important paper on the relations between attachment states of mind and mother–
infant interactions, Lyons-Ruth, Yellin, Melnick and Atwood [10] have suggested that
along with unresolved trauma, hostile and helpless states of mind may be the representa-
tional dispositions that lead to the most dysfunctional mother–infant interactions. In both
cases, adaptation to the immediate environment may lead to the elaboration of perceptions
of relationships as sources of danger that must be met with hostility or compliance. When
such representations are turned toward the infant, when the parent perceives the infant as a
source of danger, dysfunctional interactions emerge and problematic relationships that
direct future development are formed [9, 10].

Third, in these three aspects of relationship representations (unresolved trauma, hosti-
lity, helplessness), young mothers may foster attributions of intent toward their infant that
are linked to adaptation in the immediate environment, but lead to problematic maternal
behavior. Some examples taken from interviews conducted within our own research
program may help illustrate this point:

• ‘My baby was quite nasty with me today, moving all over the place even when I told him
to stop’ (statement made by a pregnant teen).

• ‘When my son falls and hurts himself, I really don’t want to help him because he has to
learn that it is a tough world and that no one is there to help him. He has to make it on his
own’ (mother of a 12-month-old).

• ‘Sometimes she really wants to manipulate me by crying all the time. I have seen her give
me the finger when I left her in her chair. She makes me mad and I just won’t fall for that’
(mother of a 7-month-old).
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• ‘He is just like his dad. He is very independent and pretty much does what he wants.
There is not a whole lot I can do to make him change when he wants something’ (mother
of a 10-month-old).

Such statements may be reflective of problematic representations that young mothers may
have of their infants. They also suggest how adaptation in certain contexts may yield to
inaccurate inferences and perceptions regarding infant development and needs in the
context of the mother–infant relationship. In fact, it is possible that the many studies
that have identified problems in young parents’ knowledge of infant development have in
part tapped into their representations of relationship organization and attributions of
infant intentions [8]. Young parents’ understanding of child development may in part be
derived from unresolved traumatic experiences or the adaptation imperatives of high-risk
environments. In this perspective, one may view the relationship-based representational
challenges to young motherhood as involving past experiences, as well as current,
ongoing developmental process whose nexus with child development is the mother–infant
relationship [7].

7.3 Adolescent mother–infant interaction and the
elaboration of attachment

It is perhaps not surprising that in this developmental ecology, and given their representa-
tional dispositions towards their social environment and their child, adolescent mothers
are at greater risk of interacting in problematic ways with their infant. Several research
groups have shown that teen mothers are less sensitive towards infant signals and behaviors,
and more often adopt coercive and intrusive interactive behaviors, than low-risk mothers.
They less frequently engage in contingent, face-to-face interaction, they vocalize less, less
frequently hold their infant and will more often leave infants unattended for long periods of
time, being sometimes physically or psychologically withdrawn even when infant signals
are clear [7, 8].

Studies have shown that these interactive behaviors are directly linked to the relation-
ship-based representations of young mothers and are important precursors to insecure and
disorganized attachments [7, 8, 11]. The hallmark of secure attachment is the infant’s
ability to benefit from the relationship through proximity-seeking and contact mainte-
nance with their mother, as a secure base for exploration and as a point of reference for
emotion regulation challenges. Insecure-avoidant infants have learned to manage distress
through exploration, emphasizing their autonomy in their early attachment relationship.
Insecure-ambivalent infants will use proximity and contact with parents to manage dis-
tress, but will remain upset for long periods of time and remain focused on parental
whereabouts and behavior rather than play or exploration. Unlike infants in other forms
of insecurity, where relationships seem to be coherent in structure, disorganized infants
show a number of problematic behaviors that reveal either breakdowns in strategies to
manage distress, an absence of relational strategy or conflicting strategies that prevent
infants from interacting effectively with parents in comforting ways. The underlying feature
is the fear that the infant experiences, which conflicts with their ability to orient towards the
parent in times of distress. Frightened, frightening or highly insensitive parenting has been
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shown to be linked to disorganized attachment in adolescent mother–infant dyads and
other high-risk groups [12]. Insecure and disorganized attachment is considered to place
infants at risk for future socioemotional development.

In a meta-analysis, Van IJzendoorn and colleagues [13] have shown that adolescent
mother–infant dyads are over-represented in the disorganized (23%) and insecure (60%)
attachment categories. Since that study, several researchers have obtained results where
over 65% of adolescent mother–infant dyads were insecure, with over 40% being classified
as disorganized [11] echoing the findings of other researchers [8].

Problems have also been observed in other spheres of development. Spieker and her
colleagues found that children of adolescent mothers are at greater risk for different
problems on the level of socio-emotional, language and cognitive development. At six
years of age, only 27% of their sample did not show problems in one of these domains [14],
underlining the challenges these children face.

Taken together, these results suggest that one of the mediators of infant and early child
development – mother–infant interaction and early attachment – shows infants of adoles-
cent mothers to be at high risk, reflected in infant attachment security and organization. As
secure attachment is an early indicator of infant ability to organize emotion regulation
behaviors around parents in times of distress, to orient themselves with confidence toward
parents when alarmed, and to use the parent as a secure base for exploration of the
environment, the high levels of insecurity and disorganization that have been found suggest
that, by the end of the first year, these infants are already showing signs of the develop-
mental difficulties to come, later reflected in broader indices of socio-emotional health used
by public health administrators. In light of this observation, many prevention and inter-
vention efforts have been developed to help foster positive change for adolescent mother–
infant dyads.

7.4 Intervention with adolescent mothers and their infants

We and others have argued elsewhere that in structuring intervention with young mothers
and other high-risk populations, it is critical that:

1 The targets of intervention be appropriately defined; and that

2 All targets of intervention receive specialized intervention [15].

There are relatively few domino effects in intervention with high-risk populations such as
adolescent mother–infant dyads. One type of positive effect does not automatically lead to
positive change in other spheres. This is of particular importance in the context of
prevention and intervention efforts with young mothers, where the challenges are numer-
ous and on different levels (biological, socio-economic, psychological, interactive and
developmental). Strategies that target the biological conditions of pregnancy and neonatal
health do not necessarily lead to improvements in maternal adaptation. Likewise, strategies
that focus on adaptation often do not change mother–infant interactions and infant
developmental processes. Each target of intervention requires intentional efforts aimed at
that specific target [15].
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We currently focus on two broad categories of strategic action. The first category is
intended to improve the psychosocial circumstances of the mother–infant dyad. Among
the stated objectives of such strategies are:

• Improved family organization and perceptions of personal competence in different
domains, such that maternal stress decreases and general well-being increases during
the pre- or postnatal periods;

• Improved networking and the establishment of positive, mentoring relationships with
community members and social services to make better use of competent support
structures; and

• Improved knowledge of child development and of the factors that favor it.

Many strategies that have favored such objectives have been delivered via community
centers, school settings, home visiting professionals, paraprofessionals or volunteers.
While much of this work is provided in the context of community health services and
remains vastly under-evaluated, especially with respect to young mothers, some strategies
have been evaluated in quasi-experimental designs or randomized control trials. For
example, Saddler and colleagues [16] were able to show that young mothers who partici-
pated in a school-based parenting curriculum, together with school-based help with child-
care, showed notable increases in overall adaptation. Mother–infant interactions also
appeared to improve but to a lesser degree, as did some aspects of socio-emotional
development. Other community-based strategies have been implemented and have
shown successful reductions in teen mother adaptation [15].

In the second category, prevention and intervention strategies are specifically focused on
improving mother–infant interaction. Such approaches have underlined the importance of
mother–infant interaction in different domains of development and have highly struc-
tured, manualized programs aimed at increasing maternal sensitivity and responsiveness to
infant distress, cues and signals, and the overall contingency of mother–infant interaction.
In a randomized control trial of a targeted video-feedback intervention, Moran, Pederson
and Krupka [17] showed meaningful improvements in maternal sensitivity between infant
ages 6 and 24 months, as well as improvements in infant attachment security. Similar
results have been obtained on the level of maternal behavior and infant socio-emotional
and cognitive development by several groups of researchers when intervention strategies
focused on interactions [15].

Two issues remain to be addressed in the context of a discussion on prevention and
intervention strategies with young mothers. First, relatively few evaluations of comprehen-
sive strategies are reported in the literature that address the biological health of mothers
during the pre- and postnatal periods, as well as social support and organizational needs
and the quality of mother–infant interactions. When they are, the results are not always
favorable to such approaches. Perhaps the best-known such approach and the one that has
yielded the most convincing results is the nurse–family partnership, developed by David
Olds and a number of collaborators [18]. The strength of this approach has been its
comprehensiveness, and the consistent finding that exposure to intervention reduces
biological risk during the prenatal period and at birth, and increases social support and
parental perceptions of competence. One of the advantages of this approach for young
mother–infant dyads is the presence of stable, highly trained intervention personnel who
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establish supportive, mentoring relationships with mothers. Olds and colleagues have
underlined how the combination of high levels of competence and the establishment of
stable relationships between home-visiting nurses and mothers are critical for the effec-
tiveness of the program. The program has also shown positive impacts on the quality of
interactions and markers of infant, child and adolescent development. The methodological
rigor of the repeated evaluations, the high level of training given to the home-visiting nurses
and the specific concern towards adolescent mothers suggest that a comprehensive model
of intervention can be successful.

A second issue concerns some of the variables that moderate the effectiveness of early
prevention and intervention, and the limits of this approach for intervening with high-risk
dyads. For example, the video-feedback strategy used by Moran and colleagues [17]
appeared to be ineffective when working with mothers who reported unresolved trauma
during an interview. Likewise, some strategies have been shown to be effective on the level
of mother–infant interaction, but less so on the level of maternal indices of adjustment.
Other authors have found that maternal adaptation and well-being place certain limits on
the effectiveness of prevention and intervention initiatives and that these characteristics of
mothers touch on the domain of general maternal representations of their environment
and relationships. In response to such findings, Lieberman [19] has strongly argued for
targeting the quality of interactions, to address infant developmental issues, but also to
move beyond providing support and more positive contexts and to address the more
cognitive features linked to the representational domain. A focus on interactions, family
support and organization, or on biology, does not preclude therapeutic intervention that
addresses representational issues linked to the developmental histories and environments
of adolescent mothers. A valuable contribution to future intervention research will be to
document the role played by maternal representations of relationships and overall mental
health in the effectiveness of early intervention.

7.5 Conclusion

Three different issues and directions for future research are raised in this review of
adolescent mother–infant dyads. First, it is important to reiterate that there is no order
to the different challenges that adolescent mothers and their infants face. Biology does not
necessarily precede representations. Representations of relationships are intimately linked
to mental health, in which one finds the problems of substance abuse, nutrition and family
organization that are related to how mothers take care of themselves and the fetus during
their pregnancy. Interactions can influence biology as well. To the degree that social
interactions are involved in the psychological distress that may be at work in fetal pro-
gramming and, later, in postnatal mother–infant interaction, the social environment is
intricately woven into biological development [4]. But biology can precede both represen-
tations and interactions – small, underweight infants born to high-risk mothers are more
difficult to read and respond in less predictable ways to maternal input, making it difficult
to develop harmonious relationships and to engage in positive developmental trajectories.
Thus, while we have little information about how the many challenges young mothers face
are causally related, we do know that they are important to target in intervention initiatives.
Positive change at any level of the processes that have been described appears to modify
either maternal or infant development. Relatedly, it is important to reiterate that adolescent
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motherhood, and being the infant of an adolescent mother, is embedded within this
complex ecology. Adolescent pregnancy and childbirth are markers of risk that was already
present. The arrival of the infant marks an increase in risk and, in this respect, raises the
need for effective clinical initiatives.

Second, there appear to be a number of potentially helpful intervention strategies. These
strategies focus on different variables linked to maternal characteristics, mother–infant
interaction and infant development. Those that appear most effective in influencing infant
development are those that are highly focused on improving mother–infant interaction.
Such interventions touch on one of the critical mediators of the link between risk and infant
development and seem successful in improving the quality of the most proximal develop-
mental processes. As such, it would seem a priority for intervention strategies that aim to
improve infant development to systematically address the factors affecting this critical
interaction. The study of such strategies will also be important for scientific reasons.
Intervention studies where levels of a given variable are manipulated provide an experi-
mental context for testing causal relations between variables in ways that correlational
research (not involving intervention) cannot. Such experimental studies will allow for a
clearer understanding of the contributions and potential moderating roles of representa-
tional and mental health variables to intervention effectiveness, mother–infant interaction
and infant development. Moreover, it will be possible to consider how paternal involve-
ment in the family and the father’s characteristics facilitate or hinder intervention effec-
tiveness with the young mother and her child. This information will be critical to
establishing the most effective ways of targeting intervention to specific dimensions of
the adolescent mother–infant ecology.

Finally, there are several issues regarding adolescent pregnancy and parenting that
were not addressed in the current chapter, most notable are those linked to the debilitat-
ing effects of chronic poverty on mothers and children, as well as issues related to
education, job training and other school or occupational concerns. On a developmental
level, such concerns relate to family organization and planning, and to the ability of
parents to be empowered to integrate and contribute to the development of their infants
and their communities. Such challenges take different forms across cultural and socio-
political contexts and it will be important for future work to identify both general
challenges to young parents as well as those that apply in specific ecologies within and
across nations.
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8
Psychopathological states in the
pregnant mother

Carol Henshaw MD FRCPsych FHEA
Liverpool Women’s Hospital, UK

8.1 Introduction

More than a third of pregnant women suffer from a mental disorder [1]. Some will experience a
recurrence of a previous illness, while others will suffer from a new onset condition. Conception
rates in women with most disorders (with the exception of anorexia nervosa, severe learning
disability and possibly schizophrenia) are the same as women in the general population. The
advent of atypical antipsychotics, most of which do not impair reproductive function, suggest
conception rates in women with psychosis may increase in the future. In addition, pregnancy is a
multifactorial stressor and life event which may render women with a history of psychiatric
problems, who may be well when they conceive, vulnerable to relapse during pregnancy. There
are a number of adverse outcomes associated with pregnancy in women with both psychotic and
non-psychotic disorders, not least the women with psychosis or severe depressive illness who
commit suicide during pregnancy or post-partum [2]. This chapter will outline the impact of
pregnancy on mental disorders, and the issues and outcomes for both mother and child.

Schizophrenia

Women with a history of treatment for schizophrenia have a high risk of difficult repro-
ductive lives. They are more likely than women in the general population to have multiple
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partners and to be indulging in risky sexual behavior, which confers a higher risk of sexually
transmitted infections [3]. Their pregnancies are more liable to be unplanned and they are
more likely to have had a termination of pregnancy [4]. Women with psychosis are less
likely to have received contraceptive advice from their primary care team and while mental
health professionals are usually aware of which of their patients are sexually active, they are
much less likely to know if the patient is using contraception and less likely to discuss this
with them [5].

Women with schizophrenia have a higher risk of experiencing violence during preg-
nancy and more likely to have a past history of forced sex [6]. More are socially disadvan-
taged, single and lacking in social support than women in the general population. Their
partners are more likely to be unemployed or disabled. Compared to other delivered
women they tend to be either very young (£ 19) or older (� 35) mothers and therefore
at increased obstetric risk [7]. Women with psychotic disorders are more likely than
controls to use illicit drugs before pregnancy, and to drink alcohol and/or continue to
use drugs during pregnancy, which confers additional risks to the fetus.

Even when smoking and other risk factors such as maternal age, education and preg-
nancy-induced hypertension are controlled for, the odds of poor outcomes such as low
birth weight (LBW), small for gestational age (SGA) infants, preterm delivery and stillbirth
are higher in women with schizophrenia [8]. Complications such as placental abruption,
antepartum hemorrhage, the toxic side effects of alcohol and illicit drugs and infants with
cardiovascular congenital anomalies (most commonly patent ductus arteriosus) occur
more frequently [7].

Being overweight and folate-deficient when pregnant increases the risk of neural tube
defects [9] as does Vitamin B12 deficiency. It is not known whether this relates to poor diet,
weight gain on atypical antipsychotics or is a direct metabolic consequence of schizophre-
nia. Patients with schizophrenia are also at increased risk of impaired glucose tolerance and
diabetes, particularly if they are taking certain atypical antipsychotic drugs. When pregnant
this renders them at higher risk of gestational diabetes which confers greater morbidity for
both mother and fetus. Obesity in pregnancy also increases obstetric risk and is associated
with being less likely to have a spontaneous onset of labor, more blood loss in labor, higher-
weight babies and longer hospital stays. Many of the examinations and investigations which
are part of antenatal care are more difficult in an obese woman. For example, it is harder to
palpate the uterus and ultrasound penetrates fat very poorly.

Despite these increased risks, women with severe mental illness are more likely to default
from antenatal appointments. This might be because they fear that their baby will be
removed after delivery, particularly if this has happened previously or there have been
child protection case conferences. Alternatively there may be delusional beliefs about
interventions, intimate examinations or health professionals. Negative symptoms and
chaotic lives may lead to disregarding appointment letters and lacking the motivation to
attend. Even when they do attend, women with schizophrenia receive poorer-quality
antenatal care than other women accessing maternity services, with smoking and alcohol
consumption less likely to be documented despite the higher prevalence of these risk factors
in women with mental illness [10].

There are reports in the literature of schizophrenic women attempting to pull the baby
out by themselves, or ask others to do so and one case report of a woman who performed
her own Caesarean section. Psychotic denial of pregnancy may lead to refusal of antenatal
care or unattended delivery. Some women with schizophrenia are reported to be unaware
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of the symptoms of labor and have delivered in the toilet believing that they were passing
faeces.

If a woman experiences a recurrence or acute exacerbation of positive symptoms during
pregnancy this may have an impact on her capacity to consent to any interventions or
treatment decisions. Attention, absorption, recall and retention of information may be
impaired by symptoms such as hallucinations which distract the woman. Conversation
may be difficult if there is formal thought disorder and understanding may be affected by
paranoid delusions regarding the treatment, the health-care professionals or the fetus.
Command hallucinations may direct an alternative course of action to that advised by
the health professional. If capacity is in doubt, an assessment should be undertaken in
relation to each proposed treatment decision. If capacity is likely to be impaired during
labor when rapid decisions may need to be made, consider the use of advance directives in
relation to any likely intrapartum treatment decisions. These directives can made during
pregnancy at a time when a woman has capacity and can willingly engage in discussion and
decision-making with maternity staff.

Women with tightly defined schizophrenia who remain on medication are less likely to
relapse after delivery than women with mood disorders or more broadly defined schizo-
phrenia. However, a fifth of those who have had treatment that includes hospital admis-
sions in the settings studied before they became pregnant will relapse after delivery [11],
this relapse being more likely if medication is discontinued. The risk of post-partum relapse
and the associated problems must be taken into consideration when making treatment
decisions during pregnancy.

Bipolar disorder

Like women with schizophrenia, women with bipolar disorder are more likely to be single
and are at increased risk of obstetric complications, specifically placenta previa and ante-
partum hemorrhage [4].

They have a very high risk of recurrence related to childbirth with up to two-thirds
experiencing an episode in the immediate post-partum period and those with a family
history of puerperal relapse being particularly vulnerable. The risk remains high even if the
woman has been well during pregnancy and for the two years before she became pregnant
and even if she is living in good social circumstances with good social support. The risk of
recurrence appears to be the same in both bipolar I and II patients but particularly likely if
there have been more than four previous episodes. Pregnant women are as likely to relapse
as non-pregnant women if mood-stabilizing medication is discontinued and the risk of
recurrence is greater with a rapid discontinuation rather than a gradual reduction in dose.

Early studies suggested that bipolar women were less likely to experience an episode of
illness during pregnancy. However it now seems clear that this is not the case with between
a third and a half of pregnant bipolar women experiencing a worsening of symptoms or a
recurrence. Those experiencing symptoms during pregnancy are more likely to have a post-
partum episode. Women who are euthymic at conception and stop prophylactic medica-
tion are twice as likely to relapse, have a fourfold shorter time to recurrence and a five times
greater proportion of weeks during pregnancy spent ill than women who continue with
medication (40% of pregnancy vs. 8.8%). Most recurrences were depressive or dysphoric
mixed states and almost half occurred during the first trimester [12].
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Depression

Depression is as common during pregnancy as it is following delivery although depressive
symptoms may be more prevalent. A systematic review and meta-analysis of prevalence
studies from high-income countries [13] confirmed rates of 7.4%, 12.8% and 12.0% in the
first, second and third trimesters respectively.

Risk factors for depressive symptoms in pregnancy include being single, of low educa-
tional status, unemployed, having poor partner and/or social support and the presence of
stressful life events or chronic stressors. Women with histories of childhood sexual abuse,
intimate partner violence or sexual coercion are more likely to report depressive symptoms.
Depression in pregnancy is closely associated with smoking during pregnancy, alcohol and
drug use. A poor appetite may lead to under-nutrition. Depressed women who smoke find
it harder to give up when they become pregnant than women who are not depressed.

Symptoms such as fatigue, lack of energy, excessive sleepiness, food cravings or aversions
and weight changes, all of which may be common complaints during pregnancy, mean careful
assessment is required in order to distinguish these from the somatic symptoms of depression.

Anxiety disorders

Anxiety disorders may be more common than depression during pregnancy with the
following prevalences reported in the literature [14]:

Panic disorder 1.3–2.0%

Obsessive compulsive disorder (OCD) 0.2–3.5%

Post-traumatic stress disorder (PTSD) 0–7.7%

Generalized anxiety disorder (GAD) 8.5%

Agoraphobia 14%

Social phobia 0–4.1%

Specific phobia 2.3%

Common fears are fear of fetal loss or giving birth to a handicapped child, particularly if
there is a history of reproductive loss or fertility problems. In addition 7.2% of pregnant
women are reported to have a blood or injection phobia which clearly has implications for
their care during pregnancy and delivery.

Anxiety disorders may be co-morbid with a depressive disorder; and anxiety during
pregnancy, especially if present in the last trimester, is an independent predictor of
postnatal depression. PTSD increases the likelihood of a woman also having a substance
misuse diagnosis. For a review of anxiety disorders see [14].

Tokophobia is an intense dread of childbirth which can lead to women avoiding
pregnancy, terminating the pregnancy of a much-wanted baby, or demanding a
Caesarean section in subsequent pregnancies [15]. It may occur in a nulliparous woman
(primary tokophobia) or be secondary to previous traumatic deliveries or other traumatic
events. It can also occur in the context of a depressive illness or PTSD. The prevalence of
severe fear is reported as 5.5% and is associated with subsequent elective Caesarean
delivery. In addition to arising from traumatic delivery, tokophobia may occur in response
to previous traumatic gynecological examination or a history of sexual abuse or assault.
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Women with a history of sexual abuse are less likely to have an uncomplicated vaginal
delivery at term.

Obsessive compulsive disorder

OCD may occur for the first time during pregnancy. Up to a third of parous women with
OCD reported their first onset as having occurred during pregnancy. Around half of those
with pre-existing OCD find their symptoms worsen but about a quarter report improve-
ment. However, those with improvement remain liable to relapse after delivery or following
a miscarriage. Obsessions commonly found in pregnancy relate to fears of fetal contamina-
tion with associated cleaning and washing compulsions. Obsessions relating to symmetry
and ordering are also found, and checking is a common compulsion during pregnancy.
Some women experience aggressive intrusive thoughts or images, which may relate to self-
harm, harming the fetus or harming the infant after delivery. Such thoughts are less likely to
be disclosed to health professionals. Ego dystonic intrusive thoughts require careful
assessment in order to distinguish these from thoughts of actually harming the fetus [14].

Panic disorder

There is conflicting evidence regarding the impact pregnancy has on the course of illness in
women with pre-existing panic disorder [14]. It may or may not be complicated by
agoraphobia. Studies suggest that around a quarter of women notice no change in their
level of symptomatology, just under a half experience improvement and a third become
worse. There is some suggestion that those with mild symptoms show improvements while
women with a more severe disorder are more likely to experience deterioration in their
panic symptoms. Even if symptoms improve during pregnancy, they may recur post-
partum particularly if prophylactic medication is discontinued and not recommenced.
Like OCD, panic disorder may also occur for the first time during pregnancy.

Studies have reported contradictory findings when examining whether or not anxiety
disorders during pregnancy predict poor outcomes. For example, some have reported
lower APGAR scores in the infants, increased risks of pregnancy loss and complications
while others have contradicted these findings. A meta-analysis conducted by Littleton et al
[16] found no significant associations between anxiety symptoms during pregnancy and
several perinatal outcomes (length of labor, birth weight, use of analgesia during labor,
gestational age and five-minute APGAR score).

Eating disorders

The majority of women with eating disorders (ED) are of childbearing age. Fertility
problems have been linked with ED and the fertility rate of women with ED is lower than
that of the general population (particularly in women with anorexia nervosa). However,
those who have recovered from anorexia, women with bulimia and those with partial
syndromes or subsyndromal disrupted eating and extreme concerns about bodyweight do
become pregnant. Estimates of the prevalence of disordered eating in pregnant populations
range from a probable 2–3% having a clinical disorder and up to 11% with subsyndromal
symptoms. Eating disorders have significant implications for the pregnancy and fetus but
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women with ED may be particularly reluctant to disclose their symptoms to maternity staff
perhaps because they fear pressure to put on weight or are ashamed of their behaviour [17].

Several studies report that ED symptoms in women with both bulimia and restrictive
anorexia improve during pregnancy although they may return to preconception levels of
symptomatology again after delivery. Others find symptoms increase with concerns regard-
ing changes in body shape and weight and there may then be a consequent increase in
laxative abuse and/or vomiting. Several studies report an increased prevalence of hyperem-
esis in women with ED but it is unknown whether this is a true increase or reflects bulimic
symptoms [17].

Whether the ED is treated or not may make a difference and it has been reported .that
women with bulimia nervosa who had recently received treatment for their ED were less
symptomatic in relation to childbirth and in the year after than those women who had not
had a child. However, several studies report that women with ED are at increased risk of
having a postnatal depressive episode.

Women with anorexia nervosa or bulimia nervosa who are symptomatic during preg-
nancy are at risk of poorer outcomes including [17]:

• Miscarriage

• Termination of pregnancy

• Hyperemesis

• Poor weight gain

• Gestational diabetes

• Preterm delivery

• LBW infants

• SGA infant

• Infants with microcephaly

• Operative delivery.

Possible mechanisms for these findings include: weight-controlling behavior by restricting
intake or excessive exercise, vomiting, using diuretics or laxatives. Such activities may lead
to compromised flow of nutrients via the placenta. The use of laxatives and diuretics can
lead to metabolic disturbances and may also exert a teratogenic effect. Under-nourishment
can impair the immune system which could lead to an increased risk of maternal infection
with adverse consequences for the fetus.

As women with ED may not readily disclose their problems, the following should alert
clinicians to the possible presence of an ED:

• A body mass index of 19 or less at antenatal booking

• A past history of an ED

• Hyperemesis gravidarum

• Lack of weight gain over two consecutive visits in the second trimester
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• The presence of hypotension, bradycardia, cold intolerance, carotinemia, dry skin,
lanugo or brittle hair (features which may be present in anorexia)

• Self-induced vomiting can cause:
• Oral mucosal damage
• Dental erosions
• Russell’s sign: calluses or abrasions on the knuckles
• Parotid gland enlargement
• Laxative or diuretic abuse may cause abdominal pain and diarrhoea.

Questions such as ‘Are you satisfied with your eating pattern?’ and ‘Do you eat in secret?’
have been found to distinguish bulimics from normal eaters in primary care settings and
may be a useful approach at antenatal booking. With a positive response or if an ED is
suspected there should be a sensitive but systematic enquiry about purging, self-induced
vomiting, the use and frequency of use of laxatives, diuretics and diet pills. Obstetric review
will need to be more frequent and maternity staff need to be aware of the lengths women
with ED may go to in order to conceal their true weight when being weighed. Even if there
has been improvement in pregnancy, the risk of return to pre-pregnant eating patterns and
behavior and the increased risk of depression after delivery must be communicated to the
professionals who will be supporting mother and infant post-partum.

Personality disorder

Personality disorder affects 4–12% of the European adult population and yet there is
relatively little written in the scientific literature regarding the impact of pregnancy on
personality disorder compared with that relating to Axis I disorders. However, the pro-
blems that people with personality disorder have lead to reduced ability to function in daily
life and subjective distress. They are also more vulnerable to interpersonal and marital
problems and more likely to suffer from Axis I psychiatric disorders than the general
population so it is very likely that they will have an increased vulnerability to stressful life
events such as pregnancy and childbirth.

Pregnancy may be particularly difficult if there have been problems in adapting to
previous life changes or if the response to stress is to adopt immature coping strategies
and defense mechanisms. There may also be conflicts and problems in relation to mother-
hood, for example in relation to the woman’s own experience of mothering. Women
diagnosed with borderline personality disorder are more likely than the general population
to have unplanned pregnancies and difficulties in their intimate relationships. These
interpersonal difficulties may lead to communication problems and misunderstandings
with health-care professionals. However, one recent study from Sweden found no differ-
ences in the childbirth experience between women with this diagnosis, women with other
psychiatric disorders and healthy pregnant women [18].

Concealed pregnancy

Women who conceal pregnancy are often younger and still living at home with their
mothers [19]. Concealment may occur for a variety of reasons including abuse in the
home, previous removal of a child and the desire to avoid this again, or pregnancy
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occurring outside marriage in communities where this may have serious consequences for
the woman. Concealment until delivery is estimated to occur in 1 in 2500 pregnancies. The
women are more likely to have a personality disorder or psychological difficulties than a
formal mental illness although many do not receive a psychiatric assessment. Neonaticide
has occurred following concealed pregnancy where delivery happens out of hospital and is
assisted. There may be child protection concerns in concealed pregnancy and therefore
appropriate referral should be made.

Deliberate self-harm

Deliberate self-harm in pregnancy most often takes the form of an overdose of the most
accessible medication: over-the-counter analgesics, iron or vitamins. Problems related to
pregnancy and interpersonal difficulties are the most frequently cited reasons for the
overdose. Suicidal ideation is more likely to occur in women with a history of physical or
sexual abuse [20].

Self-poisoning during pregnancy increases the risk of preterm labor, the need for
Caesarean section and blood transfusion and increases the likelihood of respiratory distress
syndrome and neonatal death [21]. This large study identified the best predictor of self-
harm as substance misuse.

Women with psychosis or severe depressive illnesses during pregnancy who are suicidal
tend to use violent methods, most frequently hanging or jumping from a height and are
hence more likely to succeed in killing themselves [2].

8.2 General guidelines

Mental health professionals caring for women with serious mental illness, particularly those
with bipolar disorder, should discuss with all female patients of childbearing potential the
risks associated with childbirth and plans to manage this risk should they become pregnant.
Primary care services should ensure that women with serious mental illness receive appro-
priate contraceptive advice.

All pregnant women should be routinely asked at the antenatal booking interview about
current and previous mental health problems. This should include their use of prescribed and
non-prescribed medicine, herbal, homeopathic and over-the-counter remedies and legal and
illegal substances including tobacco and alcohol. The nature and severity of these problems
should be established. The family history of psychiatric disorder should also be enquired about.

If the woman has not been referred to maternity care by the primary care team,
maternity services should check with the woman’s primary care physician for further
information. Midwives should routinely inform the primary care physician that their
patient is pregnant and ask for any health or relevant social information.

If primary care physicians are referring to maternity care they should communicate not
only with obstetricians, but also with midwives, the details of their patient’s previous
psychiatric history including that of alcohol and drug misuse.

All pregnant women who have a current serious mental illness or are at identified risk of
serious postnatal mental illness should be assessed by a psychiatric team, preferably a
specialist perinatal psychiatry service. Each woman should have a clear management plan
which is communicated to all involved in her care (maternity and psychiatric services) and
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is contained in all versions of her records (computerized, paper and hand-held) with details
of who to contact if there is a crisis. The plan should include a system of close multi-
disciplinary supervision throughout pregnancy, and following birth if she is at risk of
postnatal recurrence. Support may be required in ensuring that appointments are attended.
If there are child protection concerns, social services must be informed and involved.

Midwives should check on the continuing mental health of all their clients at least twice
during pregnancy and following delivery in order to detect new onset disorders which arise
after the booking interview. Mental health professionals should liaise with maternity
services about any of their patients who become pregnant and ensure that both midwives
and obstetricians are aware of the current and planned treatment.

It is also important not to attribute all a pregnant woman’s symptoms to her mental
disorder if she has a psychiatric diagnosis. Clinicians need to remain alert regarding the
possibility of serious physical illness in pregnant women and recognize when tachycardia
and breathlessness are not attributable to anxiety and a lack of response may not be due to
depression but an acute severe physical illness. Failure to do this and directing the patient to
a psychiatric facility rather than a general hospital has led to maternal deaths [2].

8.3 Conclusions

Pregnancy can be a difficult and very risky time for many women with mental disorders and
those at risk of onset of a mental disorder. A woman’s mental state, associated behaviors or
treatment may confer significant risk to her infant. It is therefore crucial that management
is proactive and involves all the relevant disciplines with good communication between all
parties.
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9
When something goes wrong
with the fetus: rights, wrongs
and consequences

Julio Arboleda-Flórez
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9.1 Reproduction and threats to the unborn

The consequences when something goes wrong with the fetus may be immediate, either
because of miscarriage and therapeutic abortion or by destruction at birth. If viable and
allowed to live, the consequences for the disabled adult are massive in terms of indepen-
dence, self-determination and personal autonomy. Often, defective fetuses are not viable
within the womb and exit the maternal body at an early age in the pregnancy via
miscarriages. Genetic abnormalities and organ malformations account for the majority of
these cases. External substances ingested by the mother, especially alcohol, cocaine or plain
nicotine with or without criminal intent, cause damage in the organs of the fetus and may
lead to malformations incompatible with life in utero. Blunt trauma, in modern times most
commonly caused by traffic accidents, may lead to stillbirths after an indeterminate time
following death of the fetus in the womb.

The legalization of abortion on demand before quickening or viability, which occurs
about week 23 (see below) has had a salutary effect on the health of the expectant woman,
who in the past suffered major infections and risked permanent infertility and death while
seeking an illegal abortion. The debate over abortion now is more theoretical in regard to
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whether the fetus has any rights, or political between those opposed to abortion (pro-lifers)
and those who favoured it (pro-choice).

Severely handicapped newborns were usually actively destroyed at the moment of birth
or, in modern time with the custom of giving birth in hospital, they are selectively chosen
for non-treatment and allowed to die in the neonatal intensive care units [2]. Aristotle
asked for a law that no deformed child should be allowed to live [3]. Infanticide is an old
practice and has been known in any culture and at all times since recorded history. It has
also been the subject of famous literary works from Euripides’ Medea to Chaucer’s The
Canterbury Tales, Goethe’s Faust, Swift’s A Modest Proposal and Dickens’ Oliver Twist.
While economic resources in the community or religious ideas would have ended up in the
destruction (infanticide) of healthy children, the deformed were mostly the ones targeted
for active and openly encouraged destruction, usually with much social approval. This was
a rational practice devoid of any feelings or sentiments. As infanticide became a punishable
offence, during the Middle Ages ‘abandonment’ became the common practice to deal with
unwanted and deformed babies. Religious superstitions were also a factor in the active
killing or abandonment of a defective newborn. Physically deformed or mentally retarded
children were considered ‘changelings’ – supernatural substitutes or ‘demon-children’ who
had substituted the ‘real’ ones.

The birth of a deformed child may give rise to tort legal actions known as ‘wrongful
births’ if brought up by the parents, and ‘wrongful life’ cases if originating in the deformed
infant. In the former, the parents sue the defendant physicians for negligence in the care of
the pregnant mother, or negligent care of the fetus in utero. Some claims of this nature are
‘wrongful pregnancies’ when the woman alleges negligence on the part of the practitioner as
contributory to an unwanted pregnancy when she had followed contraceptive advice or
undertaken procedures to avoid pregnancies and became pregnant nonetheless. ‘Wrongful
life’ cases are brought in by the infant, alleging that he would have not been born and suffer
a life of problems, but for the negligence of the practitioner.

Infanticide and selective non-treatment of defective infants as well as ‘wrongful birth’
and ‘wrongful life’ cases should decline with the advent of improved technologies to
visualize the fetus and proceed to termination of the pregnancy or to decide for intrauterine
surgical interventions. In this respect, technology has eliminated the element of surprise to
realize at birth that the baby is deformed. Genetic manipulation and screening may also
help in preventing genetically transmissible defects in the fetus [4].

In vitro fertilization and other new reproductive technologies have brought hopes to
unfertile couples, but have also opened up a Pandora’s box of ethical concerns. For the first
time in the history of Homo sapiens the three components of parenthood – the genetic, the
gestational and the nurturant – can now be separated. Ovum or sperm donation, rent-a-
womb schemes or embryo adoptions have become a common occurrence. In the brouhaha
of technological success the voices that have not been heard are those of the children, many
of whom having been cut off from their genetic heritage.

Furthermore, as humankind becomes more knowledgeable of the mechanics of life,
cloning and the use of embryos and of physically deformed fetuses as farms for organs have
become a reality [5]. More specifically, the search for anencephalic infants has increased.
These fetuses with no hopes of living are purposefully brought to birth solely for purposes
of harvesting their organs. Worse, as the present determination of death depends on the
activity of the brain stem ceasing, at which time organs may have already started to
deteriorate because of hypoxia, claims to change death time are being advanced so as to
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be able to harvest organs in better conditions for transplantation. Whether the anencepha-
lic baby has a soul, has any legal rights to personhood or is just an integrated living organ
farm is not the concern of the clinicians. His low level of neural integration leads to the
fiction that he is not alive, but if he is not alive, how could he be declared dead in order to
take his organs and parcel them out? Anencephalic babies are nothing else than passive
carriers of organs for harvesting; sadly, a ‘being’ not alive, but not dead, the perfect zombie!

9.2 The rights of the fetus and of the newborn

Whether the unborn have any rights is a debatable proposition. Most philosophies of
natural rights would hold that a fetus has rights and legal personhood when it becomes
sentient or self-aware, thus defining personhood on a neurophysiological basis requiring
substantial neocortical development which is achieved about week 23 (coinciding with
‘quickening’ – see below). Religious traditions that hold the presence of a non-physical soul
as the basis of personhood differ about the time when ensoulment takes place, that is, the
moment in which the soul is created or implanted in the fetus. Some hold that this happens
at the very moment of conception; others believe at the moment of implantation of the
fertilized egg in the uterus; others think it is at quickening; and finally, for others, it happens
only at the moment of birth (post-fetal). The presence or absence of a soul permeates the
debate about moral justifications of abortion or whether it should be considered murder or
infanticide.

The rights of the unborn and of the newborn encompass more than just a right to life;
they also include rights to a maximization of possibilities for comfort and security so as to
make sure of optimum emotional, intellectual and physical development in utero and over
the first year of life. A right to personal security consists in a person’s legal and unin-
terrupted enjoyment of his life, his limbs, his body, his health and his reputation. Yet,
whether the unborn have any rights clearly spelled out in law may be a moot question
because in practice those rights have been upheld on multiple occasions and in many
cultures. For example, the murder of a pregnant woman is usually followed by a charge of
double homicide, the woman and the fetus that she is carrying. A situation of double
homicide charges is contemplated in the Unborn Victims of Violence Act in the United States
(2004), a law passed after the murder of a pregnant woman (Lacy Peterson) at the hands of
her husband. And many women are criminally prosecuted or arrested under child protec-
tion statutes for allegedly endangering the life of the fetus especially by the use of alcohol or
illicit drugs. Drug addicts have also been accused of supplying drugs to a minor through
unintentional transfer of the drugs via the umbilical cord.

Blackstone, while considering life as an immediate gift of God (of nature, for those who
may be atheists) explains that it is a right inherent by nature in every individual so that as
per contemplation of the laws it begins as an infant is able to stir in the mother’s womb
(quickening). He further explains that if a woman is quick with child and by potion or
otherwise kills it in her womb, or if somebody beats her and the child dies in her body and
she is delivered of a dead child, by ancient law it is homicide or manslaughter. However,
‘quickening’ meaning to reach the stage of pregnancy at which the child shows life (‘quick’
meaning to be ‘alive’) when the mother feels its movement inside the womb, which happens
about week 20, has not been the only standard for legal purposes about unlawful behaviour
against an unborn child. ‘Formation’, or the point at which the fetus takes on a human
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shape (much earlier than quickening), has been used for millennia as a rule to consider that
the fetus is alive. The Old Testament is specific in stating that killing the fetus is akin to
taking a life if it was already perfectly formed. ‘Viability’ is another standard that has been
used to determine that human life has legally begun; it refers to the point when the fetus is
potentially able to live outside the womb, even if artificial aid is required. Viability is usually
considered to happen at 28 weeks (seven months), but may be as early as 24 weeks.

The concept that life begins at the moment of conception, that is, the very moment the
sperm penetrates a mature egg, is enshrined in the American Convention on Human Rights
that was approved by all Latin American states in 1969. Many other states, however,
consider that life begins at the moment of birth when the infant takes in its first breath.
Iranian law stipulates that anyone who brings about a miscarriage must pay in compensa-
tion a monetary fine commensurate with the stage of development and sex of the fetus.
Some other countries have entered fetal rights in their constitutions. The Eighth
Amendment of the Constitution of Ireland was passed by popular referendum in 1983
and it recognizes ‘the right to life of the unborn’. In 1993 the Federal Constitutional Court
of Germany held that the constitution guaranteed the right to life from conception, but
allowed some exception to abortion in the first trimester. On the other hand, in Canada, the
fetus is a human being only when it has completely proceeded, in a living state, from the
body of its mother, whether or not it has completely breathed, it has an independent
circulation or the navel string is severed. Fetal rights that also convey on the fetus the power
of legal personhood are the major arguments for those who oppose legal abortions (pro-life
groups), whereas those who oppose fetal rights (pro-choice groups) do so because they feel
it is a slippery slope strategy to restricting abortions. In the Catholic Church it is a matter of
dogma that ensoulment happens at conception and emphasizes the dignity and humanity
of embryos in its encyclical Dignitas Personae [6].

But a fetus does not only have a right to life and security. In ventre sa mere: a fetus is
supposed in law to be born for many purposes such as having rights to a legacy, or to an
estate; it may have assigned guardians, to have estates for their limited use – all as if it had
actually been born assigned – qui in utero sunt, in jure civili intelliguntur in rerum natura
esse, cum de eorum commodo agatur – ‘those who are in the womb, are considered by civil
law to be in the nature of things, as they are capable of being benefited’.

Thus, although it may not be until quickening or any of the other standards that a fetus
acquires rights as a person, the law is clear in that although the fetus may not be considered
a person, hence being no better than an object before movements are discernible, tampering
with it for criminal purposes at any stage is a crime.

In modern times the human rights of the fetus and the newborn have been recognized in
a number of declarations and covenants. In English Common Law the unborn have similar
and all the rights of the born, and these rights have been enshrined in constitutions in many
countries. In the United States, the unborn have all the rights of the born as stipulated in the
Ninth Amendment and all the rights in the Bill of Rights apply equally to both groups.
These rights were contemplated in US anti-abortion laws, but were abrogated by the
decision on Roe v. Wade (410 U.S. 112, 1973) that became constitutional law for the
whole country. Roe v. Wade was a landmark and very controversial case in regard to both
the rights of the unborn and a right to abortion on demand. The unborn were protected
after ‘viability’ – when the mother loses dominion of her body in favor of the protection of
the unborn. After viability, abortion could only legally be acceptable if it was required for
the protection of the life of the mother. However, before viability, Roe v. Wade also
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legitimized abortion on demand as a fundamental right on the basis that a woman owns her
body and has the right to privacy, construed broadly enough as to encompass her decision
to terminate her pregnancy.

Whether dominion over her body is absolute at any time including while pregnant, or
while pregnant dominion is curbed by a share dominion with the fetus, may be at the basis
of the case of a woman addicted to glue-sniffing in Canada. The judge ordered that she be
confined to a drug treatment center until the birth of her child. She had been sniffing
solvents for over eight years and two of her children had already been born with neurolo-
gical damage because of her addiction. She herself was very sick with neurological compli-
cations from the solvents. The judge’s decision, while broadly approved by the Canadian
public, unleashed a national controversy between those opining on the rights of the fetus to
life and security and those who thought the woman had absolute dominion over her body
and liberty to pursue her addiction as she pleased regardless of the needs, and rights, of her
unborn child. The poignant question for all was – for a country that permits abortion on
demand, how could a judge curtail the freedom of a woman to carry her fetus to term even
if she was exposing it to serious harm? Which one of the two should be the social
imperative: the rights of the fetus or the freedom of the mother [7]?

9.3 Parental reactions

Parents, especially expectant mothers, are routinely advised to avoid ingesting any sub-
stances that may conceivably harm the fetus including alcohol, smoking, street drugs or
even medications known to be teratogenic, and to avoid exposure to radiation by X-rays or
gamma rays. Some women, especially those suffering from addictions, may not pay
attention to these entreaties and play Russian roulette with the wholesomeness of the
offspring; they carry on regardless of consequences. However, despite all possible protec-
tions and medical care, it does happen that a fetus is deformed for many other reasons than
the mother’s wantonness. Under these circumstances parental reactions, some of them
maladaptive, are to be expected, depending on the emotional investment and even attach-
ment that has already developed with the future child. For those couples who were counting
on a happy event, especially when there have been problems in conceiving, the news that
something is wrong with the fetus could be devastating. The shock and disbelief and the
need to make quick decisions may overwhelm them. To resign herself to proceed to an
abortion is always a difficult decision for a woman and therapeutic abortions are not
entirely without risks to health. These risks may be physical and immediate such as
hemorrhage, infections and perforations, or delayed, such as effects on later pregnancies
because of injuries to the cervix, scarring of the fallopian tubes, missed abortions when the
fetus was not lodged in the uterus but in the tubes, breast cancer and even deaths especially
in late abortions. Risks can also be emotional because even when an abortion is wanted and
the procedure provides an immediate feeling of relief, women may experience sadness,
guilt, depression and suicidal ideation, which some may try to cope with via drinking and
abusing drugs. Such emotional after-effects may also affect relationships as some women
may blame the partner, avoid future relationships or may develop sexual dysfunction.

If the couple decides to proceed with the gestation and the newborn child is seriously
handicapped, it is possible that the decision to proceed overlooked future encumbrances,
deprivations and sacrifices. While some parents may rally to the cause and accept the child
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and its deformities or handicaps as the will of God, pray for fortitude, praise the joys that
they obtain otherwise and obtain a sense of moral fulfillment, others will feel unjustifiably
punished and undeserving of their lot, will feel depressed, resenting the constant worry, the
medical arrangements and the financial costs that may spell ruin for the family. Many
others resort to alcohol and often blame each other for the misfortune or blame the
deformed child as the seed of the marital discord. Mutual recriminations not infrequently
eventually lead to separation or divorce and, practically inevitably, to the emotional and
physical abuse of the child.

9.4 The fate of persons with developmental disabilities

The management of persons with developmental disabilities that often result from genetic
defects, from noxious elements internal to the maternal body or from external environ-
mental threats have, for centuries, posed a challenge to social beliefs and political systems.
These persons have either being accepted and protected, or rejected and destroyed. The
Spartans would throw their defective children down Mt Taygetus rock as, by law in both
Sparta and Rome, infants with deformities were not permitted to live. In the Middle Ages,
deformed infants were considered to be ‘monsters occasioned by the craft and subtlety of
the devil’ [8] in sexual union with a woman, and put to death. To the contrary, Talmudic
law recognized the shoteh (those with mental retardation and mental illness) had a limited
mental capacity and exonerated them, the deaf and minors from wrongdoing. Zoroaster
and Confucius as well as Jewish, Muslim and Christian traditions considered mentally
retarded persons as innocent and in need of care and protection. In modern times in less
developed economies and rural communities, the defective usually finds a niche in the
market structure and contributes to the productivity of the group.

Unfortunately, in more advanced economies, there is no room in the labor market for
the defective so the alternative is warehousing in institutions, which while affording some
protection from society are usually overcrowded, underfunded and understaffed and where
inmates are not uncommonly subjected to abuse. Some of those institutions have become
legendary because of their lack of human decency such as Willowbrook State School in New
York City Staten Island, which at one time housed up to 5400 inmates and which, along
with Vineland Training School, became preferred institutions for unethical research prac-
tices. Institutions also became favourite places for involuntary sterilization practices at the
order of the superintendent who had legally been permitted to act accordingly on inmates
afflicted with hereditary forms of recurrent insanity, idiocy, imbecility, feeble-mindedness
and epilepsy (Buck v. Bell, 274 U.S. 200, 1927). These practices had been encouraged by the
eugenics movement first described by Sir Francis Galton in 1883. Together with social
Darwinism, natural selection ideas and survival of the fittest, the eugenic movement strived
for the preservation and propagation of only those considered in perfect shape intellec-
tually, physically and emotionally. Those not fitting this selection process were extermi-
nated, warehoused or sterilized.

The practice of sterilization started at the beginning of the 1900s and, by 1913, 12 states
had enacted them and similar laws were approved in Denmark, Norway, Sweden, Finland,
Canada, etc. At the Michener Centre in Alberta, Canada, sterilizations were still carried out
by statute until 1972. These laws were the forerunners of the Nazis Sterilization Act or ‘Law
for the Prevention of Genetically Diseased Descendants’ proclaimed on 14 July 1933.
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A large list of conditions, including alcoholism and mental illness, were included as ‘genetic
illnesses’ whose sufferers were considered apt for sterilization, ‘even against the will of the
person’ as contemplated in Paragraph 12 of the Act. It is calculated that between 1933 and
1939, 375 000 persons had been sterilized, about 39% involuntarily. The leap from mass
sterilization to involuntary euthanasia did not take long afterwards. Already in 1920, Hoche
and Binding, a psychiatrist and a lawyer respectively, promoted the idea in their book
Permitting the Destruction of Unworthy Life, alleging that it could reasonably be applied to
terminal patients, idiots, the mentally ill and those rendered unconscious from injuries. The
practice was carried out via injections of morphine, asphyxiation or gassing. It was
estimated that about 100 000 persons residing in asylums, mostly mentally ill and mentally
handicapped and disabled children, suffered this fate. Eugenic beliefs in the first part of the
twentieth century led many to fear the deformed as they were deemed dangerous and
carriers of poor genetic material. Thus Spartan extermination laws have a modern equiva-
lent in the eugenic movements and in Nazi practices in the twentieth century.

Superintendents and boards of directors used to run their institutions as their own
fiefdoms where they were the law and inmates had no rights and no protections. Neither
there was any concern from the outside as persons were sent to institutions and forgotten;
treatment and rehabilitation were not expected. It was only during the decade of the 1960s
that a movement to normalization began and the mentally retarded and the mentally ill
started leaving the institutions. In the United States, the Mental Retardation and
Developmental Disability Act of 1964 accomplished this for the mentally retarded in the
same way as the deinstitutionalization movement did it for the mentally ill.

Later in life, developmentally disabled persons face limitations in their participation in
and understanding of social interactions and functions. After World War II much concern
has developed in the Western world about protecting disadvantaged and vulnerable
populations. The atrocities committed during the Nazi regime (1933–45) in Germany,
with the wholesale destruction of minorities and vulnerable groups of individuals as
referred to above, sensitized the public to the need for protection of these populations.
The lessons learned at Nuremberg (1945–49), that minorities and vulnerable populations
were in need of special protection, have resulted in a myriad of regulations, covenants and
declarations purportedly drafted to create special protection for and to ban discrimination
against these populations.

Unfortunately, none of these instruments seem enough to counter systemic practices of
abuse in institutions, a lack of vigilance of monitoring systems and ignorance of ethical
best-practices. Thus, several landmark cases have been used as precedents. In the United
States Wyatt v. Stickney (325 F. Supp. 781, M.D. Ala 1971 and 344 F. Supp 373, 1972)
determined that persons in institutions had a constitutional right to treatment in properly
staffed and equipped institutions. In Jackson v. Indiana (406 U.S. 715, 1972) the Supreme
Court ruled on a lifetime confinement of a mentally retarded person who had been
convicted on a minor charge, but was confined to an institution until deemed ‘sane’. The
court found it an unconstitutional denial of due process which, the court reasoned, requires
that the nature and duration of commitment bear some reasonable relation to the purpose
for which the person is committed. In O’Connor v. Donaldson (422 U.S.563, 1975), the
court found that a state cannot constitutionally confine, without motive, a non-dangerous
individual who is capable of surviving safely in freedom by himself or with the help of a
willing and responsible family member. In Wyatt v. Stickney (see above), the court also
ruled that a least-restrictive environment should be sought for persons with disabilities,
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recommending the closure of institutions and residents be placed in the community.
Finally, in 1992, the Americans with Disabilities Act prohibited any discrimination in
employment against persons with disabilities and required reasonable accommodation to
their special needs to meet legitimate job criteria.

In Canada, Section 15 of the Charter of Rights and Freedoms [9] affirms the equality of
every individual under the law and the right to equal protections ‘without discrimination
based on race, national or ethnic origin, colour religion, sex, age or mental or physical
disability’. The dispositions of the Charter were applied in Re Eve (31 D.L.R. 4th 1 S.C.C.
1986). In this case the parents sought leave to conduct a non-therapeutic sterilization for
contraceptive purposes on their disabled daughter on the basis that she could not properly
take care of any offspring, given her disabilities. The court, however, ruled that parens
patriae powers do not extend to competent persons capable of making their own treatment
decisions as was the case at hand. Re Eve affirmed the rights and entitlements of devel-
opmentally disabled persons in Canada.

The European Union, where it is estimated that there are 37 million disabled persons,
protects the rights of the disabled as citizens with equal rights entitled to dignity, equal
treatment, independent living and full participation in society. The European Community
signed the United Nations Convention on the Rights of Persons with Disabilities [10] as a legal
entity. The UN Convention covers the civil, political, economic, social and cultural rights of
people with disabilities. Specifically Article 25 of the Convention states that people with
disabilities should enjoy the highest attainable standard of health without discrimination
and access to health and health-related rehabilitation should be gender-sensitive.

Many ethical dilemmas arise in the management of disabled persons, most because of
dependency needs that should be put together with the need to foster some semblance of
independence and self-reliance. Furthermore, the constant demands for supervision for
even the most basic aspects of life and activities of daily living may create feelings of despair
and futility, anger and resentment among caregivers. Conflicts can also arise when the
caregiver assumes the functions of substitute decision-maker. Another set of ethical issues
has also developed with the use of genetic counselling that may impinge on reproductive
decisions in families affected by ongoing genetic conditions [11].

Implied in the concept of morality and responsibility is the notion that individuals have
a basic freedom, or autonomy, to act. Kant expressed the thought that every rational being
exists as an end in himself and not merely as a means for arbitrary use by anybody else; a
human is an autonomous being. Further, Kant mentioned that persons are not objects and
each one has a right to self-determination. There are occasions in medicine, however, when
it is not possible to respect these two principles or to respect Mill’s injunctions against the
use of coercion with the caveat that they apply only for as long as persons are in the maturity
of their faculties. Developmental disabilities frequently occur in association with lack of
maturity that leads to dependency. The existence of these conditions, then, requires a
careful balancing of priorities: protection of the individual for his own good (beneficence)
and preservation of his rights and freedoms (autonomy and self-determination). It is
proposed that such a balance should flow from a thorough and conscientious assessment
of the level of disability so that the less the disability the less the beneficence and the more
autonomy and self-determination, and vice versa.

Legal status, obligations and rights are conceded only to humans, not to objects or to
animals, although in the case of animals some negative rights prohibiting humans from
abusing them are in force in many countries. Legal status and rights enjoyed by persons are
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related to their being endowed with teleological, moral and legal personhood. The Christian
view that all human beings are in possession of an immortal soul – no matter how perverted
the person, or for that matter, how intellectually deficient – provides a shield, or natural right,
to be cared for, protected and respected. In Judeo-Christian morality, humans are made in
imago Dei, in the image of God, hence the sanctity of life and an inherent right to life. Many
with no religious affiliations may not wish to endorse these points of view; there are other
ways, though, in which to recognize the rights of the disabled.

Kant proposes respect for autonomous rational choice, but it has been noted already
that intellectually handicapped persons lack capacity to make autonomous and indepen-
dent choices. Other commentators have proposed a social contract of rights, but social
contracts being specific to a moment in history punctuated by socio-political movements
would leave the disabled utterly at the mercy of the latest ideologies where they might not
fit. Perhaps incompetent persons retain some conditions of personhood even if they cannot
retain all the legal rights. The important consideration is that disabled persons are in need
of protection, whether they are in an institution or in the community. Incidents of sexual
and physical abuse of the disabled in institutions are quite well known and documented,
but the community is no better at protections, as is exemplified by the fictional case of
Stinking Lizaveta in Dostoevsky’s The Brothers Karamazov. In this work of the Russian
master, a mentally retarded and disabled ‘idiot’ (Lizaveta) grew and was accepted by her
small community with respect for her disabilities and as a member in need of protection.
However, the social fabric of the community was rent when a drunkard confessed that he
had sexually abused and beaten poor Lizaveta.

Genetic privacy is a basic requisite of genetic counselling and is based on the absolute
expectation of confidentiality and a right to privacy for those under counselling.
Revelations of genetic limitations may lead to social stigma and discrimination of parents
and offspring alike. Alas, massive data banks threaten to invade this privacy so that genetic
counselling information may be used to screen for jobs, to determine suitability for a
particular task, to be accepted in a marital relationship and many other illegal uses that put
the potentially disabled fetus at further risk.

9.5 Conclusions

When something is wrong with the fetus, the problem is not just for the fetus and its
parents, but it confronts the whole value structure of society. As it is at present, debate still
rages on whether the fetus has any right and legal personhood, whether it can be discarded
at the whim of the mother or denied a uterine environment free of traumas of any kind.

New technologies that allow for visualization of the fetus have taken away in most
occasions the surprise factor of having a deformed baby; the finding usually leads to
abortion, which in many countries is only a decision for the mother to take.
Handicapped newborns have been destroyed in many ways and, lately, they may be
selectively non-treated in neonatal intensive care units. Worldwide and throughout history
there has been a continuum of misfortunes not only for the developmentally disabled, but
also for their parents and families. Despite strong religious traditions for their charitable
acceptance, most societies still struggle for reasonable accommodations with their disabled
populations, even though in many countries they have a right in se to their existence and
participation in society.
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10.1 Medical high-risk pregnancies: definition

All pregnancies should be evaluated early on in three ways – medically, psychologically and
socially – to identify risk factors that are present or conceivable. In fact, medical low-risk
pregnancy is now recognized as a period of metamorphosis that simultaneously increases
both creativity and biological, psychological and social vulnerability [1]. In this connection,
the mother, spouse and the entire family are priority targets for a reasonable primary and
secondary prevention policy for problems of parenting, of early parent/fetus/baby relations
and of the child’s development.

In pregnancies deemed to be medical high-risk, the mother, the fetus or the newborn will be
subject to an increased risk of morbidity or mortality before or after the delivery. There are
many potential factors (Table 10.1): inadequate prenatal care, past obstetric history,
previous illness of the mother, illness caused by the pregnancy, multiple pregnancy, mother
too old or too young, and more. All increase the vulnerability inherent in the pregnancy and
justify tailored, consistent, multi-disciplinary support.
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In this chapter the psychological aspects of two paradigmatic situations will be devel-
oped: multiple pregnancies and pregnancies with HIV infection.

10.2 Psychological aspects of multiple pregnancies

Since the middle of the 1970s the rate of multiple deliveries has risen sharply in France, as in
most Western countries. The arrival of multiple children in a family involves a material,
social and psychological upheaval for the parents, bringing on what some call ‘the stress of
multiple births’ [2].

The course of a multiple pregnancy

A multiple pregnancy is discovered during a diagnostic ultrasound. The imaginary child is
usually dreamt of as a single child, and seeing many on the screen can prove very disturbing
for the future mother. Mothers speak of a ‘shock’, something really staggering. Psychological
counseling could be offered at that point [3].

The announcement of a twin pregnancy is not necessarily better accepted when it can be
foreseen, as following infertility treatment where it is referred to from the very beginning.

Table 10.1 Antepartum pathologies

Pathologies throughout the pregnancy

Pathologies of the amniotic fluid

Placentary pathologies

Gynecological pathologies

Medical interruption of pregnancy

Fetal pathologies

Twinning (multiple pregnancies)

Pregnancy-induced hypertension

Cardiac pathologies

Diabetes

Hematology

Infectious pathologies that do not affect the fetus

Infectious pathologies that affect the fetus

Neurological pathologies

Muscular pathologies

Respiratory pathologies

Renal pathologies

Digestive, hepatic and vomiting pathologies

Varicose, phlebitis, embolisms

Autoimmune pathologies

Mental problems that complicate pregnancy, delivery and puerperium

Psychological problems

Social problems
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On the other hand, some women who in principle had no reason to have twins can accept
the news without anxiety, as being part of the natural order of things.

All pregnancies are accompanied by physiological changes that are generally accentuated
in the case of a multiple pregnancy. The future mother must accept the major deformation
of her body. Some bear it proudly, but others find it difficult. There are also some mental
changes, and the fantasy of intrusion can be especially strong, to the point of giving the
woman the feeling she is endangering her own integrity and unity [4]. A woman said,

Pregnancy with twins was strange. I had the impression with the older one, when he was
in my womb, that we were doing things together, and I talked to him all the time. When I
was pregnant with the two, I had problems dividing myself up. I had nothing to tell them
apart from not to be born too quickly. In fact, I didn’t imagine myself with twins. And I
didn’t feel well in myself. I was too big, too heavy. It wasn’t really me any longer.

Sometimes embryo reduction is proposed. The decision to eliminate embryos following a
course of fertility treatment is somewhat paradoxical. All the studies emphasize the
difficulty of this decision and the key role played by the medical teams in helping the
couples that are faced with it [5].

Women who have had recourse to fertility treatment have had to face a painful life of
sterility. The pregnancy that eventually ensues may be marked by fear of failure and anxiety
of losing the babies [6]. In point of fact, the threat of a premature delivery and the medical
risks for the mother are more common among multiple pregnancies. The fear of giving
birth prematurely and the worry that one of the children is developing less well are a cause
of psychological problems during pregnancy. When bed rest is ordered it is often taken
badly and can bring on depression. Frequent hospitalization, causing separation from the
husband and the other children, can cause material complications, worries and/or anxiety.
It is rare that the future mothers are able to share their experience with other women
around them. And if depression occurs, it induces a sense of guilt. The myth that pregnancy
is always fulfilling is hard to deny without risking being considered a ‘bad mother’.

Women say they need to be better informed and better supported during pregnancy. For all
these reasons psychological support could be offered to them as standard during pregnancy.

Delivery

If a vaginal delivery takes place, a strictly medical protocol, allowing for the particular risks
related to the delivery, does not always provide for the psychological dimension of giving
birth [4]. Some mothers feel they have missed out on something for themselves, as well as in
the way in which they welcomed their babies. The delivery also has more chance of
happening through Caesarean section. The immediate consequences for the mother of a
Caesarean are longer convalescence and contact with the children made more difficult,
especially if they are hospitalized in a neonatal department [7].

Post-partum

For the mother of a single birth, the time in maternity hospital is a pause, a moment of
transition when the mother–baby relationship starts to develop; the mother of multiple
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children quickly assesses the importance of the care to be provided and the need very
quickly to find a strategy [4]. Sometimes not being able to recognize her children can
represent a narcissistic injury for the mother, a violation of her role as mother. Even if they
are well and close to their mother, the children generally weigh little and have feeding
difficulties, particularly breastfeeding, which some women find very difficult.

Hospitalization of the children

The hospitalization of twins in a neonatal department happens very frequently. Even if the
babies’ health is not alarming, being separated from them is always difficult for the mother.
The separation also complicates already highly complex bonding mechanisms. It can happen
that among the same set of babies from a multiple birth that not all of them require the same
length of hospitalization, or that one of them remains with the mother. This situation causes
organizational and time-management problems and complicates even further the bonding
process. It is important that the pediatrician pays attention to possible cathexis differences,
which if they persist may impair the development of one of the children.

During the stay in the maternity department everything must be done to encourage
mother–baby bonding, all the more so if the mother is separated from her children or from
one of them. There are some mothers who are exhausted by the pregnancy and delivery, and
who need to get back to themselves prior to having contact with the children. Support by
the care team must help each mother discover her own pace and her place as mother.

Death of a child

Pre- and postnatal mortality is much higher in multiple pregnancies. Very often one of the
children dies. The death of one of the babies during the pregnancy can lead to serious
psychological disturbances in the form of maternal depression and pathological mourning
that require psychological treatment to protect the relationship with the surviving child or
children.

A mother, one of whose twins died at 27.5 weeks of pregnancy, came for advice when the
surviving child was a month and a half old, a few weeks after the live birth. The pregnancy ran
till the thirty-third week. She said, ‘For a month and a half I had the dead baby in my womb. I
did not suffer that she died in my womb because at least she was with me. I was apprehensive
of the delivery. It was going to be a wrench. They were going to take her away from me.’ She
had a Caesarean section under general anesthetic for medical reasons. She said,

When I woke up, it was the dead baby I saw first. I saw her three times because I had not kept
on looking at her. They put a nappy on her. It was only two days later that I saw the other in
the mother-and-baby unit. In fact they looked very much like each other. I didn’t go there
earlier because after the Caesarean I had a great deal of pain and she was in the mother-and-
baby unit. In any case, I did not want to see her, I was only thinking of the other one.

When talking of the living twin she said, ‘I always see her with her sister next to her. I want
her to know that I do not deny the life of her sister. They shared the same uterus. They each
take up the same amount of space for me, I love them equally. I am into death and life, in
the two simultaneously.’
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The death of one of the children after the birth also presents the parents with a very
special mourning and the cathexis in the living twin is complicated for the mother because
she is caught up in contradictory movements [4]. The relationship with the living child can
be difficult, marked by extreme attitudes of rejection or over-protection. Often those
around believe that the presence of the living child will remove the sadness for the death
of the other. The risk of depression five years after giving birth for mothers who lost a twin
after the birth is three times higher than for mothers who gave birth to a single child. In such
situations the support offered by health professionals at the time of the death is critical. Its
purpose is to help both the loss process and the bonding process.

The role of the father

Few studies have focused on the father during the pregnancy and following a multiple
birth. Yet the father plays a key role by his presence, his help and the support that he can
provide for the mother at both the physical and psychological levels. He may have
difficulties adjusting to the new family context. Fatigue and lack of sleep are important,
just as the care to be given to the children. Fathers sometimes feel uneasy in the role of
substitute mother [4]. They sometimes keep their distance, putting extra effort into their
work. Their partners then object to their lack of involvement in the domestic jobs and
those of upbringing. On account of the profound mental changes brought on by child-
birth, it happens very frequently that marital relations deteriorate. Dialogue becomes
difficult through the lack of availability and the frustrations each one feels towards the
other [4].

Key points

Insofar as multiple births are on the increase, it is important to know what problems the
families encounter. It is essential to make health professionals aware of the psychological
implications of a multiple birth. Psychological assistance can be offered, sometimes from
pregnancy. Taking their mental suffering into account is crucial for women’s health and
might also prevent problems in the relationship with the children and their consequences
on bonding development.

10.3 Pregnancy and HIV, a public health problem

From AIDS to HIV under tritherapy

In France about 1500 women infected with HIV give birth each year. Over 60% of them come
from sub-Saharan Africa. The AIDS situation has changed greatly since the arrival of
tritherapies in 1996. On the one hand the professionals now consider AIDS as a chronic
condition, and on the other hand the viral transmission rate from mother to child is today
1%, whereas it was 20% when there was no treatment. With the death sentence of HIV lifted,
social and psychological questions followed closely behind the strictly medical issue. It is no
longer a question of providing support for the sick until death, but rather to support the life
of subjects in relatively good health whose social position has become increasingly precarious.
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The specificity of HIV: a traumatic incursion

A woman who has been infected for 15 years said,

When the doctor told me I had AIDS, it was like the end of the world. Since then I no
longer live like others, it’s even worse, I am no longer like the others. I always have that
exact moment in mind when he told me, the words he used. Since then I take tranquil-
lizers and antidepressants to avoid anxiety attacks and to manage to sleep.

In the popular imagination, despite progress in treatment, HIV remains synonymous with
death. It embodies the power of death over oneself and others. It also personifies the prohibi-
tion and danger of sexuality, so much so that some responsibility is attributed to the carrier,
who feels shame and guilt. The origin of this guilt lies in the moment of contamination through
sexual relations or taking drugs – two acts of pleasure. The links between HIV and death and
sexuality explain why the announcement of being HIV-positive is considered an apocalyptic
cataclysm that knocks mental functioning for six, hurling the subject into the abyss of break-
down. The diagnosis becomes a traumatic incursion that staggers the person now burdened
with a ‘parasite’, a sort of internal foreign body, which generates a dreadful sense of deperso-
nalization. The ego becomes disorganized and can even become split. Denial lets the subject get
away from the scary reality of death and protect himself or herself by ejecting a part of their own
ego that is deemed a bad object – because sick – to the outside, often the doctor or the
treatment, while the other, ‘healthy’ part is over-invested. This part finds again the mega-
lomaniac, carefree existence of its youth, and in this way can continue to believe in its
immortality. Beyond the trauma, HIV requires the subject to be in mourning for the ideal of
the ego – which Freud [8] conceives as a substitute for the lost narcissism of childhood – and
the associated self-esteem. The mental make-up thus tries to put in place a narcissistic
protection so that the individual does collapse. The illness, insofar as it represents a narcissistic
violation, is comparable to the loss of an object. It is the confrontation of reality with the loss of
an object, which will allow the subject to change its libidinous investments.

Pregnancy and diagnosis as HIV-positive

About one third of women infected with HIV discover the infection when serology is
offered as standard at the start of the pregnancy. What happens to the mental development
in maternity when the trauma of the announcement of being HIV-positive muddies the
waters? The woman’s psyche is now the seat of contradictory impulses, those of life and
death. We believe pregnancy is not an additional trauma, but rather a life force that for the
time being protects the future mother from collapse. With the hope of life symbolized by
pregnancy, reinforced by an ‘invisible virus’, while the viral load becomes undetectable, the
anxiety about death is anesthetized, suppressed. Thus the traumatized narcissistic stratum
and the ideal of the ego see themselves as restored by pregnancy and maternity. Time is no
longer suspended or stopped, but turned towards the future, the child to come. This is even
stronger among African women for whom having a child is a sign of social recognition and
represents a key element in female identity.

Sometimes the future mother gets to announce she is HIV-positive to the father of her
child or will ask the doctors to do so. If the partner is HIV-positive, the doubt about who
infected who will remain. If he is HIV-negative, will he abandon her? If the patient has
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children who have remained in the home country, she will live with the anxiety that they
too are infected. If in the past the couple had already been tested and found negative, the
HIV-positive reveals infidelity on the part of one of them. How will the couple reconstitute
itself? Sometimes the woman does not manage to discuss her being HIV-positive with the
father of her future child, for fear that he will leave her. Medical confidentiality prevents the
carer from letting him know.

HIV, the psychological and social stakes: our experience at Port-Royal

At the Port-Royal maternity department (Cochin Hospital, Paris), HIV-positive, preg-
nant women are treated by a multidisciplinary team. The team is made up of an
obstetrician, several internists, a midwife, a nurse, an orderly, a social worker and a
psychologist. The waiting list is about 80–90 women per year; 85% of them come from
sub-Saharan Africa.

A number of these patients live in extremely precarious circumstances, with serious
social and relational isolation, very far removed from the myth of African communal
solidarity and protection. The resulting sense of loneliness is exacerbated by the impossi-
bility of telling those around them of their infection. This secretiveness is motivated by fear
of being rejected and stigmatized. One patient said, ‘If you open your mouth people move
away and abandon you.’ These women have officially left their countries, fleeing war,
poverty and the absence of a future. However, in truth they are increasingly numerous
and one suspects that already in their home countries they were already infected with the
AIDS virus and knew that it was only by leaving the country of their birth that they could
escape a death sentence. The migration of such women has become in a way a necessary and
inevitable exile. The French health system provides them with access to tritherapy, as well as
allowing them to obtain identity papers. It also provides them with confidentiality, as
against the hospitals in West Africa.

Coming to France is synonymous with a better life and treatment; however, once
arrived, living conditions are infinitely harder that what they had imagined [9]. Often the
only contact point is the address of someone from their country, a distant cousin whom
they have never seen and who can show them the door at any time. One cannot ignore this
precarious situation when following treatment during pregnancy is an imperative. For
those who refuse or who are not very cooperative, strong denial is usually the order of the
day. French law does not permit forcing a pregnant woman to undergo treatment that is
intended to protect the fetus against her will. In legal terms the fetus is not a person, so has
no civil status or rights. It is only when the child is born that the pediatricians can inform
the state prosecutor of the mother’s refusal to give him his antiretroviral syrup.

Today every woman who is HIV-positive, if her viral load is undetectable and the
obstetric conditions are favorable, can give birth naturally. In fact half of these births take
place by Caesarean section, where programming deals mainly with mothers with a bi-
cicatricial uterus (the result of previous deliveries where Caesarean section had been
recommended when HIV-positive). D’Yvoire [10] recounts that African women view the
Caesarean as an ‘indelible mark on the body, evidence of the woman’s inability to have
children normally’. The counter-indication of breastfeeding is particularly painful for these
mothers, who in addition need to explain away to those around them why they are not
breastfeeding.
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Maternal ambivalence and HIV

HIV-positive pregnant women express a real struggle for life, with the child becoming a
motor towards a bleak future. For all that, it does not seem that the cathexis of this baby to
come will be easy. In fact, how does one make place for the child when the sickness is
monopolizing the entire psyche? How can one invest in it when in mourning for oneself?
What does this child represent in the mother’s fantasy world? One often meets women who,
once certain their child is not HIV-positive, collapse. How does one manage the guilt of
risking infecting one’s child and at the same time accepting that he will be different from
you on account of not being HIV-positive? The future mother is often assailed by both
terrible conscious and unconscious feelings of guilt.

Unconscious guilt is based on hate for the child considered as a fantasy figure that exists
in every pregnancy and is inextricably tied up with the love the mother also shows for it.
This hate can be an unconscious wish to commit infanticide. Infecting the baby would
make real this unconscious wish to kill. Paradoxically, if the child becomes infected, which
the woman never consciously wanted, she can manifest very powerful maternal feelings;
this child who owes her everything, even its sickness, she will be able to keep for herself,
never to be separated from it, thereby correcting the wrongdoing she had committed. On
the other hand, if it is ’healthy’, it is the one who becomes omnipotent and the mother can
have it in for it, for not sharing her suffering. She can try to retain her maternal power by
contradictory surges of love and rejection, and also by using her power over the knowledge
of the child being HIV-positive.

Key points

Handling HIV has developed a great deal. While just a few years ago the lethal prognosis led
to a proposal for an interruption or medical termination of pregnancy, today it has become
vital to worry about the psychological and social support for future mothers who are HIV-
positive. Multidisciplinary handling seeks to let these women distance themselves from
HIV in order to be in ’good-enough’ physical shape to have their baby.

Clinical vignette

A woman who had been spoken to by the pediatrician went to consult a psychologist because
her son was not looking at her. In fact when on the nappy-changing table he was only
interested in its edges, actively keeping his look away from his mother. The mother said,

My baby intimidates me. It’s on account of the HIV that I’m intimidated. I learnt I was
HIV-positive 15 years ago, and I have never really accepted it. It’s a moral thing. That’s
what intimidates me, as though to be a mother you have to be faultless. The birth
reawakened the virus, it’s as though the hidden part of the iceberg has appeared. I feel
obliged to talk about it one day to my son. One day I want to tell him the truth, so as a result
until then I don’t want to think about it. I don’t want my baby to feel ashamed or upset
because of me. I want to tell him because my father hid from me part of his own history.
I learnt about it when he died and I suffered from that. He transmitted to me his anxiety
and his blocks. Nor could I tell him that I was HIV-positive. I don’t want my son to go the
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same route. But what should I say about myself to my son? I no longer know what is me and
what is the virus. I often ask myself how I would have been without it and basically who am
I. For 15 years I have been living handcuffed. Sometimes it acts as a strength and sometimes
as an obstacle. It has made me get ahead. I am no longer afraid of much. I feel I am different
from the others, I no longer see things like the others. It is a strength, but I also feel very
much alone, all the more so since I have had the baby. During the pregnancy my baby was
with me and he didn’t judge me. His look, for me, is a judgement.

10.4 Conclusion

As clearly indicated by the cases of multiple pregnancies and pregnancies with HIV
infection, multidisciplinary support for all women faced with a medical high-risk preg-
nancy, for the spouse and their family is required as a priority for primary and secondary
prevention of parenting problems and problems in the early relationship of parents/fetus/
baby and in the child’s development.
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Prenatal self-report
questionnaires, scales and
interviews
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11.1 Introduction

For a woman and for the couple, pregnancy is an extremely important transition phase,
during which one prepares to become a parent and to take care of a child who will be
immature and dependent for all his first year of life. Research and clinical contributions
have lent specific attention to the construction of the maternal identity, defined by Stern [2]
maternal constellation, and to the development of maternal capabilities during pregnancy,
which are indicative and foretelling of the mother–child relationship after birth, even in at-
risk situations.

The psychology and psychopathology of pregnancy have been studied using research
tools that have addressed different areas. In this paper we will take into consideration a few
of the more relevant research areas for this phase:

1 The psychological dynamics connected to the attainment of the maternal identity,
analysed through the mental representations of pregnant women;
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2 The formation process of the mother’s attachment to the fetus during pregnancy, which
prepares the stabilization of this attachment after birth;

3 Mental states specific to pregnancy, such as the primary maternal preoccupation [1].

The assessment of prenatal parenting has been done through research instruments with
different purposes: semi-structured clinical interviews, self-report-questionnaires and
scales. Before describing the instruments more frequently used during pregnancy, here
are some brief comments about their use in clinical work and in research.

11.2 Semi-structured interviews

Semi-structured interviews specifically evaluate thematic dimensions of the narration,
widely used in the diagnostic and therapeutic context. They require clinical competence
and a specific training of the interviewer who has to create a relational context, modulating
the different questions in the most appropriate way. These particularly sensitive instru-
ments can capture the complex nuances of the woman’s representational world. In
research, the training of the interviewers guarantees an adequate concordance between
coders.

In the case of self-report questionnaires, the willingness of the participant is most
important and for this reason, as well as for the rigidity of questions, they are less suitable
for diagnostic purposes.

Semi-structured clinical interviews that investigate the pregnant woman’s mental repre-
sentations, focusing attention on the woman’s past experiences, on how she copes with
pregnancy and maternity and on how she progressively creates the image of the fetus and of
the future child. To study the mental representations the woman has of herself as a mother
and of the child in a more systematic way, attention is given to the structure of the narration
the woman does during the interview. The interview is very susceptible an instrument for
exploring parenting mental representations when they are still not defined and stabilized.
Therefore, several researchers have developed interview formats to assess the narrative
styles of mothers, such as the ‘L’entretien-R’ [3], the open-ended descriptions of their
mothers – ‘Describe your mother’ [4] – using the method developed by Blatt et al. [5], and
‘The interview on maternal representations’ [6].

Among prenatal interviews, the IRMAG-R (Interview for Maternal Representations
during Pregnancy, revised version,) [7, 8, 9] must be noted; this is a semi-structured
interview consisting of 41 questions which bring women to tell their experience of preg-
nancy and of becoming mothers: their stories are not evaluated by their content, but on the
basis of their narrative structure. The interview is performed between the sixth and the
eighth month of pregnancy and is audiotaped and transcribed. The average length of the
IRMAG is approximately 45 minutes.

The IRMAG explores the following areas:

1 How the mother organizes and communicates her experience through a narrative
structure;

2 The desire of maternity within the personal and marital history;
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3 Partner’s and family’s reactions to the news of the pregnancy;

4 Emotions and changes in personal life, in relationship with the husband/partner and
between the two families occurred during pregnancy;

5 Impressions, negative and positive emotions, maternal and paternal representations:
space for internal baby;

6 Temporal perspective: expectations for the future;

7 Historical perspective with respect to the mother’s past.

The narrative structure of the interview is coded considering the mother’s represen-
tation of herself as a mother and her representation of the fetus on the basis of seven
parameters:

Richness of perception

This refers to the woman’s acknowledgement of herself as a mother and of the child: this
parameter evaluates the way the episodes, feelings and emotions of the woman herself, of
her partner and of the future baby are told.

Openness to change

This dimension evaluates the mother’s flexibility towards those physical and psychological
transformations which are specific to the experience she is living, referred to herself and to
the future baby. It evaluates the capability of recognizing these physical and psychological
changes which involve herself, her emotional, sexual and relational life as being part of the
process. It evaluates the capability to modify the representation of the baby as the preg-
nancy goes along.

Intensity of involvement

This dimension is used to measure the breadth of the woman’s psychological involvement
in confronting experiences connected to the pregnancy, to the child and to her relation with
the child; this can be found in the description of the emotional echoes caused by the event as
well as in the woman’s participation to the interview.

Coherence

The story’s coherence is measured, by which the woman, through a well organized and
logical narrative flux, gives a comprehensible picture of herself as a mother, of the child and
of her relation with the child. Coherence is found in the plausibility of the story told and in
the capability to provide evidence and episodes which sustain her considerations and
evaluations.
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Differentiation

This evaluates the level of the mother’s acknowledgement of her personal boundaries, of her
stable mental and physical characteristics, of her specific needs and wishes, differentiated
from those of her partner and of her parent figures. It evaluates the degree to which the
mother is conscious that the child has his own mental and physical characteristics, with
specific boundaries and specific needs.

Social dependence

This evaluates the degree of influence and dependence, to the limit of subordination, of the
woman’s representation of herself as a mother and of the child from the opinions, judgements
and messages coming from the partner, the family, friends, the social context, mass media,
social and medical institutions. It measures the degree of conformism towards others, which
can in extreme cases cause a flatness of representation and a lack of personal elaboration.

Predominance of fantasies

This is used to measure the emerging of fantasies regarding the pregnancy, the future
motherhood and the representation of the child, including all those images, metaphors,
analogies, open-eye and night dreams, expectations, fears and wishes which characterize the
way a woman imagines the pregnancy experience and the representation of herself as a
mother and of the child. The fantasies can refer to the pregnancy itself, to the woman’s body,
to delivery, to rearing, to the integrity and physical health of the baby, his physical and
character qualities, to the mother’s role; these can all have a more or less realistic quality. It is
not only the number of fantasies which must be considered in assigning the score but their
relevance and their impact on the representation of the mother and the child.

These seven parameters all refer to the woman’s representation of herself as a mother and to
her representation of the child and are codified in scales with a five-point range (from 1
to 5). The assignment of the final score individuates three different styles of maternal
representation:

Integrated/balanced

The integrated/balanced maternal representations are coherent narrations, in which the
description of the experience the woman is living is rich in episodes and moods, and has an
intense emotional involvement in an atmosphere of flexibility and openness towards the
physical, psychological and emotional transformations the mother is confronting. The
relationship with the child is already present during the pregnancy, and the child is
considered as a person with his own motives and moods.

Restricted/disinvested

The restricted/disinvested representations emerge from narratives in which a strong emo-
tional control prevails, with mechanisms of rationalization towards the fact of becoming a
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mother and towards the child. These women talk of their pregnancy, of motherhood and of
the child in poor terms, without many references to emotional events and changes. The
storytelling has an impersonal quality, is frequently abstract and does not communicate
emotions or specific images.

Not integrated/ambivalent

The not integrated/ambivalent maternal representations are those found in confused
narrations, characterized by digressions and by the woman’s difficulty in answering ques-
tions in a clear and articulate way. The coherence of the story is poor, and an ambivalent
involvement of the mother towards the experience she is living, towards her partner and
towards her family is present. These women often express contrasting attitudes towards
their motherhood, or towards the child. The son or daughter is awaited to satisfy the
caregiver’s needs.

Two independent, trained, certified and reliable judges coded IRMAG interviews
according to the above described seven rating scales. Inter-rater reliability for IRMAG
scales ranged from 0.89 (coherence) to 0.96 (predominance of fantasies ), with a mean
reliability of 0.92. Inter-rater reliability with respect to the main category was 94% (k ¼
0.83, p < 0.001). Disagreement was solved by a third rater.

Statistical validity is supported by an exploratory factor analysis using oblimin rotation,
performed both for maternal representation of herself as a mother and of her child. The
screen plot suggested that two factors should be extracted, in both cases. The two dimen-
sions formulated to define the construct of mother’s mental representations of herself as a
mother were confirmed by factor analysis and accounted for 70.5% of the post-rotational
variance (Table 11.1). Measures of internal consistency (Cronbach’s alpha) were conducted

to examine the reliability of the two dimensions (F1, M ¼ 2.99, SD ¼ 0.40, a ¼ 0.85; F2,
M ¼ 2.61, SD ¼ 0.58, a ¼ 0.52).

In the same manner, the two dimensions formulated to define the construct of the
mother’s mental representations of her unborn infant were confirmed by factor analysis
and accounted for 78.95% of the post-rotational variance (Table 11.2). Measures of internal

Table 11.1 Factor analysis (oblimin rotation) of the mother’s mental

representations of herself as a mother (N ¼ 314)

Mother’s dimension Factor 1 Factor 2

A3 Affective engagement 0.87

A2 Openness to change 0.86

A1 Richness of perceptions 0.85

A5 Differentiation 0.80

A4 Coherence 0.55

A6 Social dependence 0.83

A7 Fantasies emergence 0.72

Explicated variance 49.67% 20.83%
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consistency (Cronbach’s alpha) were conducted to examine the reliability of the two
dimensions (F1, M ¼ 2 .89, SD ¼ 0.40, a ¼ 0.93; F2, M ¼ 2.63, SD ¼ 0.73, a ¼ 0 .45).

At the end of the interview there are five scales modeled on semantic differentials, each
containing 17 pairs of opposite adjectives. The first three scales designate the individual
characteristics of the unborn infant, of the woman’s self and of the infant’s father.
Comparing the three lists, it is possible to evaluate if the representation of the baby is
more influenced by the woman’s self-representation or that of her partner.

The other two scales deal with the maternal characteristics of the pregnant woman and
those of her mother. In this case adjectives will refer to affective orientations, personal
lay-out, maternal role, maternal sensitivity and competence.

The interview is used to assess how information and emotions concerning the woman
herself and her child are organized, whereas the five scales give us a picture of the contents
of the representations. The two instruments can be used together[7, 10] and independently
[11, 12, 13].

To explore the configuration of paternal representations and their differences from the
mother’s the IRPAG (Interview for Paternal Representations during Pregnancy) [14] is used.

As indicated in Table 11.3, fathers’ representations have a different distribution
confronted with mothers’ ones.

The results reported in Table 11.3 show that in our sample the integrated/balanced
parental representation is equally distributed among women and men, as opposed to the
restricted/disinvested one more common among men and the non-integrated/ambivalent
one more common among women. These data confirm the differences of psychological

Table 11.2 Factor analysis (oblimin rotation) of the mother’s mental

representations of her unborn infant (N ¼ 314)

Child’s dimension Factor 1 Factor 2

B1 Richness of perceptions 0.90

B5 Differentiation 0.89

B2 Openness to change 0.89

B3 Affective engagement 0.89

B4 Coherence 0.88

B6 Social dependence 0.86

B7 Fantasies emergence 0.71

Explicated variance 60.94% 18.01%

Table 11.3 Distribution of maternal and paternal representations during preg-

nancy (IRMAG/IRPAG)

Group Integrated Ambivalent Restricted

Mother (N ¼ 162) 89 (54.9%) 35 (21.6%) 38 (23.5%)

Father (N ¼ 162) 93 (57.4%) 15 (9.2%) 54 (33.4%)

Notes: w2 (2, N ¼ 324) ¼ 10.87 g.di l. ¼ 2; p ¼ 0.004.
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orientation of mothers and fathers during pregnancy, even though the mothers’ and
fathers’ attitudes draw closer after birth.

The use of IRMAG-R in at-risk pregnancies allows study of the contents and structure of
maternal representations which give significant indication to evaluate parenting capabil-
ities during pregnancy and the postnatal period (Table 11.4).

In at-risk situations, persistent preoccupations and phobic fears have been found; a
specific scale is being created for these. This scale allows us to detect the levels of perva-
siveness and intrusiveness of fears in relation to the pregnancy, to delivery and to the
rearing of the child. The scale for the evaluation of the risk factors is, like the others, an
ordinal scale with a five-point range.

The IRMAG-R can be used for research in the clinical field to study the psychological
state of women during pregnancy or for at-risk situations, in medically assisted pregnancies
or in projects to support motherhood.

Considering the stability of maternal representation categories between pregnancy and
the postnatal period we have: for the integrated representation r ¼ 0.72, the restricted one
r ¼ 0.68, the non-integrated one r ¼ 0.64.

Regarding now the predictive value of the interview, women who are more self-con-
scious and more able to recognize their personal ambivalence during pregnancy are more
competent in appreciating the personal features of the baby after birth and the changes
during early development [7].

11.3 Self-report questionnaires and scales

Self-report questionnaires and scales have been used to assess attachment processes during
pregnancy, when emotional ties start rising between mother and child. The construct of
prenatal attachment [15, 16, 17] takes account of the mother’s affective investment for the
fetus, which is ‘the most precocious and basic form of human intimacy’ [18, 19]. Condon
[16] has suggested a hierarchical model of attachment based on five subjective experiences
which derive from maternal love experience and mediate this core experience and overt
behaviours. These subjective experiences are expressed in maternal disposition ‘to know’
the loved fetus, ‘to be with’ him or her, ‘to avoid separation or loss’ of the loved object,
disposition ‘to protect’ the fetus and finally ‘to gratify’ the fetus’s needs.

The quality and evolution of the prenatal attachment is influenced by many factors, first
of all by the advancing of the pregnancy which entails growing ties between the mother and
child, hastened by the appearance of fetal movements. Aside these factors, the personal
history of the woman and of the couple have a significant influence on prenatal attachment.

Table 11.4 Distribution of maternal representations during pregnancy in at-risk

and non-risk mothers

Group Integrated Ambivalent Restricted

Normal mothers (N ¼ 239) 60.7% (145) 20.1% (48) 19.2% (46)

At-risk mothers (N ¼ 132) 43.2% (57) 34.1% (45) 22.7% (30)

Notes: w2 (2, N ¼ 371) ¼ 11.93 g.di l. ¼ 2; p < 0.003.
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Obviously this attachment is not only present in mothers but in fathers as well, although
in 15–20% of the fathers this affective attachment to the fetus seems not to rise [16].

The instruments more frequently used to study prenatal attachment are self-report
questionaires.

Maternal Fetal Attachment Scale

The Maternal Fetal Attachment Scale (MFAS) [15] is based on 24 items upon which an
agreement score from a range of five points is expressed. The higher the score in the items,
the more definite and consistent is the mother’s attachment to the fetus. The items refer to
five basic components:

• Differentiation of self from fetus

• Interaction with fetus

• Attributing characteristics to the fetus

• Giving of self

• Role-taking.

Measurements of internal consistency (Cronbach’s alpha 0.85) are good on the total of the
items, while the subscales have lower scores (between 52 and 73). Typical of the MFAS is
that the items evaluate the mother’s behavior more than her feelings or thoughts. In the
validation sample used by Cranley, this instrument was used between weeks 35 and 40. The
scale of maternal attachment was later adapted to a specular version which measures the
father’s attachment to the fetus.

Maternal Antenatal Attachment Scale

In the Maternal Antenatal Attachment Scale (MAAS) [16], based on 19 items, the response
is rated on five response options, enquiring as to the frequency and/or intensity of these
experiences over the preceding two weeks. The scale was used during the third trimester of
pregnancy and has good levels of internal consistency (Cronbach’s alpha > 0.80).

It measures, beside a global attachment value, two underlying dimensions: quality of
involvement and intensity of preoccupation. From the characteristics of these two factors,
four styles of attachment can be identified:

• Positive-preoccupied

• Positive-disinterested

• Negative-preoccupied

• Negative-disinterested.

The fathers’ version is based on 16 items, 14 of which are in common with the mother’s, as
Condon sustains that prenatal attachment, even though it has a common basis for mothers
and fathers, has specific aspects as well.
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Besides this, the MAAS has been recognized as having predictive value of the postnatal
attachment when the baby is four and eight months old [19].

Prenatal Attachment Inventory

The Prenatal Attachment Inventory (PAI) [17] is based on 21 items. The response to each
item is rated on a four-point Likert scale. A higher score indicates greater attachment. In
structure it is similar to Cranley’s scale but the aspects researched are different. It refers to
attachment theory, describing women’s thoughts, feelings and relationship towards the
fetus. Two constructs, in particular, are extremely relevant in the theoretic model at the
basis of the PAI: attachment relation to the partner and adaptation to pregnancy, because
according to Muller [17] these are both positively related to prenatal attachment. The
statistical analyses have shown good validity and internal consistency (Cronbach’s alpha
varies from 81 to 91 in all researches that used it). Muller’s instrument does not allow an
evaluation of father’s prenatal attachment.

Muller’s instrument displays a correlation, although not very high (r ¼ 0.46), between
prenatal attachment and postnatal attachment at the twelfth week of life.

The measurements from the self-evaluation scales described above concern the quality
and quantity of the emotional investment of the parents towards the fetus without,
however, going into more complex elements (mental representations of the parents,
parents’ attachment models). Therefore these scales can be used together with other
research instruments.

Among the instruments for evaluating prenatal attachment, MAAS is more suitable
because it specifically measures the prenatal attachment instead of a positive attitude
toward pregnancy. Besides this, MAAS has a high test-retest reliability and an internal
consistency and has been translated and standardized in different countries.

11.4 Inventories

Inventories have been used to study the psychic state during pregnancy, such as the primary
maternal preoccupation, a mental state Winnicott [1] described as ‘almost an illness’ that a
mother ‘must experience and recover in order to create and sustain an environment that
can meet the physical and psychobiological needs of her infant’. He hypothesized that this
special state begins towards the end of the pregnancy and continues through the first
months of the infant’s life.

If Winnicott’s concept had only a clinical value, it was later explored by means of a semi-
structured interview, Yale Inventory of Parental Thoughts and Action (YIPTA) [20] within
which an inventory systematically explores the mother’s and father’s preoccupations and
thoughts.

The specific content of the YIPTA covers the thoughts and actions associated with three
domains of caregiving (Care), relationship building (Relationship) and anxious intrusive
thoughts and harm avoidant behaviours experienced/performed by parents (AITHAB). The
YIPTA is designed for the use of experienced clinicians and has been used at the eighth month
of gestation, at two weeks after delivery and three months after birth.
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The measurements of the early parental preoccupations and behaviours, besides out-
lining the psychic states typical of mothers, highlight depression and anxiety symptoms that
can appear during pregnancy, while the AITHAB measurements highlight intrusive
thoughts and harm-avoidant behaviours which are conceptually related to obsessive
compulsive disorders (OCD). It can be hypothesized that some forms of OCD that appear
in this period are the dysregulative result of this specific psychic state that appears during
pregnancy.

Both parents present the highest levels of ‘preoccupation’ towards their child around
birth time (between the eighth month of pregnancy and the second week after delivery).
Thoughts about the baby during the period of Winnicott’s primary maternal preoccupa-
tion occupy the minds of the mothers and fathers for respectively 14 and 7 hours a day.

At the eighth month of pregnancy [20] the following has been found:

• Preoccupations on the baby’s health in 95% of the mothers and 80% of the fathers
(health, growth, aspect)

• Thoughts of damaging the baby in 37% of the parents (making it cry, shaking or hitting
it, dropping it).

These thoughts are a reason of personal distress in 20% of the cases.
The progress of thoughts and preoccupations shows that these tend to appear around

the eighth month of pregnancy and reach their climax around the second month after birth
to then slowly disappear (Figure 11.1).

The YIPTA permits an evaluation of the level of parental preoccupation which is an
important psychic state during pregnancy and the postnatal period because it focuses the
parents’ attention on the baby’s health and stimulates better caregiving capabilities. In the
mother’s depression and in obsessive-compulsive states the level of preoccupations can
occupy the mother’s mind completely and interfere with her maternal capabilities.

11.5 Conclusion

To conclude, interviews in pregnancy, as we have shown with the presentation of
IRMAG-R [9], have at the same time a research and a clinical aim. But what is more
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Figure 11.1 Trend of parental preoccupation during pregnancy and postnatal period

Source: Leckman [20], modified.
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specific is the clinical one, because interviews can explore psychological dynamics of the
maternal identity and evidence at risk and psychopathological conditions of pregnancy
which may interfere with the parental capacity after the birth of the baby. However to use
interviews in the proper way, specific training is necessary to lead the interview and to use
the coding system to evaluate the text of the interview.

Self-report questionnaires and scales are easier to handle and do not require specific
training, but they do not provide a deep exploration of the psychic world of the pregnant
woman. They have been used as reliable research and screening instruments which can give
evidence of risk situations, as has been shown with attachment [15, 16, 17] and maternal
preoccupations [20] questionaires. However after the detection of risk situations, further
explorations are required in order to understand better the psychological dynamics of the
pregnant woman.
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12.1 Introduction

Adult as well as child clinicians know that the transition to parenthood and co-parenthood
begins during pregnancy, and is prepared much earlier, through filiation. Co-parenting
designates the manner in which parents cooperate in relation to their child, supporting one
another’s parenting efforts, undermining or interfering with them [1]. The co-parenting
relationship has to be distinguished from the marital relationship which precedes it and
continues its separate, though articulated, pathway across the transition to the family
triangle. While the marital relationship is a determinant of family-level cooperation and
of child socialization, the co-parenting relationship both mediates the influence between
the marital relationship and the child development and directly influences it [1]. Thus it is
important to have specific instruments for the study and assessment of marital versus co-
parenting relationships, and both from an interactional as well as from a representational
perspective. The majority of researchers have focused on pregnant mothers’

Parenthood and Mental Health: A Bridge between Infant and Adult Psychiatry Sam Tyano, Miri Keren, Helen Herrman and John Cox

� 2010 John Wiley & Sons, Ltd

*The research presented in this article has been supported by the Fonds National Suisse de la Recherche

Scientifique, grant 32-52508.97.



representations of their future parenting. Some have developed individual or couple
research interviews to assess the representations of parents-to-be concerning their future
co-parenting relationship [2]. In parallel, a very few methods have explored the formation
of parenting interactions (see [3]) but none, to our knowledge, the co-parenting interaction
in formation during pregnancy. In this chapter, we present such an instrument, the
‘Lausanne prenatal Trilogue Play’ situation.

A strong argument in favor of studying prenatal relationships between the parents is
that researchers studying prenatal maternal stress, in particular Bergman, Sarkar,
O’Connor, Modi and Glover [4] have found that prenatal environmental stressors
predict child disturbances, such as problems in cognitive development and fearfulness.
Interestingly, among the determinant prenatal stressors (unfavorable life events,
obstetrical complications, maternal preoccupations, exposure to traumatic events),
recurrent couple conflict during pregnancy has been revealed as particularly
harmful [5].

What is known at this point shows that a prenatal couple’s representations and
interactions foreshadow postnatal family interactions. The integrity of the marital rela-
tionship is the first predictor which has been identified (see [6]). In particular, several
studies of the couple’s pre-birth marital relationship have indicated that it may set the
stage for greater mutuality in the triadic family process itself (see [1]). Likewise, prenatal
marital conflict as well as a weak ego resilience of the father foreshadowed the father’s
withdrawal in ‘who does what’ negotiations (how the parents share caretaking tasks) as
well as poor co-parenting in family play at three months post-partum [7, 8]. Interviews of
the parents during pregnancy about how they anticipated their co-parenting relationship
showed that expressions of pessimism regarding the future co-parenting alliance pre-
dicted the co-parenting relationship in trilogue play at three months post-partum. The
degree of negativity in couple marital conflict, already at the newlywed stage, and then
during pregnancy, is predictive of postnatal family interactions as well as of the infant’s
emotional regulation in family play at three months post-partum [9]. Measuring through
a psychodynamic interview the parents’ ‘triadic capacities’ (talk about the future family as
a threesome, [2]) showed that triadic capacities were related to the family trilogue
capacities at four months. In our view, it was important to add to the above instruments
measuring the couples’ representations an instrument of observation of their co-parent-
ing interactions. This instrument was developed as one of the versions of the Lausanne
Trilogue Play paradigm.

12.2 The Lausanne Trilogue Play paradigm

The Lausanne Trilogue Play (LTP for short) paradigm [10] may be seen as the analogue of
the dialogue play situation classically used in parent–infant dyadic assessments, but for
three-way rather than two-way play. It was elaborated to systematically observe a family of
three – the realistic context in which a first baby is born – from birth to childhood. There
are four configurations in which a three-person group may interact:

1 One parent plays with the infant, the other one is the third party;

2 The parents reverse roles;
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3 Both parents play together with the infant;

4 The parents talk together and the infant is in the third-party position.

One of the main variables measured through this observation is the family alliance, or
how the family and especially the parents work together to scaffold the infant – it ranges
from the most cooperative to the most problematic. The system for evaluating family
alliances in early infancy is fully described in Frascarolo et al. [11]. In families which
have the most adaptive alliances, the partners are primed to interact, respect their
prescribed roles (active vs. third-party parent) and maintain a joint focus on communal
games, while staying in touch emotionally. In families with problematic alliances,
partners exclude one another, withdraw or interfere with one another’s roles, or fail to
establish a joint focus during games or to remain in touch with one another. This
conception of family alliances shares a number of similarities with co-parenting
conceptualizations.

12.3 The prenatal LTP

As noted above, a prenatal version of the LTP was designed to study the pre- to postnatal
transition. It has the same structure in four configurations as the standard version. The goal
is to measure the capacity of the parents-to-be to work together as a team in relation to their
baby-to-be, in other words, their co-parenting alliance in formation. The point of this
observational method is that the parents enact their representations rather than talk about
them. For instance, it allows observation of the parents’ intuitive parenting behaviors,
namely the specific behaviors that humans use with infants, rather than asking them
whether they use them; or observation of the actual cooperation between the parents,
and their affection towards each other, rather than asking them whether they feel they
cooperate or have affection for each other.

Procedure and setting

The prenatal LTP was designed by the third author, A. Corboz-Warnery (for a full
description, see [3]). It follows a warm-up interview of the parents on their representations
about their baby and their threesome after birth. The facilitator asks the parents to imagine
that the delivery has gone well and that it is the first time that they are alone with their baby,
asking them to enact this fabulous moment. Then she presents the ‘baby’, a life-size
newborn-looking doll to mother and to father, entraining them in role-playing by addres-
sing the baby in baby talk and expressing her admiration for his/her loveliness. Finally, she
asks them to enact this encounter in the four contexts of the LTP and tells them that it
usually takes about five minutes. In spite of the surprise that this unusual situation may
cause, the vast majority of the parents readily engage in it.

As an illustration, a brief transcript follows of Lea’s father role-playing of his encounter
with his baby, while mother is third party. The father has taken the baby in his arms,
holding it in a feeding position with much delicacy and tenderness: ‘Hello my baby . . . Oh
but it has tiny hairs . . . I am your dad . . . You are heavy . . .three kilos . . . Do you make
funny faces? . . . You are so cute . . . I am proud of you . . . You are so beautiful . . .’ In the
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meantime, the mother is watching, alternating between laughter and an intense emotion,
with tears in her eyes. This is characteristic of the emotions activated in this situation and of
the reassuring feeling mothers have when seeing their husbands love their babies.

Coding

The following five-point scales were used, derived from McHale’s well-validated coding
system of postnatal co-parenting, the CFRS, adding a category for the coding of intuitive
parenting behaviors (see [1]). The system is multimodal, in that it takes into account all
modalities of interaction, verbal as well as non-verbal. It includes all parts and all interactive
levels at once.

1 Playfulness: as this is an unusual situation, it is important that the couple take it playfully,
by creating a good-humored space to co-construct their role-playing.

2 Structure of the task: the parents’ ability to follow the format in four parts, each lasting
for a sufficient duration.

3 The cooperation between the spouses in the face of this unusual context (not only mere
absence of antagonism or interference, but active cooperation and support of each
other).

4 The expression of warmth between the spouses as well as towards the baby (expressions
of affection and tenderness, affective valence as manifested by looks and mutual smiles,
shared laughs and affectionate gestures).

5 Each parent’s intuitive parenting behaviors (holding, face-to-face orientation, dialogue
distance, smiling at infant and baby-talk, rocking, caressing and kissing, exploring the
baby’s body, caring for the well-being of the baby).

The reliability was found to be good to excellent.

Results

The predictive power of the prenatal LTP was examined in a non-clinical sample (N ¼ 50
families of average to high SES) in relation to the postnatal family alliance measured in the
postnatal LTP; it was measured first at 3 months [3], then longitudinally at 9 and 18
months [12].

The results of the pre- to postnatal study showed that the variables which predict
postnatal family alliances are cooperation between the parents, warmth and intuitive
parenting behaviors. In this regard, it is interesting to note that while intuitive parenting
behaviors do distinguish postnatal alliances, they do not distinguish parents’ gender, being
a father versus being a mother [3].

The results on the trajectories of alliances from pregnancy to 18 months included four
measurement points; alliance trajectories were categorized as high (cooperative) versus low
(problematic) trajectories [12]. The high-alliance cases, including two-thirds of the sample,
maintained a high level of alliance across the study’s measurement points. The low-alliance
cases maintained a low level of coordination from pregnancy or early infancy on
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(for details, see [12]). Thus, not only was there continuity between the pre- and postnatal
alliances at 3 months, but there was also continuity up to 18 months. It is also of note that
our studies examining the triangular capacity of the infant, namely her capacity to interact
with both parents simultaneously, showed that this capacity was better developed in
families with higher prenatal co-parenting alliances as well as in higher postnatal family
alliances [13, 14].

An Italian replication study showed that the pre-natal LTP was applicable to the Italian
culture, and had good internal consistency. The results on alliance trajectories were
comparable to those of the Lausanne study, with the exception of a decrease of the postnatal
alliance at four months and a return to baseline by nine months [16]. This discontinuity
might be interpreted as a function of the difference in measurement points (three months
in the Lausanne study, versus four months in the Italian study) due to the developmental
transition taking place between three and four months. Infants are known to be mainly
social at three months, but to develop a more or less exclusive interest for physical objects
by four months. By nine months, having integrated their interest for persons and for
objects, they return to social cooperation with their parents, including cooperation about
objects.

It is also to be noted that a version of the prenatal LTP has been adapted for watching a
video of the echography instead of playing with a doll [17, 18].

12.4 Discussion

In sum, the patterns of prenatal co-parenting are already established by the sixth month of
pregnancy. They are the central pillar of what will be the family alliance after birth and
across the first years. Not only do the results document the continuity between prenatal co-
parenting and postnatal family interactions in early infancy, but they also show cross-time
coherence of alliances between the prenatal co-parenting alliance and the family alliance up
to toddlerhood. It is also well documented that co-parenting and family alliances come to
have an imprint on young children’s social and emotional development (for a review,
see [1]). In particular, our own studies examining the triangular capacity of the infant,
namely her capacity to interact with both parents simultaneously, showed that this capacity
was better developed in families with higher prenatal co-parenting alliances as well as in
higher postnatal family alliances [13, 14].

One may ask: what of the influence of the child on the family alliance? A few studies have
attempted to examine the contributions of the infant in moderating linkages between pre-
and post-birth family functioning (see [1]). They indicated that the child’s temperamental
characteristics can amplify or mitigate early co-parenting difficulties, but only in families
which are at risk prenatally for developing such problems.

Thus, we have firm grounds to study the co-parenting relationship from its onset during
pregnancy, in order to design timely clinical interventions. The earlier the intervention, the
more motivated the parents are to work on their parenting, co-parenting and family
relationships. From this perspective, it is of note that the LTP paradigm was designed in
the systems perspective which considers that assessment is intervention. In fact, going
through the prenatal LTP procedure itself is often experienced by parents as a growth-
enhancing process. Its association with video feedback allows for brief therapeutic inter-
ventions (see [15] for examples).
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12.5 Conclusion

In conclusion, knowing, on the one hand, how important the self-esteem of an adult
depends on his/her sense of being a good enough parent, and on the other hand, how
much good enough parenting depends on the marital and co-parenting relationships and
how influential those are for the social development of the child, it is desirable to integrate
these perspectives in the treatment of adult patients.
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13.1 Introduction

Pregnancy constitutes a period of dramatic change in the somatic and psychic domains.
The future mother experiences profound neurohormonal, intrapsychic and interpersonal
challenges that redefine her sense of identity and her capacity for intimacy and nurturing.
This enriching period brings multiple moments of joy but is also commonly accompanied
by difficult emotional states, particularly among vulnerable women with a fragile person-
ality or a difficult attachment history. These transient experiences and a certain degree of
suffering are an integral part of the transition to parenthood and should not be confused
with psychopathology.

In many countries, contemporary society and medical culture place great emphasis on
autonomy, performance and the preservation of a stable self-image. Developmental
tensions are often seen as symptoms to be swiftly eradicated. We are fascinated and seduced
by quick technological fixes to various daily and existential problems. Indeed, the utopian
promises of neurobiology have raised hopes of somehow being inoculated against moments
of distress over the life course. Moreover, the conviction shared by families and clinicians
alike that suffering should be prevented at all cost marks a radical departure from traditional
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cultural values, including Judeo-Christian principles. This shift has allowed the elevation
of psychopharmacological intervention to levels unparalleled in the history of medicine.

The real paradox of this situation is that our concern with preventing ‘useless suffering’
has led a number of clinicians to lose interest in the various layers of meaning that suffering
can assume, as is the case during the transition to parenthood. A genuine questioning on
the part of parents and clinicians alike about the meaning and context of various symptoms
and emotional states during pregnancy is important in order to avoid the unnecessary or
harmful medicalization of emotional issues. Any consideration of psychopharmacological
treatments should have this line of thinking as its background.

Receiving a psychotropic medication while bearing life is a decision of great significance.
Pregnancy often occurs at a time when a woman and her partner feel that joy has finally
prevailed over suffering in their lives. A recurrence or an exacerbation of a psychiatric
condition is often shamefully experienced as an ‘incapacity’ to transform oneself. It may
also bring the fear of ‘turning into’ a family member at a life period during which issues of
repetition and discontinuity with the family of origin are critical. Taking a psychotropic
medication – especially an antipsychotic – also raises issues of stigmatization and fears of
being perceived by perinatal teams as unfit or ill-prepared for parenthood. These problems
can be circumvented by better educating patients and health workers about common
perinatal psychiatric conditions and treatments. Clinicians should validate the patient’s
ability to identify her emotional needs and to obtain support for herself and her infant at a
most vulnerable life period.

Psychopharmacological treatments rightfully emphasize the well-known biological
aspects of mental illness. However, clinicians should not minimize the key role of inter-
personal factors – notably marital and family of origin issues – in the aetiology and
perpetuation of various psychiatric conditions. A systemic and multimodal approach is
always necessary in order to optimize treatment and to reduce the sense of guilt and blame
experienced by mothers during this sensitive time.

13.2 Depression and anxiety during pregnancy

In contrast with common belief, pregnancy does not protect against depression or anxiety. The
prevalence of depression is estimated between 7% and 13% in pregnant women, with 2–6%
meeting diagnostic criteria for major depression [1]. Moreover, many women report either
an exacerbation of a pre-existing anxiety disorders or clinically high levels of anxiety.

In addition to being a considerable source of suffering for future mothers, a major
depression or an anxiety disorder can have various impacts on the course of pregnancy:
complicating antenatal care, preventing appropriate preparation for the arrival of the
infant, exacerbating interpersonal conflicts, increasing the risk of alcohol or drug use,
and raising the risk of postnatal depression and of mother–infant relationship disorders [2].
For the infant, depressive disorders and maternal stress have been associated with an
increased risk of spontaneous abortion, pre-eclampsia, prematurity, low birth weight,
perinatal complications, low APGAR scores and high cortisol levels [1].

In addition, more than 15 studies have shown a link between high antenatal maternal
stress and variations of neurobehavioral development in infants, although the correlations
are far from linear and the clinical manifestations in infants are often subclinical. In spite of
these data regarding the risk of not treating major depression or severe anxiety disorders
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during pregnancy or breastfeeding, many mothers decide to stop their treatment when they
learn of their pregnancy [3].

Mothers with antenatal depression or anxiety sometimes fear ‘becoming crazy’ or
psychotic in post-partum. In the absence of a personal of familial history of bipolar or
psychotic disorders, these fears usually reflect underlying anxiety, such as impulse phobia,
and should be treated with reassurance or more specific mood or anxiety treatments.
Additionally, clinicians should not confuse culturally sanctioned formulation of anxiety
or suffering with psychotic symptoms.

Antidepressants

Structural teratogenesis

Antidepressants are among the most studied medications during pregnancy. A recent large-
scale epidemiological survey in Quebec revealed that approximately 3.7% of women were
given antidepressants during their first trimester of pregnancy. Table 13.1 summarizes the
main published findings regarding the effects of antenatal antidepressant exposure on the
fetus and the newborn. Generally speaking, antidepressants do not increase the 3% baseline
teratogenic risk for major congenital anomalies, although data will vary from one molecule
to another. With more recent or less frequently used medication, current data do not allow
to exclude all risks. As studies are still ongoing for many of these agents, the clinician is
invited to refer to potential new publications along with the data presented in Table 13.1.

Obstetrical complications

Although two meta-analyses have found an increased risk of spontaneous abortion in women
receiving antidepressants, most included studies were not designed to assess this pregnancy

Table 13.1 Safety profile of antidepressive and anxiolytic agents during pregnancy

Medication classes Teratogenic, neonatal and

neurobehavioral developmental

effects

Comments and

recommendations

Antidepressants

Selective serotonin reuptake

inhibitors (SSRIs) and

serotonin-noradrenaline

reuptake inhibitors (SNRIs)

SSRIs:

Citalopram

Escitalopram

Fluoxetine

Fluvoxamine

Paroxetine

Sertraline

Large epidemiological studies

with more than 4000

first-trimester exposures to

citalopram, sertraline and

fluoxetine without evidence

of an increased risk of

congenital birth defects

compared to the baseline risk;

similar observations but less

data available for escitalopram

and fluvoxamine [2, 4]

Despite discrepancy in the

quality of the published data,

SSRIs are the most studied

antidepressants

during pregnancy and are

considered as first choices for

women planning a pregnancy or

already pregnant. Experience has

been particularly

reassuring with fluoxetine,

sertraline and citalopram
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SNRIs:

Duloxetine

Venlafaxine

More than 5000 first-trimester

exposures to paroxetine; two

studies suggest a small increased

risk for cardiac anomalies,

although 7 studies did not

confirm this association; if

present, additional risk for

cardiac anomalies is estimated

to be less than 1% [4]

1400 first-trimester exposures

to venlafaxine in prospective

and retrospective cohort

studies did not reveal an

increased birth defects risk

compared to the baseline

risk [2, 4]

No data currently available

for duloxetine

Lower placental transfer

for sertraline and paroxetine

compared to fluoxetine and

citalopram

Transient and mild neonatal

signs affecting central nervous

system (CNS), respiratory

and digestive systems noted

in up to 30% of exposed

newborns [5]. Serious effects

such as persistent pulmonary

hypertension and seizures

have been associated with

third-trimester use of SSRIs

and may affect 1% or less of

exposed newborns, although

it had not been observed in

the latest study

Normal neurobehavioral

outcomes measured in children

up to 6 years old exposed in utero

to SSRIs in 11 small cohorts; one

Escitalopram, fluvoxamine,

venlafaxine and duloxetine

should be reserved as

second-line treatments, and

paroxetine use should be avoided

in women planning a pregnancy,

although conflicting data

suggest only a low absolute risk

associated with its use during

embryogenesis

The great majority of neonatal

signs observed at birth are

self-remitting and mild; the

pathogenesis and the risk factors

for these conditions are not

known but might possibly

include dosage, polytherapy and

infant prematurity. The current

data do not justify interrupting

treatment before birth, since the

risk of postnatal depression

would be augmented in an

unacceptable way. Recent data

suggest that a routine follow-up

is sufficient for exposed infants.

Long-term data, although scarce

and limited to preschool follow-

up, have not indicated a

relationship between SSRIs or

SNRIs use and delays in

development or other long-term

issues

Table 13.1 (Continued)

Medication classes Teratogenic, neonatal and

neurobehavioral developmental

effects

Comments and

recommendations
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study found a mild delay in

psychomotor development

among infants exposed to

SSRIs compared to infants

exposed to maternal

psychotherapy (see text) [7].

Newer antidepressive

agents:

Bupropion

Mirtazapine

More than 2000 first-trimester

exposures to bupropion and

350 exposures to mirtazapine

in epidemiological studies and

in the manufacturer’s registry

without evidence of an

increased risk for birth

defects compared to the

baseline [2, 4]

No data on neonatal or

long-term effects

Limited data indicate no major

risk of birth defects for

bupropion; mirtazapine should

be reserved for women in whom

other drugs such as SSRIs cannot

be considered. Further data,

including long-term

neurobehavioral assessment, are

needed to confirm safety profile.

Continuing a newer agent may

sometimes be considered, as

switching to a better known

antidepressant may entail

maternal health risks

Tricyclic antidepressants More than 3500 first-trimester

exposures without evidence

of an increased risk of

congenital birth defects,

except for clomipramine

(twofold increased in cardiac

anomalies in one report) [4]

Case-reports of neonatal

signs possibly related to

late-drug exposure

(urinary retention, ileus,

seizures)

Two cohort studies with

normal neurodevelopmental

outcomes in exposed infants [7]

Although the safety profile of

tricyclic antidepressants is well

documented, the less desirable

side-effect profile of these agents

make them second choices for

the treatment of anxiodepressive

disorders during pregnancy

Other antidepressive agents:

Monoamine oxidase

inhibitors (MAOIs),

Trazodone

400 first-trimester exposures to

trazodone in small

epidemiological studies

without evidence of an

increased risk of birth

defects compared to the

baseline risk [2, 4]

Limited data for MAOIs

during pregnancy indicate

The safety profile of trazodone is

reassuring although data are

scarce. MAOI prescription

should be avoid in women

considering pregnancy and

reserved to women refractory to

other antidepressants
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a possible teratogenic risk

based on 21 exposures

No data on long-term effects

Sedatives – hypnotics and anxiolytic agents

Benzodiazepines Most prospective

epidemiological studies

do not show an increased

risk for major congenital birth

defects for benzodiazepines

compared to the baseline risk.

However, a meta-analysis of

retrospective case-control

studies detected a 1.8-fold

increase in oral clefts (cleft lip

and/or cleft palate). Exposure

to benzodiazepines during the

critical period of palate

formation (between the

weeks 8 and 11 of gestation)

might carry a risk of 2/1000

oral cleft [19]

Late pregnancy-exposure to

potent benzodiazepines with

long half-lives such as

clonazepam or diazepam poses

a risk of floppy infant

syndrome and withdrawal

symptoms in newborns.

Incidence has not been well

defined, but risks are

probably low when

short-life agents are used, or

when these agents are used

on an as-needed basis [2]

Neurobehavioral sequelaes

have been described in children

of heavy users who were also

abusing substances; these effects

have not been shown yet

The current data on this class of

anxiolytics do not suggest risks

of major anomalies. Use should

be ideally restricted during

organogenesis, although this

period is frequently associated

with peaks of anxiety among

vulnerable patients. When a

benzodiazepine is indicated,

agents without active

metabolites and with a short to

intermediate half-life (such as

lorazepam or oxazepam) should

be used, especially if prescribed

regularly, in order to avoid

metabolic accumulation in the

infant. Withdrawal symptoms in

the infant, rarely observed at

usual dosage, are usually helped

by non-pharmacological means

(swaddling, proper feeding,

limited exposure to intense

stimuli such as bright lights or

heavy noise). Routine postnatal

pediatric surveillance is

sufficient among exposed infants

Table 13.1 (Continued)

Medication classes Teratogenic, neonatal and

neurobehavioral developmental

effects

Comments and

recommendations
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outcome, and the observed rate of 12% was superior to controls but within the normal range
for the general population. Selective serotonin reuptake inhibitors’ effects (SSRIs) on platelet
function have prompted researchers to assess the risk of bleeding at the time of delivery in
treated mothers, without evidence of an increased risk of postnatal hemorrhage. An increased
rate of prematurity, gestational hypertension, pre-eclampsia and low birth weight were
suggested in some studies but not in others [4]. Conclusions from these studies should be
interpreted carefully given the frequent lack of control for maternal psychiatric status,
multiple confounding factors and the small number of subjects. Overall, the findings are
equivocal at best and do not currently suggest stopping or not prescribing SSRIs or serotonin
and norepinephrine reuptake inhibitors (SNRIs) when clinically indicated.

Neonatal complications

A neonatal behavioral syndrome has been described following third-trimester exposure to
SSRIs and SNRIs (Table 13.1). In the vast majority of cases, these signs are transient, do not
delay hospital discharge and do not constitute a life risk [5]. The current data do not justify
interrupting treatment before birth, since the risk of postnatal depression would be
augmented in an unacceptable way. Recent data suggest that routine follow-up is sufficient
for exposed infants [6].

Neurobehavioral development

Research is just beginning to provide information regarding the long-term consequences of
antenatal exposure to antidepressants, and several studies are presently ongoing. Eleven of
thirteen studies have noted that preschool children who were exposed to SSRIs during
pregnancy or breastfeeding had similar psychomotor development compared to unexposed
groups [7].

Using the Bayley Scales of Infant Development (BSID-II), one of these studies com-
pared the development of 31 infants exposed in utero to SSRIs to infants whose mothers
were treated with psychotherapy. Drug-exposed infants had similar cognitive, language

with medical use of

benzodiazepines [2]

Zopiclone More than 600 first-trimester

exposures in a small

prospective cohort study

and a population-based study

without evidence of an

increased risk for major birth

defects compared to the

baseline risk [2]

No data on late pregnancy

exposure or late effects.

Further studies are needed to

confirm the safety profile of

zopiclone; however, data are

reassuring for a woman exposed

before knowing of her pregnancy
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and personal-social development but had lower psychomotor development scores and
were rated lower on the behavioral motor-quality scale. This slight delay in motor
development was suggested to be linked to the regulatory influence of serotonin on
muscle tone and other motor output. Another study including SSRI exposure coupled
with anticonvulsants and benzodiazepines revealed more abnormal scores in exposed
infants.

In a landmark prospective cohort study, researchers showed that IQ, language, behavior
and temperament did not differ significantly between children aged 15 to 71 months who
were exposed to antidepressants throughout pregnancy and children from non-depressed
mothers [8]. However, the authors found that the duration of depression and the number
of depressive episodes had a negative impact on children’s global IQ and language devel-
opment. One ongoing research on venlafaxine and SSRIs from the same researchers does
not support neurobehavioral sequelaes in children exposed in utero to venlafaxine
compared to their siblings or to SSRIs-exposed children; however, non-exposed children
achieved higher scores on full-scale IQ. Again, maternal psychiatric condition, rather than
medication use, was identified as a significant predictor of children’s neurocognitive
performance.

Selecting an antidepressant during pregnancy

The decision will be guided by the severity of the symptoms, the safety profile of the
medication, but also by previous response to a given agent or a class of agents. The clinician
will favor a better studied medication, such as the SSRIs sertraline, citalopram and
fluoxetine (Table 13.1). As expected, the safety profile of the newer antidepressants is
relatively less known; they should be prescribed in more complex clinical situations or
when there is non-response or intolerance to a better-studied agent.

Continuing or interrupting antidepressant treatment during
pregnancy

The decision to continue or to stop treatment in a woman who just learned of her
pregnancy should take into consideration the severity of the maternal condition, the risk
of relapse and the accumulated data regarding the medication. Stopping the medication
could sometimes be considered, but the risk of relapse is significant and the patient should
be offered a close monitoring of her condition. In a single study, two-thirds of women
whose depression was controlled and who had stopped taking their medication before
conception relapsed, compared to a quarter of women who continued their treatment [9].
The women from this cohort had however a more severe past psychiatric history; the
numbers could theoretically be lower for patients without co-morbidity or with a first
depressive episode. If treatment is continued, monotherapy should be favored, with the
least elevated dose allowing clinical efficacy.

In the case of unplanned pregnancies, which happens near half the time, embryonic
exposure has already happened and it is often difficult to wean the patient off the drug
before the end of organogenesis: interrupting treatment at this stage hardly reduces the
potential risks of structural teratogenesis. Few situations would warrant a change of
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medication after the onset of pregnancy, since this would expose the mother and the infant
to multiple agents instead of one.

Antianxiety agents

The most frequently used class of medication are the benzodiazepines. Agents with a short
half-life should be privileged. Occasionally, the use of a longer-acting benzodiazepine could
be an alternative among patients who have not responded to a shorter-acting agent
and who do not want to receive an antidepressant medication on a continuous basis
(see Table 13.1).

Other biological interventions for treating antenatal
depression and anxiety

Omega-3 fatty acid supplementation

There is little data thus far on the use of omega-3 supplementation for perinatal depression
and results from small studies have tended to be equivocal [10]. However, safety data
suggest low risk for obstetrical or neonatal complications with daily supplementation up to
3g beginning after the first trimester. If omega-3 fatty acids are to be prescribed to a
pregnant women, careful attention should be given to the choice of a commercial supple-
ment because proper regulation of natural products is lacking in most countries, and
mercury and other contaminants may be present in unregulated supplements. Omega-3
supplementation should be avoided among women at risk of bleeding.

St John’s wort

As a single study has been conducted on the safety of this herb during pregnancy, the use of
agents with a better-known safety profile should be privileged.

Other non-psychotherapeutic treatments for depression
and anxiety

Although insufficiently studied, exercise, acupuncture and luminotherapy may all hold
promises for preventing perinatal depression and anxiety [10].

13.3 Bipolar disorder

As a chronic condition present in 1–2% of the general population, bipolar disorder can have
a very significant impact on pregnancy, both antenatally and postnatally. Recent data has
shown that the risk of exacerbation or relapse of bipolar disorder during pregnancy tends to
be high. The risk will be clearly increased among women who stop their mood stabilizer
before becoming pregnant or during pregnancy [11].

The post-partum period is a particularly vulnerable time for women with bipolar
disease, even among women who do not present mood changes during pregnancy.
Relapse rates during the first three to six months are as high as 50% and include
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manic or depressive episodes of various severity [12]. The risk of relapse is higher if the
mood stabilizer is stopped abruptly in early pregnancy or if the course of the disorder is
marked by four or more mood episodes.

Treatment planning and prophylactic treatment of mothers with
bipolar disorder

Personalized recommendations will depend on a proper assessment of the severity of the
illness:

• Duration of asymptomatic functioning

• Identified precipitants

• Knowledge about the illness

• Number of prior depressive episodes

• Frequency, type and duration of prior decompensations

• Time elapsed since the last episode

• Presence of various co-morbidities such as substance use or personality disorder.

The clinician will need to document prior response to treatment and the results of past
attempts to stop medication. The partner and extended family network will often be
solicited as key partners for treatment planning. Importantly, the clinician who is
asked questions about pharmacological management should be ready to frankly
discuss the patient’s readiness for parenthood, especially among very vulnerable
patients [13].

If it is decided to stop medication in pre-conception, the interruption should be
progressive, during at least two weeks, while monitoring the recurrence of symptoms.
According to the assessed risk of recurrence and intensity of symptoms, medication may be
restarted during pregnancy, ideally after the period of organogenesis, that is after the first
trimester (see Table 13.2).

In more severe conditions, such as in a poorly controlled bipolar I patient, it might be
preferable to continue medication throughout pregnancy instead of reintroducing higher
doses or multiple medications later during the pregnancy. The general rule will be to use
monotherapy with minimal effective doses [14]. The prevention of postnatal depression in
bipolar patients is beyond the scope of this chapter, but we should mention that the patient
and her family should always be wary of antidepressant-induced manic switches.

Lithium carbonate

Lithium carbonate has been shown to reduces the risk of post-partum psychosis (PPP) two-
to fivefold. It is currently considered the first line of prophylactic treatment (Table 13.2).
The high relapse rate of bipolar illness justifies in most cases a prophylactic pschopharma-
cological intervention, especially postnatally. Indeed, preventing PPP necessitates in the
vast majority of cases reintroducing or continuing a mood stabilizer.
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Table 13.2 Safety profile of antipsychotic agents and mood stabilizers during pregnancy

Medication classes Teratogenic, neonatal and

neurobehavioral

developmental effects

Comments and recommendations

Antipsychotic agents

Newer antipsychotics:

Clozapine

Olanzapine

Paliperidone

Quetiapine

Risperidone

Ziprasidone

130 first-trimester exposures

to clozapine, 300 exposures to

olanzapine, 170 exposures to

risperidone, less than 40

exposures to quetiapine and

50 exposures to ziprasidone

have been reported in the

manufacturers’ internal

registries, a small prospective

cohort study and a

population-based study

without evidence of an

increased risk for birth defects

compared to the baseline

risk [14, 20]; 300 exposures to

quetiapine during pregnancy

with known outcomes have

also been reported to the

manufacturer with apparently

no pattern of birth defects, but

more detailed data are not

available [20]

Lower placental transfer for

quetiapine compared to

olanzapine and risperidone [20]

Higher rate of large-for-

gestational age and higher

birth weights among newborn

exposed to newer antipsychotic

agents in a small cohort [20]

Neonatal signs and

complications affecting

primarily CNS occasionally

reported with late pregnancy

exposure to olanzapine,

risperidone and quetiapine,

although a specific syndrome

has not been described yet [20]

Manufacturer’s internal registries

suggest a wide use of atypical

antipsychotic drugs during

pregnancy, although well-designed

epidemiological studies are lacking

to support the safety of these

medications during pregnancy.

Metabolic disturbances, increased

body mass index and decreased

folate blood levels associated with

their use might indirectly lead to

increased risks of hyperglycemia,

gestational diabetes and possibly

birth defects, although the latter has

not been shown yet.

Until more data is available, the

newer antipsychotic agents should

be reserved for more difficult

clinical situations and should be

avoided when better studied

medications are available

(e.g. benzodiazepines for insomnia)
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No data currently published

for paliperidone

No published data on

neurodevelopment of

infants exposed in utero [20]

Conventional

antipsychotic agents:

Phenothiazines

(e.g. chlorpromazine),

thioxanthenes

(e.g. zuclopenthixol)

and butyrophenones

(e.g. haloperidol)

Phenothiazines use in

pregnancy has been associated

with a small increase in major

birth defects in a meta-analysis

[20]; however, a recent

population-based study

suggests that the psychiatric

conditions and related behaviors,

rather than the

drug itself, can explain this

difference; no pattern of birth

defects has been described

More than 400 first-trimester

exposures to haloperidol

recorded in prospective cohort

studies without evidence of an

increased risk of birth defects

above the baseline risk; an

increased rate of obstetrical and

neonatal complications

(prematurity, low birth weight)

have been suggested [20]

Neonatal signs and CNS

complications such as

extrapyramidal effects and

withdrawal syndromes seldom

reported in late pregnancy

exposed newborns [20]

Few data on long-term

developmental effects have been

published and do not support a

major neurobehavioral teratogenic

effect; exposed children appear to

be heavier and taller than the gen-

eral population; the clinical

The safety profile of this class is

reassuring, but side effects such as

hypotension preclude the use of

phenothiazines as first-line agents

for psychiatric conditions. For

more incisive antipsychotics, close

monitoring of extrapyramidal

effects is warranted especially

postnatally. Although relatively

contra-indicated, long-action

formulations can be considered

when drug compliance is an issue

Table 13.2 (Continued)

Medication classes Teratogenic, neonatal and

neurobehavioral

developmental effects

Comments and

recommendations
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significance of these observations is

unknown [14, 20]

Mood stabilizers

Lithium Several small epidemiological

studies have shown an increased

risk for cardiovascular defects,

notably Ebstein anomaly, with a

frequency estimated to vary

between 0.9% up to 6.8% in a

small study that probably

overestimated the actual risk

owing to methodological flaws

and a small sample size. The

actual additional risk for

cardiovascular defects is

estimated to be around 1% [14].

The baseline risks for cardiac

birth defects and Ebstein anomaly

are 1% and 0.005% respectively.

Transient neonatal complications

(primarily hypotonia and other

CNS depression signs, as well as

cardiac and renal effects)

described in several case reports

and clinical studies; these effects

tend to be less frequent when

lithium treatment is withheld after

the onset of labor or 24–48 hours

before a planned Caesarean

section [14]

Few data on long-term effects of

prenatal exposure to lithium have

been published: mothers of 60

exposed infants reported no

adverse effects on their child’s

development in the Lithium

Baby Registry, and 22 infants have

been evaluated at one year of age

without evidence of impaired

development in comparison

to a control group [14]

Lithium is a first-choice agent for

bipolar disorder in childbearing age

women. Depending on the natural

course of the disease, lithium

treatment can be withheld during

the period of cardiac

embryogenesis (between weeks 5

and 10 of gestation) to lessen the

risks of cardiovascular defects. If

exposure occurred during that

period, high-resolution fetal

cardiac ultrasonography can be

offered. Close monitoring of

lithium blood levels during

pregnancy is warranted because of

the pharmacokinetic changes

occurring throughout pregnancy.

Divided doses should be used. In

order to avoid lithium toxicity,

good hydration should be

maintained. Lithium dosage should

be reinstituted at pre-pregnancy

doses as soon as possible after

delivery. Interactions with NSAIDs

should be monitored in

post-partum.

Antiepileptic drugs:

Carbamazepine

Lamotrigine

Increased risk of major birth

defects for valproic acid, with

10% of exposed newborns

Valproic acid should never be

considered as a first-line agent for

women of childbearing age.
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Topiramate

Valproic acid

diagnosed with major structural

anomalies, particularly neural tube

defects (1–2%). This figure rises

when multiple anticonvulsants are

used during the first trimester.

A possible set of dysmorphic

features has been described.

A dose-response relationship has

been observed, with daily doses

exceeding 1000 mg carrying a

higher risk [1].

Neurodevelopmental problems

such as decreased verbal IQ,

learning disorders and

impairments in communication

associated with autistic spectrum

disorder, have been observed in

follow-up studies. Nevertheless,

numerous confounding factors can

bias these observations.

Large epidemiological studies for

lamotrigine have not found an

increased risk of birth defects,

although a ten-fold increase

in isolated oral clefts has been

observed in a large registry.

The background risk being low

for oral clefts, absolute

additional risk is less than 1%.

Dose-response relationship for

birth defects has been proposed

in some studies, the risk being

slightly higher with daily doses

above 200 mg [1]. Assessment of

cognitive function at 3 years of age

in lamotrigine-exposed children

has shown mean IQ values of 101,

which were significantly higher

than in valproate-exposed

children [21]

If indicated, the lowest effective

dosage divided in three or four

daily doses to minimize serum

fluctuations must be given along

with preconceptional folic acid.

Close antenatal follow-up

including detailed ultrasounds

is warranted. Exposed children

might also need close

developmental monitoring

Emerging data for lamotrigine sug-

gest a very low teratogenic risk. A

detailed ultrasound to rule out oral

cleft can be offered if first trimester

exposure occurs

Carbamazepine carries a lower ter-

atogenic risk than valproic acid and

might also be considered an alter-

native to valproate. Topiramate

should be avoided until further

safety studies are available

Table 13.2 (Continued)

Medication classes Teratogenic, neonatal and

neurobehavioral

developmental effects

Comments and
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Antiepileptic drugs

Antiepileptic drugs, notably valproic acid, should be avoided if possible among women
with a bipolar disorder, especially during the first trimester (Table 13.2). Lamotrigine could
be considered as a second-line agent in women refractory to lithium.

Antipsychotics

The newer antipsychotics are increasingly considered as an alternative or an adjunct for
women for whom lithium is an undesirable option. At this time, they should not be
considered as first-line treatments (see Table 13.2).

13.4 Schizophrenia

Close to 60% of mothers with schizophrenia report a deterioration of their condition
whereas about 30% report some improvement. Cessation of medication during pregnancy
has been associated with a relapse risk of 65% [15]. Especially when untreated, this illness is
associated with inadequate prenatal care, the use of alcohol, tobacco and substance,

Carbamazepine has been well

studied, and most registries have

found birth defects rates similar or

slightly higher than the baseline

risk, with 2.2–6.8% of children

being affected when women are

treated with monotherapy [1].

Carbamazepine use during first

trimester carries a risk of 0.5–1% of

neural tube defects. Assessment of

cognitive function at 3 years of age

in carbamazepine-exposed

children has shown mean IQ scores

of 98, which were significantly

higher than in valproate-exposed

children [21]

Data are still scarce for topiramate,

and small cohorts from the

manufacturer’s registry and

another pregnancy registry suggest

a possible increased risk of oral cleft

and hypospadias; incidence can not

be estimated from these

preliminary data
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spontaneous abortions, low birth weight and stillbirth [15]. When encountered postnatally,
delusions or command hallucinations always constitute serious symptoms that interfere
with infant care and may lead to severe neglect, infanticide or maternal suicide. The use of
pharmacological and non-pharmacological treatments is critical to prevent antenatal or
postnatal decompensation among affected mothers.

Treatment planning and prophylactic treatment of mothers with
schizophrenia

The principles of treatment planning are similar to bipolar disease. Contingency planning
for carefully accompanying mothers and families – and sometimes monitoring parental
skills – should be planned with affected parents [16].

Antipsychotics

Independently of exposure to antipsychotics, schizophrenia has been recognized as a risk
factor for congenital malformations in some studies [15]. The high relapse rate of schizo-
phrenia justifies in most cases a prophylactic pschopharmacological intervention through-
out pregnancy and during the post-partum. Although they have been less studied, the
newer antipsychotic agents tend to be increasingly utilized clinically because of their more
favorable side-effect profile (see Table 13.2).

Depot antipsychotics

The risks of non-compliance to medical treatment are often high in this population and
may require the use of depot antipsychotic medication throughout pregnancy and in post-
partum (Table 13.2).

Antiparkinsonians

This class of medication is used in the prevention and treatment of extrapyramidal
symptoms sometimes associated with antipsychotics, notably the conventional ones.
Although few studies have assessed the use of antiparkinsonians during pregnancy, their
safety profile tends to be reassuring overall. Diphenhydramine is the best-studied agent in
this class [14].

13.5 Post-partum psychosis

Post-partum psychosis (PPP) is a psychiatric emergency that occurs after 0.1 to 0.2% of all
deliveries. This syndrome is associated with a variety of psychiatric disorders, notably
bipolar disorder, schizophrenia and schizoaffective disorder [17]. PPP is often the first
manifestation of a bipolar disorder. It is observed in 25–50% of non-treated bipolar
patients, 75% of bipolar patients with a prior PPP episode and 90% of bipolar patients
with a prior PPP and a family history of the disease [18].
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Treatment planning and prophylactic treatment of mothers with
a history of PPP

In addition to psychoeducation about stress management and sleep hygiene, prophylactic
psychopharmacological treatment is a key preventive element of PPP. Since this condition
has a very rapid onset, it is critical to educate the patient, her family – and obstetrical teams –
about the importance of restarting antipsychotic medication immediately postnatally.

Antipsychotics

Antipsychotics and emergency psychiatric hospitalization are the cornerstones of treatment.
Antipsychotics decrease the risks of maternal suicide and infanticide. Dosage optimization
should attempt to fully treat maternal psychotic symptoms, while minimizing maternal sedation
during supervised visits with her infant. Depending on the underlying psychiatric condition,
medical treatment will often lead to a full recovery of maternal functioning.

13.6 Conclusion

The treatments now available to prevent and to treat perinatal psychiatric disorders have
the potential to help parents and infants during a most critical period of development.
The challenge of balancing a medical–psychiatric view with a more developmentally
based approach has become a capital issue for perinatal and infant psychiatrists.
Unfortunately, role compartmentalization between adult and infant psychiatrists can
lead to a tendency by adult psychiatrists and family physicians to conceptualize and treat
antenatal psychiatric disorders primarily or exclusively as an individual psychiatric
problem. Insufficient training may be at fault in approaches that include the rest of the
family, particularly the infant, in the treatment process. The emerging field of women’s
psychiatry, for its part, may be facing the same challenges as obstetrics: minimal training
is provided in parental role development and the specifics of infant development and
psychopathology. Again, more training in infant development, early relationship disor-
ders and infant psychopathology for adult psychiatrists and obstetricians would go a long
way to improving the situation.

The growing and cumulative data regarding psychopharmacological treatments during
pregnancy helps health professionals make better informed decisions in close collaboration
with patients and families. In every situation, psychopharmacological treatment should be
integrated within a multimodal treatment plan that will put premium value on emotionally
accompanying future mothers and facilitating their transition to parenthood.
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Clinical vignette

Ms B is a 21-year-old woman from India who is pregnant for the second time. Now in her
second trimester, she is anxious about the health of her fetus, having had complications in
her first pregnancy. She lives with her parents because her husband is a migrant worker and
has to stay away from home. He visits her once a month for a few days and during this time
consumes alcohol and occasionally is violent towards her. Her firstborn is a female child
and, due to the pressure of her in-laws, she is anxious about the sex of this fetus. She has of
late become listless, is unable to sleep and is irritable towards her older child who is now two
years old. She has also been found to be anemic owing to her poor nutritional status. She
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had wanted to wait for a few more years before her second baby but had an unplanned
pregnancy.

14.1 Introduction

Mental health problems in pregnancy present an enormous challenge to clinicians. Once
considered a time of emotional well-being, and ‘protecting’ women against psychiatric
disorders, it is now well established that several psychiatric disorders are common during
pregnancy, with depression being most common. The case vignette above depicts a
common scenario among women from deprived backgrounds who have unplanned preg-
nancies, face violence and in certain countries face problems related to the gender of the
children they bear. Depression and anxiety are common correlates of such psychosocial
situations. A recent meta-analysis of 21 studies [1] found that the mean prevalence rate for
depression across the antenatal period was 10.7%, ranging from 7.4% in the first trimester
to 12.8% in the second trimester.

Despite the fairly high prevalence of mental health problems and the serious conse-
quences of untreated psychiatric disorders in pregnant women, most mothers and families
hesitate to take treatment for fear of being prescribed psychotropic drugs that might cause
harm to the fetus. It is hence important to offer psychological and social forms of treatment
to pregnant women with mental health problems that can be managed without
medications.

This chapter focuses on psychological and psychosocial treatments for common mental
health problems during pregnancy. Most mothers with severe mental illness need pharma-
cological treatment, as psychosocial treatments, though supportive, are not very effective as
primary forms of treatment. The focus hence in this chapter will be on the non-psychotic
forms of mental illnesses namely, depression, anxiety disorders, eating disorders, substance
abuse and suicide.

The literature on interventions in pregnancy is sparse compared to that on post-partum
psychiatric problems. This is despite the fact that depression and anxiety during pregnancy
have been associated with poor obstetric outcomes and higher rates of post-partum
psychiatric morbidity. Most of the literature focuses on depression and to some extent
on anxiety. Interventions studies on other disorders are few.

14.2 Maternal–fetal attachment disorders

Maternal–fetal attachment (MFA) and bonding begins fairly early in pregnancy. While
some women instinctually bond with their fetus, other women have difficulty engaging in
behaviors and interactions that increase their affiliation with the fetus. In a recent meta
analysis [2], 72 studies published between 1981 and 2006 were reviewed to examine
predictors of MFA. Findings indicated that MFA increased with gestational age, when
mothers perceived good availability of social support and (where applicable) with every
ultrasound used for prenatal testing, when mothers could see the fetus growing.

Maternal mental health significantly influences MFA. While individual therapy with
mothers at risk for MFA-related problems is important, involving family members in
treatment and care is crucial. Adequate family support is almost always what the pregnant
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woman yearns for and therefore activating this informal support network is likely to
enhance maternal well-being. Further, social and cultural stereotypes and expectations
glorify pregnancy and motherhood and place immense pressure on the woman to enjoy this
life event. This creates conflict and dissonance in women who are experiencing negative
emotions. Normalizing these emotional states when transitory is important to alleviate this
anxiety.

Women and couples are often encouraged to participate in parenting workshops to be
better prepared for the adjustments they have to make before and after the arrival of their
newborn. Couples are motivated to spend quality time together to enhance maternal
mental health and MFA. A recent review included 26 studies to examine the effectiveness
of group-based parenting programs in improving maternal mental health [3]. The findings
indicated that parenting programs have the potential of improving maternal mental health
in the short term. Due to a lack of longitudinal follow-up studies, there is no evidence as yet
to support supporting maintenance of these benefits in the long term.

14.3 Anxiety disorders

Pregnancy is a major life event for all women and it is normal to experience some anxiety
during pregnancy, either related to the well-being of the fetus, or to the process of
childbirth. Though they are quite prevalent, anxiety disorders are not as widely
researched in pregnancy as mood disorders. Contrary to the popular belief that preg-
nancy is a state of well-being with low rates of mental health issues, studies have
indicated that anxiety disorders are common during pregnancy. Anxiety symptoms are
as common as depression after delivery and possibly more prevalent during pregnancy
[4]. Anxiety during pregnancy has been identified as an independent predictor of
childhood behavioral and emotional problems and also a predictor of post-partum
depression. Common themes of severe anxiety during pregnancy include fear of fetal
loss or fetal abnormality. Interventions in anxiety disorders during pregnancy are
important because of the association of these disorders with a variety of poor outcomes.
These include:

• Pre-eclampsia

• Increased nausea and vomiting

• Longer sick leave during pregnancy

• Increased number of visits to obstetrician

• Spontaneous preterm labor

• Preterm delivery

• Low birth weight

• Admission of infant to neonatal care and elective cesarean section [5].

The effect of anxiety disorders on low birth weight is however, still a subject of scrutiny with
a meta-analysis on this relationship failing to demonstrate a significant link.
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The psychosocial interventions discussed below pertain to following anxiety disorders:
generalized anxiety disorders, panic disorders, phobias, obsessive compulsive disorders and
post-traumatic stress disorders.

Panic disorder

Due to the physiological changes that occur during pregnancy a woman may be at increased
risk of onset or recurrence of panic disorder. Physiological symptoms such as fear and
autonomic arousal symptoms like shortness of breath, pounding heart and dizziness may be
misinterpreted in catastrophic ways in relation to the pregnancy. Anticipatory anxiety about
future attacks and consequences of the attacks on the fetus can be significantly disabling.

Generalized anxiety disorder

Pregnant women with generalized anxiety disorder (GAD) experience excessive worry
about a number of life domains along with various physical symptoms such as tension
headaches, muscle aches, irritability and poor concentration. Pregnancy itself is associated
with role changes, health concerns for the fetus and bodily changes and may form the
content of these worries.

Psychological treatments have been used successfully in treating anxiety disorders.
Cognitive behavior therapy (CBT) has found wide acceptance in the treatment of anxiety
disorders. The basic tenet of CBT is that emotional responses are caused not by situations
per se but by the person’s belief and interpretations of these situations. Understanding the
cognitive and behavioral factors that underlie anxiety disorders is important in formulating
a treatment strategy. Before venturing into treatment it is important for a proper assess-
ment of any co-existing medical disorder that may explain the current anxiety, or another
psychiatric disorder that can hamper treatment. There is limited research evidence in the
use of CBT in pregnant women with anxiety disorders. However, if the anxiety is mild to
moderate it is best to consider psychological management as a first line of treatment.

Phobias

A phobia is an irrational fear of an object or a situation leading to avoidance. There is no
literature on the exact prevalence and impact of specific phobias such as social phobia or
agoraphobia during pregnancy. A specific type of phobia that has been discussed in relation
to pregnancy and child birth is tokophobia, which is defined as an intense fear of childbirth.
This can lead to women avoiding pregnancy, terminating pregnancy of a very much wanted
baby or demanding Caesarean section in subsequent pregnancies. It has been classified as:

• Primary, in a nulliparous woman

• Secondary, if she has had previous traumatic deliveries

• Secondary to depressive illness or post-traumatic stress disorder (PTSD) during pregnancy [6].

The reported prevalence of serious fear of childbirth was 5.5 % in women. It is also
important to consider factors influencing this fear, namely, history of sexual or physical
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abuse, a traumatic gynecological examination, previous experience of childbirth and
related anxiety and also myths about labor and childbirth. Fear of childbirth may also be
a symptom of PTSD associated with childbirth.

Interventions for anxiety disorders

Tokophobia

Specific interventions have been developed for tokophobia. Sjogren and Thomassen [7]
reported encouraging outcomes in a study that compared 100 pregnant women with fear of
childbirth with a matched reference group of women with the same condition. The study
group received individualized psychological and obstetric support from psychosomatic
gynecologists during pregnancy. Results showed that in the study group the request for
Caesarean sections reduced from 68% to 30%. Obstetric outcomes in those who had
vaginal deliveries were overall similar in the study and control groups, but women in the
study group were more likely to have induced labor, epidural anesthesia or a pudendal
nerve block. A randomized controlled trial of an intervention comparing intensive and
conventional therapy for 176 pregnant women with fear of childbirth was conducted in
week 26 of their gestation. Intervention in the intensive therapy group produced a reduc-
tion in unnecessary Caesarean sections, pregnancy and birth-related concerns and shorter
labor when compared with the control group who received conventional therapy only [8].

The ultrasound examination also has been used for reducing childbirth-related anxiety: 40
women randomized to video and verbal feedback during three ultrasound examinations
were compared with a group which received no feedback. Women in the feedback group
were found to have lower scores on the Spielberg State Trait Anxiety Inventory and fewer
delivery complications [9].

Bastani et al. [10] studied the role of applied relaxation therapy in reducing stress and
anxiety among 110 primigravida women in their second trimester. Seven sessions of
applied relaxation therapy were compared with usual antenatal care in pregnant women.
The intervention group was found to have significant reductions in anxiety symptoms and
perceived stress, indicating the benefits of applied relaxation therapy on anxiety.

The role of counseling by midwives in reducing anxiety has however shown mixed
results. Midwives trained in counseling talked to the women and invited them to express
their fears and devised individual birth plans. Although women were very satisfied with
their care, those in the intervention group had more frightening experiences of delivery and
higher rates of PTSD symptoms than those in the control group. The authors concluded
that the counseling received by the women in this study did not accord them the same
positive experience of childbirth as the average parturient at the unit, and that more
effective forms of treatment may be necessary [11].

Post-traumatic stress disorder

There has been a recent surge of interest in PTSD among pregnant women. PTSD is seen in
women who have experienced a traumatic event. It is characterized by re-experiencing of a
traumatic event with hyperarousal symptoms and avoidance of stimuli relating to the traumatic
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event. Most reports on PTSD are related to a traumatic childbirth in previous deliveries. Rates
of PTSD have been reported around 7.7% in disadvantaged pregnant women [12].

Predictors of PTSD symptoms include:

• Perception of low levels of support from staff and partner

• Pain in the first stage

• Low perceived control and feelings of powerlessness in labor

• Medical interventions in pregnancy and labor

• Trait anxiety

• Past history of mental health problems and

• A history of sexual trauma and poor social support.

No treatment trials have been conducted for PTSD during pregnancy. Various psycholo-
gical treatments that are used in treating PTSD have been recommended in pregnant
women, with CBT showing most promising results.

Obsessive compulsive disorder

OCD may have its first onset during pregnancy or post-partum [13]. There are reports of
OCD occurring during pregnancy and resolving spontaneously after delivery. The obses-
sional content may involve the fetus. The psychological treatment that may be used in
pregnant women is exposure and response prevention that has evidence of being effective in
non-pregnant women with OCD, though no treatment trials are available in the literature.

14.4 Eating disorders

Most women with eating disorders are of childbearing age. Despite fertility rates of women
with eating disorders being lower than those in the general population, a study screening
women for eating disorders in an antenatal clinic found that 5% scored above threshold on
the Eating Attitudes Test.

The consequences of eating disorders in pregnancy are poorly understood, as existing
studies have differing sample sizes and varying study designs. Several studies report
improvement of symptoms during pregnancy but return of symptoms in the post-partum
period. Other studies have found an increased rate of relapse.

The impact of eating disorders on pregnancy [14] includes an apparently increased
chance of hyperemesis and increased risk of:

• Postnatal depressive episode

• Pregnancy termination

• Preterm delivery and perinatal mortality

• Gestational diabetes
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• Low birth weight in infants, small for gestational age baby

• Caesarean section

• Miscarriage

Eating disorders are associated with nutritional problems, weight loss and concerns about
body image.

Management

There are no controlled studies for treatment of eating disorders during pregnancy. A case
report of a pregnant woman with anorexia nervosa highlights the need for a multidisciplinary
approach [15]. For effective management of pregnant women with eating disorders, a
multidisciplinary approach is highly desirable. The team should include where possible
physicians, gynecologists, a mental health professional and nutritional experts. The mental
health professional should coordinate with other team members regarding the progress of the
treatment. Women with eating disorders may mask their weight by using certain strategies; it
is hence important to be careful and at the same time to avoid being critical of the behaviors.

A thorough medical evaluation is necessary to rule out the metabolic complications
associated with eating disorders. Nutritional assessment is vital to advice regarding the diet.
Serial monitoring of weight during the pregnancy is important. Inability to gain weight
during pregnancy may be an indicator of underlying eating disorders.

14.5 Depression

Interventions studied for depression are of three types: education, interpersonal therapy
(IPT) and Brief Interpersonal therapy (IPT-B). Spinelli [16] piloted IPT among a small
group of depressed antepartum women and found it to be a feasible, acceptable and useful
intervention. Subsequently the author studied the efficacy of IPT among 50 low-income,
recently depressed migrant women from the Dominican Republic [17]. The participants
met for 45-minute weekly sessions with therapists. IPT was administered over 16 weeks in a
manualized form. This was compared with parenting education programs in reducing
depression. During parenting education program sessions, the therapist emphasized the
developmental stages of pregnancy, delivery, parenting and early childhood. The therapist
also facilitated attaining concrete services (housing, etc.) but did not provide specific
emotional support. Twenty-five depressed women were randomly assigned to the experi-
mental treatment IPT group and 25 to the parenting education. Thirty-eight women
remained in the study and were included in the data analysis. Depressed mood was
measured with the Edinburgh Postnatal Depression Scale (EPDS), the Beck Depression
Inventory (BDI) and the Hamilton Depression Rating Scale (HDRS). The Clinical Global
Impression (CGI) and the HDRS measured recovery. The authors found that IPT had a
significant advantage over parenting education in reducing depression scores measured by
the EPDS. Both groups showed marked improvement over the course of treatment. The
mood of the women in the IPT group however, improved significantly more than the
parenting education program control group on scores on the EPDS.
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Grote et al. [18, 19] in two separate studies have shown the efficacy of IPT-B in the
treatment of depression among antepartum mothers. The first was a pilot study with a
small convenience sample of disadvantaged women in a public obstetrics hospital in the
USA. The second, more recent study was a randomized controlled trial which used enhanced
IPT-B and compared it with routine care. IPT-B, similar to IPT, is designed to treat depression
by helping patients resolve one of four interpersonal problem areas (that is, role transition, role
dispute, grief and interpersonal deficits). For example, to reduce treatment burden and
activate change in the participant, the format of IPT-B treatment is restructured into 8 rather
than 16 sessions and a focus on the long-term problem area of interpersonal deficits is avoided.
Enhanced IPT-B has been described by the authors as a multi-component model of care
consisting of an engagement session, followed by eight acute IPT-B sessions before the birth
and maintenance IPT up to six months post-partum. This was augmented with modifications
to make it culturally relevant to women who were socio-economically disadvantaged.

The IPT-B study demonstrated that among pregnant women with low incomes who
scored >12 on the EPDS in a public care obstetrics and gynecology clinic, those who were
randomly assigned to receive enhanced IPT-B and maintenance IPT, compared with those
assigned to usual care, obtained significantly greater reductions in depression diagnoses
and depressive symptoms before childbirth (three months after baseline) and at six months
post-partum. They also showed significant improvements in social functioning at six
months post-partum. Patients in the IPT-B group showed significantly higher rates of
treatment engagement and retention than patients in the usual care group, with 68% (N¼ 17)
of the IPT-B group compared with 7% (N ¼ 2) in usual care completing a full course of
treatment, defined as seven to eight sessions.

The above studies are the only well-tested reported interventions for depression in ante-
partum women. Dennis et al. [20] in a Cochrane review on the subject has discussed the lack of
well-designed randomized clinical trials on the topic and the need for further investigation.

One of the important learnings from the limited research described above is that effective
interventions in antepartum women are desirably brief, delivered either in the community or
in the obstetrics setting and culturally relevant. Grote et al. [18, 19] and Spinelli and Endicott
[17] studied low-income women in different parts of the USA, who were culturally dis-
advantaged. They emphasize that despite the intervention being manualized, an ethnogra-
phically defined motivational engagement session is an important part of the intervention.
Also, the intervention should be cost-effective and accompanied by provision of support for
real life needs such as social services, housing and developing wider social networks.

The psychosocial risk approach to intervention

Several clinicians and researchers have advocated the risk approach to intervention in
pregnant women with mental health problems. This includes screening of women for
possible risk factors (enumerated below) and subsequently offering targeted interventions
depending on the nature of the stress.

The psychosocial risk factors that need to be assessed include:

• Past history of depression and anxiety disorder

• Past history of abuse or poor parental care

• Lack of current emotional or practical supports
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• Poor quality of relationship with, or absence of, a partner

• Domestic violence (past or current)

• Current major stressors or losses

• Low self-esteem

• Drug and alcohol abuse and

• Dysfunctional personality or coping style.

The greater the number of risk factors, the more likely it is that the mother requires added
supports or more specific interventions, irrespective of the presence of current symptoms.
Whether there is an advantage to the combined use of a structured risk questionaire or
interview with the EPDS in identifying vulnerable women remains to be formally assessed
through adequate trials. Once ‘at risk’ or symptomatic women are identified, there need to be
mechanisms in place for the formulation of clear management guidelines. Austin [21]
emphasizes the importance of the particular risk factors and clinical symptomatology identi-
fied at antenatal psychosocial assessment for each woman leading to specific referral pathways.
Examples include referral to antenatal groups for mothers needing stress management skills;
those with a history of abuse or suboptimal parenting needing specific psychological or social
interventions; those needing medication, to see a psychiatrist; and referral to a social worker
for those with experience of domestic violence or relationship problems. The interventions
offered will obviously be determined by the availability of local resources.

Other therapies

Some of the other treatment modalities which do not strictly fall under the banner of
psychosocial therapies but are targeted at common mental health problems include acu-
puncture, massage, yoga and mindfulness meditation and relaxation. In a pilot feasibility
study, the authors tested the hypotheses that a seven-week mindfulness yoga intervention
would reduce salivary cortisol levels as well as self-reports of distress operationalized as
perceived stress, anxiety and pain. There were significant improvements in perceived stress
and trait anxiety. For women beginning the intervention in third trimester, anxiety and
perceived stress had greater attenuation. For women beginning the intervention in second
trimester, the physical pain that normally increases over time was minimized. Second-
trimester women also appeared to develop increased physical well-being over the seven
weeks of sessions while third-trimester women did not experience increased physical well-
being but had less psychological distress [22]. A randomized trial evaluated self reported
anxiety, maternal heart rate, and serum cortisol concentrations before and after 45-minute
periods of active and passive relaxation in 58 pregnant women, and outcomes in both
groups significantly improved from pre- to post-treatment [23].

14.6 Suicide

Women experience a gamut of intense emotions during pregnancy, the most damaging
being severe depression leading to suicide. A recent report from Australia highlighted the
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finding that psychiatric illness including suicide is a leading cause of maternal death during
the perinatal period in the UK and Australia [21]. A review of the prevalence of suicide
during pregnancy and post-partum from the USA indicated that 20% of post-partum
deaths were due to suicide. Further, the prevalence of suicidal ideation was estimated as
between 5 and 14% [24].

Some women are likely to be at a higher risk for suicide during pregnancy. This includes
women who are victims of sexual abuse/rape, intimate partner violence and those who have
an unplanned and/or unwanted pregnancy. While depression, hopelessness and suicidal
ideation can result in the mother not taking adequate care of herself or her fetus, suicide
attempts can lead to a range of adverse consequences on the mother and her developing
fetus. Therefore early identification, prevention and psychosocial interventions with
women at risk for antenatal and post partum psychiatric disorders are important for two
reasons:

1 Intervention during pregnancy can prevent the occurrence of a post-partum psychiatric
disorder, and

2 The woman, her family and the treating team are better prepared to deal with exacerba-
tions of symptoms during the postpartum period.

Several types of psychological interventions have been conducted with pregnant women:
supportive, interpersonal and CBT. Decision regarding the type of therapy to be conducted
depends largely on the client’s presenting complaints, their severity and the clinician’s
speculations about the possible causes for client’s distress. For instance, a pregnant woman
presenting with severe depression and suicidal ideation stemming from marital problems
and a lack of support from spouse is likely to benefit from couples therapy. Crisis inter-
vention has been found useful for women who have attempted suicide. Home visits are also
recommended but there is insufficient evidence for their effectiveness.

Depending on the severity of distress, women may also benefit from intensive in-patient
treatment and care. Psychological distress may intensify around delivery and women may
report suicidal or homicidal tendencies. Women are usually admitted to in-patient inten-
sive care units where round the clock supervision and monitoring of the mother and her
child is possible. Clinicians may also recommend physically separating the mother from the
child, although the child is brought to the mother for feeding and this occurs in the
presence of a nurse. After the first few weeks, there is likely to be attenuation in distress
and the woman may start bonding with her child. Women often report feelings of guilt
associated with suicidal and homicidal tendencies at this stage.

Mental health professionals often face a sense of time urgency in working with pregnant
women. This sometimes seems like an insurmountable challenge because on the one hand,
decisions have to be taken quickly and on the other hand, the woman is so distressed that
she cannot think rationally, weigh pros and cons and take an informed decision. Whether it
is to facilitate decision-making about continuing pregnancy or alleviating distress during
pregnancy, there is often a pressure to restore maternal health as early as possible, before it
can impact the mother and/or her child adversely. Although psychosocial intervention for
pregnant women at risk for suicide is recommended, empirical studies are yet to demon-
strate its effectiveness. Nonetheless, routine screening for suicidal ideation and early
intervention among pregnant women is underscored.
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14.7 Substance use

Literature on psychosocial treatment of substance use during pregnancy has focused
primarily on women who drink alcohol and/or smoke tobacco prior to conception, and
during pregnancy. Relatively few studies have reported the effectiveness of psychosocial
interventions on women using other illicit drugs during pregnancy. Studies from several
developed countries have reported high prevalence rates of problem drinking among
women of childbearing age. While research has consistently documented a broad range of
adverse effects of excessive maternal alcohol use on her fetus, there is inconclusive
evidence on the association of moderate alcohol use with obstetric and neonatal
outcomes.

Preventive interventions are necessary to create awareness and educate women and
couples who plan to conceive. This may be disseminated through media and school-based
programs and by gynecologists during routine well woman examinations. While some
women choose to cut down or quit substances before planning to conceive, others
voluntarily cut down or quit using substances when their pregnancy test is positive.
Among the latter, depending on the severity of substance use, some damage may already
have been caused to the fetus during the time lag between conception and receiving its
confirmation through a pregnancy test.

Substance use during pregnancy is associated with stigma as many societies have
criminalized substance-using pregnant women rather than encouraging them to seek
treatment. Negative attitudes of treatment providers have also been documented as a
potential barrier. Women therefore do not volunteer this information or may try to conceal
or deny the same on self-report assessments. Although urine toxicology reports have been
used as an objective report of substance use, women may be unwilling to get tested if they
perceive the clinician to be judgemental. Therefore, either the treating clinician or a mental
health professional will have to verbally and non-verbally communicate acceptance and a
non-judgemental stance which will facilitate disclosure and provide an opportunity to
instill positive attitudes about seeking psychological help.

Pregnancy offers a ‘window of opportunity’ for intervention; women are highly moti-
vated to cut down or quit using substances in order to protect the fetus. While increasing
awareness and providing information about harmful effects of the substance on both
maternal and neonatal health outcomes is important in any individual-, couple- or
group-based intervention, specific cognitive behavioral techniques are often used to
enhance and sustain women’s motivation to maintain abstinence and prevent relapses.
Among the CBT techniques, motivational interviewing and contingency management are
commonly used. Motivational interviewing (MI) or motivational enhancement therapy is a
directive, client centered therapy that promotes readiness for cognitive and behavioral
change. Contingency management (CM) is based on the principle of operant conditioning,
which uses positive reinforcement as a means to facilitate and sustain behavioral change.
However, two recent reviews concluded that there was insufficient empirical evidence for
the effectiveness of MI. Comparative outcomes between MI and CM found that people
treated with CM had better retention in treatment and achieved drug abstinence compared
to those treated with MI [25, 26].

Another recent review examining the effectiveness of educational or psychological
interventions to reduce alcohol consumption during pregnancy included four studies
(N¼ 715) [27]. The findings indicated that while these interventions improved abstinence
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and reduced alcohol consumption, they did not provide sufficient evidence for the effec-
tiveness of any one type of intervention.

Conclusive inferences from the above three reviews could not be made due to the
availability of very few controlled studies, small sample size, poorly representative samples
and inadequate study of obstetric and neonatal outcomes.

Although empirical evidence is limited, cognitive behavioral strategies found to be clinically
effective are also recommended for use where relevant. These include: relaxation training,
assertiveness training, cognitive restructuring and discussing alternative methods of dealing
with high-risk situations for relapse, problem-solving and conflict resolution skills [28].
Intensive therapeutic efforts in the first few months are essential to prevent further fetotoxic
and teratologic effects on the fetus. Frequent follow-up contacts are also necessary to ensure
abstinence and to prevent relapses until the baby is weaned.

While intensive therapeutic work is focused on the individual, conjoint sessions are
often conducted if a significant other is available. The significant other is often the spouse,
partner, a close family member or friend who also functions as a co-therapist and helps the
woman maintain sobriety. In addition, pregnant women, spouses and family members may
be involved in skills training programs focused on enhancing parental childrearing abilities,
strengthening parent–child attachment and encouraging family support systems [28].
Although multidisciplinary, community-based family-centered interventions may be
recommended to improve maternal and child health outcomes [29], some women may
benefit from residential treatment and care.

Mental health professionals desirably work in liaison with the clinicians or workers in a
childbirth (or obstetrics) team to plan prevention, early identification and intervention
efforts. Maternal substance use in pregnancy is a public health concern and, more impor-
tantly, it is one of the known and most easily preventable causes of developmental
abnormalities in the newborn child. While integrated perinatal addiction services are
essential, prevention of substance use prior to conception remains a priority.

14.8 Conclusions

It is clear from the above discussion that interventions for mental health problems in
pregnancy are important for the well-being of the mother and the unborn fetus, and for the
health of the mother–infant unit after birth. There is however a large gap between inter-
ventions developed and described for antepartum compared with post-partum mental
health problems. Interventions are needed that are friendly to women, can be delivered
easily and are accessible to them. Cultural considerations are important during pregnancy
and any intervention should take into account the social and cultural context. A risk
approach may be the best start as a model for providing targeted interventions.
Unfortunately, the involvement of fathers has been minimal in intervention studies and
attention needs to be paid to fathers and families acting as a resource.
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15
Perinatal loss: its immediate and
long-term impact on parenting

Miri Keren
Tel Aviv University Sackler Medical School, Israel

Case vignette 1

A 25-week-pregnant woman was referred for psychiatric consultation by the well-baby
care nurse because she claimed not to be feeling fetal movements, in spite of normal
monitor and ultrasound. As opposed to the worried nurse, the mother looked stern and
detached, and was reluctant to talk about herself in general and her pregnancy specifically.
She had immigrated from the former USSR a few years before, her family had stayed there
and she had no social support in Israel, except for her husband. Being pressed to tell her
obstetrical history, it turned out that this pregnancy was subsequent to a stillbirth.
Mother was at first completely disconnected from her unresolved grief, as well as from
her current pregnancy, and refuted the link between her lack of feeling the fetal move-
ments and her psychological condition. Still, she agreed to come for a few sessions, mainly
because she felt alone in the country and missed her own mother. An intense, unresolved
grief was unveiled. She eventually gave birth to a healthy baby, and did not develop any
post-partum disorder.

Case vignette 2

A 25-year-old mother is referred to the Infant Mental Health Unit by the well-baby care
nurse with her 4 month-old baby girl because of suspected post-partum depression. The
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primipara pregnancy was described as uneventful by the nurse, and no special antecedents
were noted in the chart. A significant mother–infant relationship disorder was diagnosed
and dyadic psychotherapy was initiated. After two sessions, the therapist discovered this
child was literally a replacement child: the mother had dreamed of her late sister, who died
in a car accident at the age of nine years, and told her in the dream, ‘I can’t wait anymore.’
This dream was interpreted by the mother as an order to get pregnant so her late sister could
‘relive’. The sister did not come back to life . . . but the ambivalence and turmoil that
characterized their relationship were transmitted to the baby girl . . .

15.1 Introduction

The uniqueness of perinatal grief

For parents, the simultaneous event of looking forward to life that turns into death puts
them into a bewildering, unthinkable state. ‘I am a mother, without being a real one. I feel
amputated from what I was with that child’ said a 27-week-pregnant woman [1, p. 669].
Losing a child is obviously very traumatic for parents, but grieving over somebody who did
not or hardly lived is especially complex. This complexity is not only on the psychosocial
level, but also on the societal level: in many countries, there is no death certificate for
stillborns, nor premature infants who were born at less than 18 weeks of gestational age, and
did not survive. The absence of birth and death certificates means that only the live and
viable newborn has civil rights; from the juridical perspective, it is a dead child who was
never born . . . Contingently, their parents have no parental social rights, such as coverage
of hospital and funeral or incineration expenses, maternal leave, protection of employment
and so on. This lack of recognition from society makes the parents even more isolated in
their grief, as one parent wrote: ‘We would like our late baby be registered as a civilian. We
need the official recognition of our little boy . . . Our life has been so changed that we do not
want, we cannot do as if nothing happened’ [1, p. 671].

Definitions

Perinatal loss is a broad term that encompasses several different situations: early pregnancy
miscarriage, induced abortion following the ultrasound diagnosis of a lethal fetal anomaly
after 24 weeks of gestational age, stillbirths, and death shortly after birth. Each of these differ
in their circumstances, but all of them are unexpected and traumatic. In a study [2] that
compared long-term psychological responses of women following a pregnancy termination
due to ultrasound-detected fetal anomalies with those of women following a late sponta-
neous abortion or a perinatal death, no differences were found between the groups.

15.2 Historical and cultural perspectives

Before the end of the nineteenth century, infant deaths in Europe in the first year of life were
around 150 to 200 per thousand live births. Public health measures led to a significant
improvement at the beginning of the twentieth century, but only the introduction of safe
blood transfusion, sulphonamides and penicillin in the 1930s and 1940s made the real
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difference: by 1945, perinatal deaths had fallen to 45, and by 1981 to 12 per 1000 births [3].
Since that time, there has been only a marginal change [4].

Attitudes to the loss of a newborn, and recognition of perinatal loss as a significant
bereavement, differ in function of normal expectancies. Nowadays Western parents antici-
pate their pregnancies being successful, and therefore are deeply shocked by the loss of their
infant, in contrast with parents from developing countries, where infant mortality is still very
high, and where people protect themselves by postponing their attachment to the child [4].

An additional change, linked with advances in medical technology is that, in the past,
perinatal losses were always spontaneous and unexpected. Today, the use of ultrasound in
pregnancy has made prenatal diagnosis of fetal lethal malformations possible and, contin-
gently, many couples find themselves in the position of choosing to terminate planned and
wanted pregnancies. Issues such as how to announce the lethal anomaly, and how to
prepare the induced abortion, have been new issues that had to be dealt with, by nursing
and medical staff [1].

Most research about psychological impact of perinatal loss have been conducted in the
United States, in western Europe and in Australia, with under-representation of minorities [4].
An exception is a qualitative study [5] on low-income African–American couples, where
socio-economic hardship was a risk factor, and the use of spirituality a protective factor, in
coping with perinatal loss. In a small study of middle-class Indian women after perinatal
loss [6], substantial grieving and common family blame for not producing a healthy child
were reported. Among Taiwanese women, the theme of strong social expectancy of
producing continuity of the family was found as a significant determinant of their psycho-
logical reactions [7].

15.3 Psychological effects of perinatal death on mothers

In the weeks following perinatal loss, regardless of timing and type, mothers experience
grief, i.e. the normative affective response to loss of a significant person, including sadness,
irritability, guilt and somatic symptoms [8]. The severity of the symptoms gradually
decreases, but are normal for up to one to two years [9]. Besides depression and anxiety
symptoms, mothers’ self-criticism alone explained 36% of the variance of their coping
difficulty [10]. The woman’s sense of being causal in the loss has been linked with the
increased frequency of unresolved classification of the Adult Attachment Interview found
in women with history of stillbirth [11].

Risk factors for prolonged grief include poor social support, pre-pregnancy mental
health problems and more ‘neurotic’ pre-loss personality. Factors such as difficulty in
conceiving, greater maternal age, sex of the baby, socio-economic status and religious
observance were not significantly associated [12].

Puerperal psychosis following perinatal death is slightly higher than post-partum
psychosis, but still is a rare reaction [13].

15.4 Psychological effects of perinatal death on fathers

In contrast with the vast array of studies on the psychological impact of perinatal loss on
mothers, it is only recently that fathers’ reactions have been reported systematically.
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Qualitative studies have shown that, in addition to grief, fathers perceive the need to
provide emotional support to the mother, at the cost of denying their own grief and
remaining strong in the face of the mother’s distress [14, 15]. Quantitative studies converge
on the finding that fathers have a lower level of grief [16, 17], anxiety and depression [18],
but higher than in a control group [19]. Vulnerability factors were the same for fathers and
mothers [16]. Low levels of marital adjustment are predictive of increased grief, for men
more than for women [10]. It is notable that these reactions were the same for any kind of
perinatal loss, including sudden infant death syndrome [19] (still, we do not deal in this
chapter with sudden infant death syndrome, because it is a different phenomenon with its
own biological and psychological characteristics).

15.5 Impact of perinatal loss on the couple

Like any serious adverse life event, perinatal loss puts the couple relationship at strain,
especially if parents do not experience grief reactions at the same pace and intensity [20].
For instance, Franche’s findings [10], that perinatal loss is mostly relevant to women’s self
concept and to men’s perceived marital adjustment, strengthen the notion of gender
difference in stress coping, and may explain, at least partly, the increase in relationship
break-up reported in longitudinal studies [20, 21].

15.6 Impact of perinatal loss on the subsequent pregnancy

From the parents’ perspective

Taking on a new pregnancy after previous loss is fraught with apprehension, fear of additional
loss and a sense of failure that remains across pregnancy [22]. Pregnant women with a history
of perinatal loss, compared with those without loss, have less strong prenatal attachment [23],
have altered self-concepts and may experience post-traumatic stress [21]. Post-traumatic
stress reactions during the subsequent pregnancy have been reported among mothers as well
as among fathers [24], lasting at the most for one year post-partum.

From the child’s perspective

Even after a successful birth, mothers with loss histories are more concerned about their
new baby’s health and about differentiating this baby from the baby that dies [25].
Although the two psychodynamic concepts of ‘vulnerable child syndrome’ [26] and
‘replacement child syndrome’ [27] were introduced a long time ago to describe the
ways in which perinatal losses may impact upon the child born subsequent to loss, the
existing literature is mainly descriptive. In the replacement child syndrome, the infant
grows under the impact of parental projections of an idealized lost child. The infant is
perceived as failing to fulfil this idealization, and may grow into an ‘as if’ personality [28];
some of these children are at risk for scapegoating, neglect and abuse. The vulnerable
child syndrome is explained as the result of the infant’s internalization of the parental
anxiety, growing into an anxious individual, excessively concerned with his or her own
health and survival.
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Recent quantitative controlled studies have brought findings that may support these two
theoretical psychodynamic constructs. Disorganized attachment behavior was found in 53
infants next-born after a stillbirth [29] at a significantly higher frequency than among 53
control infants of primigravid infants. It was strongly associated with maternal own
unresolved status of the loss, as measured by the Adult Attachment Interview, a finding
that may suggest a causal link between the mother’s state of mind with respect to her
perinatal loss, and her next child’s subsequent attachment behavior.

This same cohort of infants were followed and examined again at seven years of age [30]
and an association was found between the attachment disorganization scores they had as
infants, and teacher-rated symptoms of attention deficit hyperactivity disorder (ADHD),
but not ADHD cases. In parallel, the mother–child interaction was assessed in both study
and control groups [31]. There were no significant group differences in child cognitive or
health status, nor in teacher-rated child difficulties.

The interesting finding was that mothers with a past of perinatal loss tended to report
increased child difficulties and peer problems, and exhibited significantly more negative
interactions with their child, than mothers with no history of perinatal loss. More speci-
fically, they exhibited higher levels of criticism and controlling behavior, less positive affect
and less engagement with their child. As the authors suggest, these maternal behaviors may
be the expression of unconscious rejection and/or fear of loss. Still, the clinical significance
for the child of these modest stillbirth-related effects is not clear. No clinical cases were
detected among these post-stillbirth children.

Following up these children into adolescence may confirm whether or not there is any
long-term developmental impingement of a less-than-optimal mother–child relationship.
One study has looked at mental health, self-esteem and parent bonding of 77 young
university students whose parents had experienced early child loss [32], as compared
with 223 controls. The loss group recalled their mothers as more protective/controlling
than non-bereaved participants, but no differences were found in their mental health status
nor their self-esteem (as measured with self-report questionaires). None of these studies has
looked at father’s nor family functioning as risk and/or protective factors in the develop-
ment of these children, in spite of the association found between the experience of stillbirth
with a threefold increase in subsequent family breakdown [31].

It is of interest to note that four famous artists were ‘replacement children’:
Chateaubriand, Van Gogh, Ludwig van Beethoven, Salvador Dali . . . each with his own
strengths and vulnerabilities . . . One may wonder the role of their familial perinatal loss in
their talented but tumultuous lives . . .

15.7 Clinical implications

The vast majority of bereaved parents go through mourning, i.e. the process of recovery,
with gradual lessening of distress and return to routine life [4].

Our aim therefore should be to detect the small but significant minority of parents
who will develop abnormal grief. Still, we do have a preventive role in managing the loss
in a way that facilitates recovery, in identifying the factors that impinge on it, and in
planning for specific interventions for those parents at risk for pathological grief. The
definition of normal mourning is quite loose, and pathological grief is usually defined as
either prolonged (above six months) with impaired functioning, or absent. Surprisingly,
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a small minority of parents shows a low level of distress after loss, and perceive themselves
as coping quite well [16].

Announcement and preparation of induced abortion

At the moment of the announcement of the death in utero, parents are in shock, because of
the suddenness and unpredictability of the event. The same goes for the announcement of a
severe malformation, that is perceived as the immediate disappearance of the baby. ‘We don’t
have a child anymore’, announced a mother to her husband after the ultrasound [1, p. 677].
The moment of shock is often followed by intense negative feelings towards the fetus:
‘I would look at my belly with horror, I had the feeling I had a monster in my insides . . .’
[1, p. 677]. Then comes the phase of preparing the parents to take the dead baby out. Most
parents value receiving structured information as well as support in helping them make
sense of the event [34].

When the baby was born alive, but doomed to die shortly after birth, the benefit of giving
parents a role in decision-making for their dying infant has been shown as lessening their
experience of helplessness and angry feelings. Still, for some parents, this principle of
autonomy may not be adequate at a time when they are in shock.

Holding the dead infant

The suggestion to the parents to hold their dead infant has been a common clinical
impression-based recommendation for years. There is recent evidence that physical contact
with the dead baby may actually induce depression, and even more significant parental
post-traumatic stress disorder and post-loss infant’s disorganized attachment [29]. This
recent knowledge has led to a change in the guidelines [1]. Acts aimed at forming memories
– such as seeing photographs of the infant (taken by the staff at the delivery), giving a name,
bringing clothes that had been brought in advance for the newborn, doing some funeral
ritual – are suggested to the parents in a non-patronizing manner. Each of the parents
decides for her- or himself. When parents do wish to see their dead infant, a ‘humanized
presentation’ is recommended: it should be cleaned, properly enveloped in clothes, and
held in the midwife’s arms. The positive, reparatory impact of such an event has been well
put in words by a mother:

I expected to see a something of a nothing, and in fact it was a well-done baby, with
black hair, looking very much like his older brother, it was a boy. We gave him a
name. I remember vividly the midwife’s tender look, she had put clothes on him . . . I
felt proud of my baby, he was beautiful, and he was not a monster . . . I did not give
birth to a monster. [1, p. 682]

Follow-up of the parents after the loss

In the light of the high frequency of couple breakdowns after a perinatal loss [31], and the
link found between future adjustment to the loss, levels of self-criticism in mothers and
of marital satisfaction in fathers [10], couple counseling should be routinely
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recommended, with a focus of increased mutual dependency. Still, in most places,
follow-up consultations are offered mainly to women, and the extent of their beneficial
impact is not clear. On one hand, more than 90% of a sample of 204 post-perinatal loss
women [35] felt a follow-up clinic would have been beneficial, but preferred to be seen by
a doctor rather than a midwife or a counselor; on the other hand, routine follow-up was
not associated with reduced psychological morbidity. These seemingly contradictory
findings became clear when the content of the follow-up sessions was analyzed: Post-
perinatal loss women wished to learn more about the possible reasons for the infant’s
death and the recurrence risks in subsequent pregnancies, but they also wished to be
given the opportunity to discuss feelings, and felt the staff was somehow ‘blocking’
expression of feelings.

A referral for psychiatric assessment is indicated in the presence of psychosis, suicidal
ideas, or if the severe depression continues beyond six months. Post-traumatic stress
disorder should be detected and treated. Psychiatric management may include antidepres-
sant medication, short-term use of hypnotic medications for sleep problems and psycho-
logical treatments. It is notable that to this day, to our best knowledge, there is no
systematic study on the efficacy of these different treatment modalities for perinatal
bereavement.

About the timing of the next pregnancy

As we have shown above, stillbirth is indeed a risk factor for depression and anxiety in the
subsequent pregnancy; these in turn may have a significant impact on the pregnancy
outcome (for further details, see Chapter 5, ‘The impact of stress in pregnancy on the
fetus, the infant, and the child’). Therefore, the clinical recommendation for bereaved
parents to postpone pregnancy for six or twelve months makes a lot of sense, and is
indeed a common clinical practice, including in our own. Still, parents often do not
welcome this ‘paternalistic’ advice, nor clinicians [36], and they find support in the
empirical studies that have shown that subsequent pregnancy predicts less grief and
psychopathology [37]. These disparate findings and conclusions may owe much to
their methodology. It seems today that individual choice regarding a subsequent preg-
nancy may be more relevant to parental grief than pregnancy per se: the decrease in active
grief occurred particularly in women who were pregnant, but also in women who were
volitionally deferring pregnancy [38].

Accompaniment of the parents along the new pregnancy

In the light of the data reviewed above in the section on subsequent pregnancies to perinatal
loss, it seems justified to recommend that any pregnant woman who has experienced a
previous perinatal loss should be screened by the community nurse for feelings of depres-
sion and anxiety during the new pregnancy and, even more important, to detect early signs
of poor mother–infant interaction during the first year after delivery (that may lead to the
development of the vulnerable child syndrome or of the replacement child syndrome).
Fathers’ vulnerability to anxiety and post-traumatic stress disorder during a pregnancy
subsequent to perinatal loss should be recognized [24]. Fathers need support in their own
right, rather than simply as an adjunct to their partner.
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15.8 Conclusion

Perinatal death, early as well as late in the course of pregnancy, represents a significant
bereavement for both parents. Defined guidelines of the way to approach and support the
parents at the time of the infant’s death have been evidence-based determined, including
not to automatically encourage contact with the dead baby. Parents value receiving
information about the nature of the problem, and should be given the possibility to be
involved in decisions on care of their critically ill newborn. Parents, as well as heath
professionals, should expect that, by six months after the loss, they will start resuming
their usual train of life, though significant depressive and anxious feelings may take much
longer to subside. Professionals need to intervene when the severity of the depression and/
or post-traumatic stress disorder is such that the parent’s functioning is impaired for longer
than six months, and/or when symptoms of psychosis are present. Pregnancy subsequent to
perinatal loss should be screened for depression and anxiety, and mothers with high levels
of these should be accompanied during the first year of life, with the aim of preventing the
syndromes of replacement/vulnerable child.

Research is still needed in order to identify the most vulnerable parents to lasting
psychological/psychiatric morbidity, though previous psychiatric disorder and poor social
support have already been identified as risk factors. Empirical trials are needed to deter-
mine the effectiveness of psychological and pharmacological therapies for psychiatric
morbidity triggered by perinatal loss.

15.9 References

1. Dumoulin, M. (2004) Le deuil de l’enfant de la grossesse (Grief over pregnancy), in

La grossesse, l’enfant virtuel, et la parentalité (Pregnancy, the Virtual Child, and

Parenthood) (eds S. Missonnier, B. Golse and M. Soule), Presses Universitaires de France,

Paris, pp. 669–94.

2. Salvesen, K.A., Oyen, L., Schmidt, N. et al. (1997) Comparison of long-term psychological

responses of women after pregnacy termination due to fetal anomalies and after perinatal

loss. Ultrasound Obstetrical Gynecology, 9, 80–85.

3. Williams, S. (1997) Women and Childbirth in the Twentieth Century. Sutton Publishing,

Cornwall.

4. Badenhorst, W. and Hughes, P. (2007) Psychological aspects of perinatal loss. Best Practice

and Research Clinical Obstetrics and Gynaecology, 21, 249–59.

5. Kavanaugh, K. and Hershberger, P. (2005) Perinatal loss in low income African American

parents. Journal of Obstetrical, Gynecological, and Neonatal Nursing, 34, 595–605.

6. Mammen, O.K. (1995) Women’s reaction to perinatal loss in India: an exploratory,

descriptive study. Infant Mental Health Journal, 16, 94–101.

7. Hsu, M.T., Tseng, Y.F. and Kuo, L.L. (2002) Transforming loss: Taiwanese women’s

adaptation to stillbirth. Journal of Advanced Nursing, 40, 387–95.

8. Kennell, J.H., Slyter, H. and Laus, M.H. (1970) The mourning response of parents to the

death of the newborn infant. New England Journal of Medicine, 283, 344–49.

9. Janssen, H.J.E.M., Cuisinierm M.C.J. and Hoogduin, K.A.L. (1996) A critical review of the

concept of pathological grief following pregnancy loss. Omega (Westport), 33, 21–42.

168 CH 15 PERINATAL LOSS: ITS IMMEDIATE AND LONG-TERM IMPACT ON PARENTING



10. Franche, R.L. (2001) Psychologic and obstetric predictors of couples’ grief during pregnancy

after miscarriage or perinatal death. Obstetrics and Gynaecology, 97, 597–602.

11. Hughes, P., Turton, P., Hopper, E. et al. (2004) Factors associated with the unresolved

classification of the Adult Attachment Interview in women who have suffered stillbirth.

Development and Psychopathology, 16, 215–30.

12. Janssen, H.J.E.M., Cuisinier, M.C.J., De Graauw, K.P.H.M. et al. (1997) A prospective study

of risk factors grief intensity following perinatal loss. Archives of General Psychiatry, 54, 56–61.

13. Kendell, R.E., Chalmers, J.C., Platz, C. et al. (1987) Epidemiology of puerperal psychoses.

British Journal of Psychiatry, 150, 662–73.

14. Samuelson, M., Radestad, I., Segesten, K. et al. (2001) A waste of life: fathers’ experience of

losing a child before birth. Birth, 28, 124–30.

15. O’Leary, J., Thorwick, C. et al. (2006) Fathers’ perspectives during pregnancy, postperinatal

loss. Journal of Obstetrical, Gynecological and Neonatal Nursing, 35, 78–86.

16. Zeanah, C.H., Danis, B., Hirshberg, L. et al. (1995) Initial adaptation in mothers and fathers

following perinatal loss. Infant Mental Health Journal, 16, 80–93.

17. Theut, S.K., Zaslow, M.J., Rabinovich, B.A. et al. (1990) Resolution of parental bereavement

after a perinatal loss. Journal of American Academy of Child and Adolescent Psychiatry,

29, 521–25.

18. Wilson, A.L., Witzle, D., Fenton, L.J. et al. (1985) Parental response to perinatal death.

Mother-father differences. American Journal of Diseases in Children, 139, 1235–38.

19. Vance, J.C., Najman, J.M., Thearle, M.J. et al. (1995) Psychological changes in parents eight

months after the loss of an infant from stillbirth, neonatal death, or sudden infant death

syndrome – a longitudinal study. Pediatrics, 96, 933–38.

20. Najman, J.M., Vance, J.C., Boyle, F. et al. (1993). The impact of a child death on marital

adjustment. Social Science and Medicine, 37, 1005–10.

21. Turton, P., Hughes, P., Fonagy, P. et al. (2004) An investigation into the possible overlap

between PTSD and unresolved responses following stillbirth. Attachment in Human

Development, 6, 241–53.

22. Cote-Arsenault, D. (2007) Threat appraisal, coping, and emotions across pregnancy sub-

sequent to perinatal loss. Nursing Research, 56, 108–16.

23. Armstrong, D. and Hutti, M.A. (1998) Pregnancy after perinatal loss: the relationship

between anxiety and prenatal attachment. Journal of Obstetric, Gynecologic, and Neonatal

Nursing, 27, 183–89.

24. Turton, P., Badenhorst, W., Hugues, P. et al. (2006) Psychological impact of stillbirth on

fathers in the subsequent pregnancy and puerperium. British Journal of Psychiatry,

188, 165–72.

25. Theut, S.K., Moss, S.A., Zaslow, M.J. et al. (1992) Perinatal loss and maternal attitudes

toward the subsequent child. Infant Mental Health Journal, 13, 157–66.

26. Green, M. and Solnit, A.J. (1964) Reactions to the threatened loss of a child. Pediatrics,

34, 58–66.

27. Cain, A.C. and Cain, B.S. (1964) On replacing a child. Journal of American Academy of Child

and Adolescent Psychiatry, 3, 443–55.

28. Sabbadini, A. (1988) The replacement child. Contemporary Psychoanalysis, 24, 528–47.

29. Hughes, P., Turton, P., Hopper, E. et al. (2001) Disorganised attachment behaviour among

infants born subsequent to childbirth. Journal of Child Psychology and Psychiatry, 42, 791–801.

15.9 REFERENCES 169



30. Pinto, C., Turton, P., Hughes, P. et al. (2006) ADHD and infant disorganized attachment: a

prospective study of children next-born after stillbirth. Journal of Attention Disorders,

10, 83–91.

31. Turton, P., Badenhorst, W., Pawlby, S. et al. (2009) Psychological vulnerability in children

next-born after stillbirth: a case control follow-up study. Journal of Child Psychology and

Psychiatry, 9 July (Epub ahead of print).

32. Pantke, R. and Slade, P. (2006) Remembered parenting style and psychological well-being in

young adults whose parents had experienced early child loss. Psychology and Psychotherapy:

Theory, Research, and Practice, 79, 69–81.

33. Turton, P., Evans, C. and Hughes, P. (2009) Long-term psychosocial sequelae of stillbirth:

Phase II of a nested case-control cohort study. Archives of Women’s Mental Health,

12, 35–41.

34. Saflund, K., Sjogren, B. and Wredling, R. (2004) The role of caregivers after stillbirths: views

and experiences of parents. Birth, 31, 132–37.

35. Nikcevic, A.V., Tunkel, S.A. and Nicolaides, K.H. (1998) Psychological outcomes following

missed abortions and provision of follow-up care. Ultrasound Obstetrical Gynecology,

11, 123–28.

36. Davis, D.L., Stewart, M. and Harmon, R.J. (1989) Postponing pregnancy after perinatal

death: perspectives on doctor advice. Journal of American Academy of Child and Adolescent

Psychiatry, 28, 481–487.

37. Franche, R.L. and Bulow, C. (1999) The impact of a subsequent pregnancy on grief and

emotional adjustment following a perinatal loss. Infant Mental Health Journal, 20, 175–87.

38. Barr, P. (2006) Relation between grief and subsequent pregnancy status 13 months after

perinatal bereavement. Journal of Perinatal Medicine, 34, 207–11.

170 CH 15 PERINATAL LOSS: ITS IMMEDIATE AND LONG-TERM IMPACT ON PARENTING



16
Transition to parenthood

Antoine Guedeney1,2 and Susana Tereno1*
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16.1 Introduction

Becoming a parent is an upheaval, usually more for mothers than for fathers. There is no
such thing as a good-enough mother alone, could we say after Winnicott’s famous
sentence [1]. We could add that it takes a village to raise a child, following a famous
African saying. Not until the last half of the twentieth century, however, did the transition
to parenthood become the subject of intensive analysis by sociologists, psychologists and
health and mental health professionals. Major life changes and transitions can create
conditions of risk; new challenges can outstrip existing resources, trigger new problems,
or amplify pre-existing vulnerabilities and inadequacies. Nevertheless, challenges of
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transitions can also stimulate the development of new coping skills and higher levels of
adaptation. The transition to parenthood is an interesting test case for lifespan develop-
ment theories because, unlike most expected and unexpected traumatic transitions,
becoming a parent is widely regarded as a positive change in the life of a couple. Taken
as a group, studies of the transition to parenthood show that new parents experience shifts
in five domains:

1 The quality of relationships in the new parents’ families of origin;

2 The quality of the new parents’ relationship as a couple;

3 The quality of relationship that each parent develops with the baby;

4 The balance between life stress and social support in the new family;

5 The well-being or distress of each parent and child as individuals [2].

This work will describe some of the main theories built to understand the psychological
transition to parenthood and its challenges. There is a large literature on the topic, but
mainly made of hypothesis, with limited evidence of what is really at stake in the different
stages of pregnancy and parenthood, and with little explanation for the great variability in
the way young parents go through the transitions of parenthood. We will then address the
issue of the increased psychopathology in this period. Denial of pregnancy could be
considered as the prototype of a failure of transition to parenthood. In the third part of
this work, the central issue of prevention will be considered.

16.2 Pregnancy and emotional upheaval: risks and
resiliency

Pregnancy may be considered as no easy time; the idealized version of the pregnancy as a
cruise on a calm river is definitely not the most frequent. While emotional upheaval is
normative, and may be even leading to a better outcome, it gives way to a great amount of
vulnerability, which is the major characteristic of the period. Young parents are in need of a
lot of social support to achieve the transition goals, which are mainly to be ready to become
a ‘good-enough’ caregiver. Especially when parents have been through early experiences of
disorganized attachment, or early or later experiences of abuse or neglect, they will need
their secure base needs to be filled, even though they may not be conscious of the need and
may have not learned to call for help or have lost hope to get it, as Fraiberg’s pioneer work
has taught us [3].

Pregnancy is a time of a demanding transition, giving hope of transformation, achieve-
ment and reorganization on one hand, but is also intrinsically one of disruption, of crisis and
of potential disorganization on the other, even when pregnancy is planned and wanted. The
problem is, to which extent this emotional upheaval, this developmental crisis and reorga-
nization crisis will lead to good-enough parenting and caregiving, or will be the basis for early
and potentially long-lasting disordered patterns of relationships between parents and child.

Pregnancy is a time of enormous changes, physically, with hormonal, neurochemical
shifts, and changes in self-identity, strong reactivation of attachment and
caregiving systems, and changes in internal representations. It is the prototype of an
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‘In Between’ situation, in which the sense of identity allows for some major transforma-
tions. Within this situation, variations are huge, depending whether the woman wished to
be pregnant or not, had a stable and pleasurable relationship with the father or not, is
isolated or may use a large network of social support and has or not achieved most of the
preconditions to become a parent.

16.3 The psychological unfolding of pregnancy

A lot of women feel they are pregnant before they realize they miss their period. Even if the
fetus has no real existence in her mind yet, the newly pregnant women often may be making
changes in her diet and activity level, and quitting smoking and alcohol drinking. Early
routine ultrasonography does help make the baby feel more real and deepen the mother’s
and father’s feeling of bonding to the fetus. Caregiving is biologically based: Feldman [4]
has shown that higher plasma oxytocin levels during the first trimester of pregnancy are
associated with more positive mother–child attachment at four months. Bibring [5] was
about the first to describe the inward stance taken by the pregnant women, turning her
psychological orientation inward as she imagines the baby more realistically and feels him
moving and kicking, at four to five months of pregnancy.

Quite a lot of authors, mainly psychoanalysts, have tried to retrace the psychological
journey of the pregnant women. Bibring [5] has described it in terms of developmental
phase; however, this transition phase fits better with the definition of a reactive transitional
crisis, with an increase of mental symptomatology, and a lot of affective instability. In fact,
maternity is no more considered as the ‘final developmental phase’ for all women; a lot of
women do develop fully without becoming a mother. However, that a crisis may take place
in pregnancy is more than understandable, when one thinks of all the psychological tasks to
achieve in a matter of months. The major task is probably to come to terms with the
woman’s internal representation of a mother, mostly based on her past childhood experi-
ence. As Slade [6] puts it, one of the ways that a mother comes to feel like a mother is by
identifying with her own mother. For some mothers, pregnancy will stir up very conflicting
and very ambivalent memories; for some, early relationships with their mothers were so
painful and traumatic that reworking will be difficult, if not impossible.

A mother-to-be has several other psychological tasks, as she already has several roles:
daughter, wife/partner, citizen, member of a culture and of a community and very often
now a working woman. She may be already a mother, and has then to make room for the
new child. Becoming a mother may conflict with some of these roles, and in fact it will
conflict with most, to a more or lesser extent. Regression, anxiety, transient depression,
emotional upheaval and ambivalence are natural consequences of these shifts. Trad [7] has
suggested that these shifts cannot help but trigger ambivalence. This healthy ambivalence
has to be acknowledged to be accepted by the woman and worked through, as it is key to a
successful adaptation to pregnancy. Winnicott [1] has beautifully termed the reasons a
woman may have to hate her baby, and he could add to hate her fetus. Some psychoanalysts
have insisted on the Oedipal value of the pregnancy in the relationship with the parents of
the pregnant women, but this looks like more like fantasy than real psychic life, at least for
women in the normal range of mental life.

A problem we face in studying the psychological transition in pregnancy is that most
descriptions are based on the psychodynamics of childhood infantile sexuality theory,
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which was itself mostly based on retrospective observations made with disordered adults,
and very little on normal development of infants and toddlers. We lack longitudinal studies
on mental health in pregnancy and in the perinatal period, which could consider the wide
array of individual variations. That the wish to have a baby is based on the wish the little girl
had to have one from her father may be a secondary sexualization of troubled relationships
in childhood. Initial descriptions of motherhood and pregnancy by psychoanalysts were
mostly retrospective and based on few cases. Studies bases on larger, non-clinical samples
longitudinally studied should help us know better what is at stake in pregnancy from a
psychological point of view. The psychic life of pregnant women is no more transparent
than that of others, but the priorities shift in pregnancy, as Stern [8] as shown in his
Motherhood Constellation model.

Finally, one key point is the idea that there is no such thing as a dyad, but a triad from the
very onset of pregnancy. This will become more evident as the pregnancy unfolds; even if at
times, the mothers to be seem mainly preoccupied with herself and with the unborn baby.
The fact is very few women effectively want to have a child alone, just for themselves. The
desire to have a child most of the times comes in the context of a couple relationship, be it
between heterosexual or homosexual couples, or for adopting couples. The breaking of the
relationship with the father during pregnancy or right after delivery is linked with an
increase of symptomatology in the infants and later in childhood, and with a higher rate of
postnatal depression in the mother.

During the last trimester, women gain the most weight, with restricted mobility. In the
last weeks, preparation begins for childbirth, likely related to oxytocin release immediately
prior to delivery. Winnicott [1] termed this the beginning of ‘Primary Maternal
Preoccupation’; influenced by the negative effects of maternal depression he had observed
in his own mother, he thought that this almost psychotic like state of mind was necessary
for the mother to adjust to the demands of the child without impinging on his developing
self. This may not be true. Tronick [9] has brilliantly shown that usual good-enough
mother–infant interaction is off the base 50% of the time, but what is important for
development is the repair process within the interaction. But what about the evolution of
representations of self and of the fetus during pregnancy? By the third trimester, differences
among women in their capacity to imagine the baby and to imagine themselves as mothers
can be quite striking [6]. These are also fairly consolidated and stable: representations tend
to be stable from pregnancy to one year of after birth, and women with balanced repre-
sentations in pregnancy are more likely to have secure infants at one year. Factors that may
lead to a change in representations are income level, single parenthood, history of abuse and
depressive symptomatology. A woman’s attachment security predicts maternal fetal bond-
ing as well as the quality of prenatal representations of the baby and of the self as a
mother [6].

Attachment and caregiving-related representations are the core of changes specific to
motherhood. Attachment relationships are defined by reactions of the child to situations of
stress, separation, fear, pain or distress; caregiving is the ability of the caregiver to answer
these cues adequately. Pregnancy and early parenthood are times of high stress, which stirs
up the attachment system. Becoming a mother – or a father – stirs up ‘memories in
feelings’, about attachment relationships in the past. In the balanced, secure mothers,
there is confidence and ability to seek help and establish a working alliance, when needed.
The pregnant mother becomes more and more dependent, and her ability to tolerate this
situation, particularly feelings of helplessness, and to seek and use help will be very useful.

174 CH 16 TRANSITION TO PARENTHOOD



Attachment and caregiving are two behavioral systems that help the survival of the child,
but are even more important to the humanization of the child. These are behavioral systems
that help develop emotional regulation, and social abilities, among which mentalization
seems the most important. The capacity to reflect on one’s emotions, feelings and thoughts,
the ability to figure out what the other can feel and think is specific to humans, and seems to
be a byproduct of secure attachment, provided by a sensitive caregiver with good-enough
ability to think about the baby’s mind and to keep the individual mind of the baby in mind.
The point is to keep that ability even in stressing situations, without disorganizing behavior
from the caretaker. Disorganizing behavior , such as frightening the child when he or she need
to be comforted, leads to the collapse of the attachment secure base behavior. Parents who
have had disorganized parents tend to be disorganized themselves, and to reproduce the
disorganizing behaviors they have suffered from. Disorganization may arise from stress, from
mental disorders, or from unresolved trauma. Disorganization of attachment, i.e., the
collapse of attachment strategies within the child, appears to be the highest mental health
risk factor in pregnancy, and therefore the main target for intervention and prevention.

Attachment is a strategy to cope with stress, and not a feature of pathology, as several
strategies may be developed by children, i.e. secure, resistant or avoidant, depending on the
different styles of caregiving the child has been exposed to.

16.4 Psychopathology in pregnancy

Pregnancy and the year after giving birth are a time when a woman is most at risk of
increased mental symptomatology, increased vulnerability of triggering of a latent suscept-
ibility to mental disorders (above all affective disorders), or reactivation of an existing
psychopathology (above all borderline personality disorders). Several factors may play a
role in this diathesis process: relationships above all, with the key role of past relationships,
particularly with mother; the role of the partner as support and the key role of intimate
relationships within the couple; and social support in general. But also the role of past
traumatic events, particularly if there was some physical/sexual abuse in the past, which
may lead to a very difficult feeling of helplessness about labor and giving birth. The presence
of trauma symptoms – such as dissociation, numbing and re-experiencing – has a negative
effect on prenatal attachment; those symptoms have direct negative effects on the mother’s
reflective functioning, hampering the capacity of the mother to imagine the child and to
imagine herself as a parent in a coherent way.

Finally, any event that has impact on the fetus or on the child has great impact on the
mother’s and father’s mental balance: any structural anomaly seen on ultrasonography, or
premature birth, particularly when a fetus was lost in a previous pregnancy or in stillbirth.
The role of social and cultural support cannot be overstated: giving birth away from
homeland, and away from the help of a mother, of women from the extended family or
from the community who can help you after delivery, and give support and advice on how
to take care of yourself and of the child may be a traumatic experience in itself, but it is a
situation that has become more and more frequent. This situation is even more difficult
when migration was decided for economic reasons, with low or no legal and financial
support, and lesser access to care and help.

Depression has a large lifelong prevalence in women, and is no specific disease in
pregnancy. However, prenatal depression and anxiety have been shown to have impact
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on the development of the child. Depression in pregnancy may be more intense and
frequent than in post-partum. Two peaks of onset of postnatal depression (PND) are
evident, at eight weeks and six months post-partum. Its prevalence makes it the most
frequent medical complication of pregnancy and delivery (10–15%); it is therefore of
utmost importance that PND be screened for during pregnancy and postnatally, in an
adequate interview, using adequate screening tools (Edinburgh Postnatal Depression
Scale). Post-partum blues (PPB, maternity blues) is sometimes classified into post-partum
disorders, since severe post-partum blues overlap with PND. However, PPB appears to be
quite different from an affective disorder: it is much more frequent (40–60%); frequency
does not increase with pregnancies; it is transient and it has more variability than depres-
sion. One hypothesis could be that PPB could play a role in helping establishing the bond
between the infant and mother. Post-partum psychosis has become much less frequent,
probably because of early recognition and prevention, and is now much more linked with
an onset of affective disorder than with the reactivation of an earlier psychotic state. Anxiety
disorders generally increase during early pregnancy and decrease towards the end of it. But
individual variations are large and the rule of thumb is that no general prognosis can be
made, on caregiving abilities for mother’s or on the effects of parental psychopathology on
parent–infant relationships, only on the basis of mother’s psychiatric diagnosis.

Denial of pregnancy appears to be much more frequent than thought before, its
recognition being limited by the denial of partner, family and maternity staff. It is not
linked with a single psychopathological or social profile, but is often seen in teen pregnancy.
For adolescent mothers, pregnancy gets easily in conflict with the adolescent’s personal
agenda, which explains why the outcome of such pregnancies in terms of parental abilities
of the young mother and fair development of the baby are highly dependent on family
support.

16.5 Prevention and early intervention

Since pregnancy is such a time of increased psychic vulnerability, and such a time of acute
and rapid changes, prevention becomes a key issue. Culture has provided women with a
sort of cradle of care beliefs, habits and information, with the idea that the pregnant woman
should be specially taken care of, with her urges and wishes met immediately (‘I feel like
eating cherries now, please go and get some’), with presence and help during labor
(midwives, Doulas), with a period of presence of the grandmother in the house during a
whole month to help start things with the baby. Culture has wisdom, since this In Between
situation is a demanding one, when new parents have to make room for the child and to
find the cues of its functioning and identity. But this mobilization of support and compe-
tences around the new mother is seldom found nowadays, with more and more young
parents finding themselves alone. Reaching hard to reach people for a home-based
preventive intervention becomes the goal.

A home-based experience of a secure relationship and working alliance may help new
parents work through hard memories and increase their mentalizing abilities, allowing them
to become sensible and resilient caregivers [10]. In that sense, we may help them fulfill their
most important wishes, i.e. to give more to their children than they have received themselves
[3]. CAPEDP is such a preventive intervention. It was designed following Slade’s Minding the
Baby program, with the goal of enhancing reflective functioning in high-risk mothers [6].
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16.6 CAPEDP-Attachment: a French project to promote
parental skills and decrease disorganized attachment

Developmental theories recognize that social and family environment have long-term
effects on the psychological functioning of individuals. The development of good-quality
early relationships allows infants to explore their environment safely and contribute to the
establishment of a broader range of social skills. Moreover, infants are particularly sensitive
to precarious contexts that generate significant stress in their families. The psychological
suffering of parents (especially depression), and difficult social context can have a deleter-
ious impact on their development.

Attachment is considered a vital component of social and emotional development in the
early years, and individual differences in the quality of attachment relationships are
believed to be important early indicators of infant mental health. The way a child learns
to develop relationships is vital for her subsequent psychosocial relations, since the use of
an attachment figure as a secure base allows her optimal development and her ability to
explore the world. Many studies have shown that attachment quality influences the ability
to manage situations of alarm or distress and the infant’s subsequent mental health.
Literature also suggests that the mother’s attachment organization may be transmitted to
the infant, specifically through the mean of her auto-reflexive skills and by sensitive or
disrupting behaviour.

Intervention programs targeted on high-risk populations have been developed in North
America and in other different contexts over the years 1960–70. The project CAPEDP
(Compétences Parentales et Attachement dans la Petite Enfance: Diminution des risques
liés aux troubles de santé mentale et promotion de la résilience –i.e. Parenting Skills and
Attachment in Infants: Reducing Mental Health Risks and Promoting Resiliency) started in
Paris in 2006. CAPEDP is a randomized research and action program to promote mental
health of young infants, conducted by the infant department of the Hospital Bichat, and the
Research Laboratory of the Hospital Maison-Blanche. The goal of the research project is to
assess the effect of a preventive intervention in a group of young parents with psychosocial
vulnerability, defined as being a first-time mother, being young, having a low level of
education, living in poverty and feeling isolated.

The general project is CAPEDP. CAPEDP-A (for Attachment) is the ancillary study in a
subsample of CAPEDP, with closer and specific measures of child disorganization and
attachment quality and of parental disorganizing behaviour and mentalizing abilities. For
this, we compare the effect of the preventive intervention at home in an intervention and a
control group.

To achieve this aim a subsample of 120 mother–infant dyads was selected from the
intervention and control randomized groups of CAPEDP general (60 of 220 of each
CAPEDP group). When they are 12 months old, infants’ attachment is assessed with the
Strange Situation Paradigm [11] (ABCD) in our laboratory and later, at infants’ 18
months, the Waters’ Attachment Q sort [12] is used to assess attachment quality at
home. The maternal disrupting behaviors are assessed by the AMBIANCE scale [13].
Finally, the parental reflexive capacity is assessed by the Insightfulness Assessment
Interview [14].

Regarding the intervention program, we provide specific training and supervision to the
intervention psychologists on the use of home video feedback for the promotion of
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maternal sensitivity, promotion of maternal mentalizing skills, prevention, detection and
reduction of maternal atypical behaviour and infants’ disorganized attachment. This type
of approach is relatively recent in this kind of program. By using the video the parent is his
own model of intervention. This is an opportunity to focus on the baby’s signals and
expressions, while stimulating the mother’s observation skills and her empathy with her
child. It also enables positive reinforcement moments of sensitive behaviour that the parent
evidences on the video. The success of the videoscopy strategy is based on it occurring
within a supportive relationship that continually recognizes the individuals’ and the
family’s strengths, and recognizing the broader context to which they belong.

A pamphlet entitled ‘Infants’ Emotional Development’ is also used by the intervention
psychologists, aiming to give knowledge to the parents on babies’ and infants’ emotional
life. The French pamphlet was developed as part of this research and is based on the results
of recent attachment longitudinal studies. Our aim is that the mothers work through it with
the psychologists and then read it and reread it when a problem in this area arises or when
they are in doubt, as a tool to help them to face the challenge of raising their first child.

In conclusion, even though our data collection is still in progress, CAPEDP hopes to
offer new perspectives on preventive mental health, as well as the opportunity to develop
specific training on the work involving projects of early mental health promotion.
CAPEDP-Attachment, by clarifying our understanding of the mechanisms implied in the
secure attachment strategies and in the disorganization of attachment and caregiving,
intends to contribute in a significant way to refine parent–infant’s early preventive inter-
vention in contexts of psychosocial vulnerability.

Of course other approaches are possible. Becoming a parent is never simple, requiring
that a lot of childhood issues be solved. A lot of information and support are also needed.
Nowadays, in developed countries, young parents are less and less helped into this transi-
tion by an extended family network and by effective social and cultural support. Prevention
of maladaptative transition to parenthood therefore has become a major goal. However, the
key issue seems to be able to detect who is in need in this period of great changes, even
though some of the women may not ask openly for help, because of their prior experience
of deception, trauma and sometimes abuse. The general goal of enhancing mentalization is
difficult to reach because of these frequent antecedents, and this population has a high level
of drop-outs, particularly in great cities. More work is needed to assess the effectiveness and
the efficiency of prevention in mental health within the high-risk groups.
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Role of parenting in the
development of the infant’s
interpersonal abilities
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A child learns to love through his first human partners, his parents. We can look upon
this miraculous occurrence as a gift of love to the baby. We should also regard it as a right,
a birthright for every child. S. Fraiberg [1]

17.1 Introduction

The promotion of healthy development requires attention to relationships between mothers
and infants, fathers and infants, within families and with practitioners. Development occurs
within the context of early caregiving relationships. These relationships, most optimally
with parents who provide primary care, shape who the baby is and will become, and provide
a sense of emotional security and trust that promotes self-confidence and self-worth. These
relationships mediate a young child’s capacity to enter into warm and positive social
relationships with others from infancy through adulthood.

Although the importance of parenting has been common knowledge for thousands of
years, modern developmental sciences have drilled down to determine exactly how parent-
ing practices affect child behavior in an effort to determine how best to maximize positive
developmental outcomes for all children. Parental advice such as ‘Spare the rod and spoil
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the child’, with its origins in antiquity, speaks to the importance of discipline, although
modern knowledge of disciplinary practices replace the rod with more nurturing and
constructive approaches.

How a parent responds to the infant, beginning in the first postnatal months, shapes the
nature of the parent–child relationship and affects the infant’s social and emotional
development. This relationship provides a context for the infant’s development and change,
awareness of self and other, and capacity for empathy, all skills that are crucial for social and
emotional health. Moreover, the parent–infant relationship evolves within the context of a
family system (Figure 17.1) which regulates the dynamics of a set of complex relationships
that influence family organization and cohesion. The system’s complexity and organiza-
tional structure is also affected by a wide range of factors external to the family.

Our understanding of the parent–infant relationship and the relationships inherent in
complex family systems has emerged from a variety of transformative theoretical contribu-
tions and research findings primarily from the twentieth century. Prior to the twentieth
century there was no common concept of childhood or sense that the prenatal to postnatal
periods of infancy and toddlerhood were particularly important in human development
beyond survival. The transformative changes in knowledge about human development in
general, and the earliest years in particular, occurred when the study of early development
shifted to systematic and interdisciplinary inquiry and when knowledge of organizing
competencies of the human infant were demonstrated.

The contemporary aspect of this work highlights the importance of parenting practices for
the development of relational skills, self-regulation, and mental representations of the world
as they emerge from the co-constructive processes that influence the organization of internal
models of self and others. Of specific interest is the quality of parent–child relationships that

Exogenous influences

Boundaries

Transitions

Stories

Codes Rituals

Roles

Father Mother

Sibling 2Sibling 1

Figure 17.1 Transanctions within a family system and influences from external systems

Source: Adapted from Loukas, A., Twitchell, G.R., Piejak, L.A. et al. (1998) The family as a unity of

interacting personalities, in Family Psychopathology: The Relational Roots of Dysfunctional Behavior

(ed. L. L’Abate), Guilford, New York, pp. 35–59. With permission
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contribute to individual differences in early development, particularly as such differences
help to shape positive and negative developmental pathways across the life span.

A key tenet advanced in this chapter is that the quality of parent–child interaction is
critical to the organization of children’s relationship skills and their overall mental health.
We focus on contemporary understanding of the importance of the parent (mother)–
infant relationship for structuring the infant’s capacity to relate to others as informed by:

1 The theoretical transformations of the twentieth century that gave definition to the
concept of development [2];

2 The empirical verifications of the infant’s active role in constructing the meaning of
experience; and

3 The deeper understandings of the mental structures that shape what the infant learns to
expect from others and how to regulate dynamic interactions and interpersonal
relationships.

17.2 Transformative theoretical concepts of human
relationships

Many contemporary theorists, researchers and clinical practitioners draw attention to the
importance of infancy and early relationship experiences to health and growth throughout
the life span. Their perspectives have been shaped by changes in our understanding of the
importance of early human development in five core domains:

1 The centrality of the mother–infant relationship;

2 The cognitive context of early experience;

3 The socio-emotional context of early experience;

4 The organization of behavior from a systems perspective; and

5 The co-constructive nature of the infant’s working models of social relationships.

What follows is a discussion of these as they relate to social and emotional development in
the first years of life.

Centrality of the mother–infant relationship

Psychoanalytic theory was the first systematic attempt to frame the centrality of the
mother–child relationship and to link it to interpersonal dynamics across the life span
[3]. Freud described that relationship as: ‘unique, without parallel, established unalterably
for a whole lifetime, as the first and strongest love object and as the prototype of all later
love relationships’ (p. 188).

Freud’s thoughtfulness about mothers and early relationship experiences led to other
fundamental and influential ideas:

1 An emotional attachment, established in infancy, influences a person throughout the
life span;
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2 Inadequate early care may lead to emotional and relational conflicts at each stage of life;
and

3 To the extent that the first relationship in the baby’s first year is satisfying and need-
fulfilling, the baby will be more likely to establish a healthy sense of self.

Anna Freud played a vital role in extending classical psychoanalytic thinking to include
normality and pathology in early childhood [4]. Her elegant descriptions of developmental
lines and defensive structures provided a way to understand achievements and failures from
infancy through adolescence. From her perspective, early development is fueled by the
quality of the mother’s attention, responsiveness and the ability to provide appropriate
care. Individual profiles of risk and normality are influenced by the mother’s provision
of care.

Erik Erikson provided a framework that evolved from an emphasis on psychological
structures, early experiences, relationships and drives. Erikson took into account the infant
and young child’s development within a broad, social context, linking a young child’s
feelings and experiences with external realities [5]. Erikson proposed that the child’s
identify is established within the context of the developing parent–child relationship, the
relationship to the family, and the relationship to the larger social world. Adaptive and
interactive, the infant matures within these relationships. Trust, autonomy and initiative
emerge within the context of relationship experiences in the early years.

The cognitive context of early experience

In the early part of the twentieth century, Jean Piaget published the first of numerous books
that offered a structural alternative to the then dominant positivist view of human devel-
opmental [6, 7]. When working with Alfred Binet in Paris, Piaget became fascinated with
children’s reasoning, rather than their actual answers to questions on the Binet intelligence
test. His book on the child’s conception of experience [6], though relatively unknown to US
developmental and cognitive psychologists until the 1960s, helped to transform Western
theoretical perspectives on the role that the infants and young children play in constructing
knowledge from experience. Piaget believed that cognitive development was organized in
major developmental periods. He proposed that two functional invarient processes, assim-
ilation and accommodation, guided the transformation of cognitive schemas (mental
representations of events) through various organizing stages within major re-organized
periods of development (sensori-motor, pre-operational, concrete operations) during
infancy and childhood. Events consistent with existing schemas were assimilated into
that schema, adding depth, but not provoking systemic change. Events inconsistent with
existing schemas forced an accommodation, a systemic change in the organizational
structure transforming it into something not reducible to its prior level of organization.

Piaget understood cognitive growth as increasingly organized, complex and differen-
tiated. The infant was viewed as an active and interactive being who learns about the world
by engaging it and internalizing knowledge models that would move from simple expec-
tancies in infancy to logical propositional thought in adolescence. The very young child
learns through continuous interaction and experience, gradually constructing an under-
standing of the world and establishing a sense of self as separate from objects. The infant’s
knowledge of others transforms from ‘out of sight, out of mind’ to understanding that
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others exist even when they are not immediately present. This transformational event
reflects internalized knowledge, or a mental representation, that the others exist and are
(or are not) available when needed or desired. It is as if the toddler knows that ‘if I cry, she
will come because I know that she is there’. Thus, Piaget’s significant contribution
to understanding the importance of the parent–child relationship is his demonstration
that representational models of experience are constructed during the earliest years of life,
including models of socio-emotional relationships. Somewhat simultaneously, develop-
mental psychoanalytic researchers were discovering similar processes within the socio-
emotional domain.

The socio-emotional context of experience

Perhaps inspired by the Freudian hypothesis that inadequate care may lead to develop-
mental challenges for infants and young children, psychoanalytic researchers began to
examine the impact of non-home rearing environments on early development [8, 9].
These classic studies demonstrated the negative impact of poor-quality, institutional care
on infant development and led to systematic studies contrasting infants reared in institu-
tional settings and infants reared at home [10]. Sally Provence and Rose Lipton concen-
trated on a broad range of outcomes related to institutional care, assessing infants’
capacities to move about, communicate, interact with others, and establish close and
affectionate ties. Infants who were well held and cared for by their mothers in their own
homes learned that their needs would be met and developed trusting relationships that
grew more complex as each month passed. They were playful and showed pleasure in
people and toys. On the other hand, infants who were raised in institutions and deprived of
adequate nurturing in the first year appeared delayed in motor development, were less able
to communicate their wants and needs, had a diminished interest in people or playthings
and were unable to seek out the attention of adults for comfort when distressed. Clearly,
infants in these two contexts developed qualitatively different mental representations or
internal working models of socio-emotional relationships.

Donald Winnicott was among the earliest investigators to note the importance of tactile
comfort for promoting the infant’s emotional health and growth [11, 12]. Winnicott
focused on the role of the parent, the nurturing other, who holds and feeds the baby,
responds sensitively and contingently to the infant’s wants and needs, soothes the baby’s
distress, and interacts with warmth and affection. It is this care that assures the baby’s
underlying sense of security within the first year of life. In the process of providing and
receiving care, the infant and parent awaken emotionally to the other and develop a healthy
relationship over the course of the first year of life. It is this relationship that provides a
foundation for the baby’s sense of self and worth. Winnicott’s commitment to the impor-
tance of holding provides a window into the attachment process and informs us about the
important transactions between parent and infant that contribute to the infant’s emergent
security of attachment [13].

Systems and the organization of behavior

While psychoanalysts, child psychiatrists and child developmentalists were advancing new
understandings of the infant’s competencies and of the importance of the parent–infant
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relationship, other scientists were challenging the prevailing paradigms about the nature of
human nature. Ludvig von Bertalanffy’s [14] general systems theory challenged the domi-
nant positivist philosophy of science of his day. Von Bertalanffy’s view of systems was
motivated by the paradox between order, organization and maintenance, within the context
of continuous change, goal-seeking, and the apparent purposefulness of behavior [15].

General systems theory paved the way for understanding developmental processes as
hierarchically organized, self-maintaining, dynamic, emergent and open. The infant who
knows that ‘out of sight is not out of mind’ reacts emotionally to maternal separations and
introduces new regulatory aspects to the emerging mother–infant relationship. Parent and
infant now have to negotiate or accommodate to a changing relationship, one that has as
much impact on the infant’s socio-emotional development as it does on the parent’s socio-
emotional reactions to an infant who is no longer perceived to be passive. Each member of
the dyad (or triad) has been transformed and it is the quality of that transformation that
now shapes new expectancies about the nature of the relationship.

Within the framework of general systems theory, Sameroff and Chandler [16] developed
a transactional model that anchored early infant development in a relational framework.
From their perspective, the baby’s development is intimately linked to experiences within
the caregiving environment. Interactions with parents and other caregivers shape the
infant’s emerging identity, but simultaneously shape the parent’s caregiving behaviors,
thoughts and feelings about the baby and early parenthood. Sameroff’s transactional model
is dynamic and underscores the importance of working with the infant and parent(s)
together as they co-construct their relationship and their separate but synergistically
organizing identities of self and other.

Sameroff and Emde [17] framed the importance of relationships within the transac-
tional model, beginning with the infant’s first relationship experiences, and the devastating
consequences of disturbed or disordered relationship patterns. Developmental and clinical
practitioners were advised to keep the relationship at the center of their work to promote
social or emotional well-being and reduce the risk of relationship failure for parent and
child. The transactional model takes into account the social and cultural context in which
infant and parent interact. The developing parent–infant relationship has an impact on and
is affected by experiences within the larger family and community (see Figure 17.1).

The co-construction of the infant’s working model of socio-emotional
relationships

Perhaps the seminal theoretical contribution to contemporary study of early socio-emotional
development was John Bowlby’s theory of attachment [18]. Bowlby integrated concepts from
psychoanalyic theory, control systems theory, cognitive developmental theory and ethologi-
cal theory and launched a broad-based interdisciplinary scientific investigation of the factors
that influence the organization of the infant’s relationship skills embodied within the
attachment framework. Survival of the human infant depended on being in close proximity
to a nurturing and responsive caregiver. Bowlby examined specific care-seeking and caregiv-
ing behaviors that assured the baby’s proximity to the caregiving adult when the baby was
frightened or under certain stress. These behaviors led him to acknowledge the significance of
early relationships to development, as well as the importance of separation and loss to
security of attachment across the life span [18, 19, 20]. Attachment theory anchors us in
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understanding the significance of caregiving behaviors as they promote a young child’s social
and emotional health.

Bowlby took a careful look at the infant within a relational context. He emphasized the
importance of the infant’s signals as well as the importance of the caregiver’s response. The
baby, an active participant in the developing relationship, elicits attention from his
caregiver by looking, smiling, crying, cooing and clinging. In turn, the caregiver responds
to the baby’s signals. She (his early observations were of the mother) looks, smiles, talks,
moves a little closer and picks the baby up. The baby learns to trust that his needs will be
responded to reliably and predictably. The baby grows increasingly safe within that
relationship. Later infant behaviors, for example, crawling, walking, talking and following,
assure that the baby is able to keep the caregiver in view when he needs her and as he seeks
out interesting playthings and activities. Each is a partner in the creation of a safe and secure
relationship that the baby can use and return to when frightened, sick or under stress. It is
an attachment that is specific and fuels the baby’s sense of trust in the caregiving environ-
ment as well as his self-confidence and security. Bowlby called this a working model of
relationship that shapes the individual’s expectancies about relationships throughout the
life span [21]. Mental models or schemas incorporate expectancies about events, trigger
decision processes, and affect the way that we process information, accommodate to novel
events, and reconstruct (change) familiar events (see Figure 17.2).

The nature of the attachment relationship has powerful implications for the infant’s
development and developing interest in the larger social world. Secure in the emotional
relationship with his primary caregiver, his safe base, the infant reaches away with curiosity
and returns to the caregiver for comfort and support as needed. By contrast, the infant who
is insecure is less certain about his safe haven. Hesitant or fearful, he appears less able to
explore his environment or to seek out new experiences with people or playthings.

Schemata

Decision rules

Expectancies

Process information

Encode novel events

Reconstruct familiar
events

Figure 17.2 The relationship between mental representations (schemas, working models) and the

formation of expectancies and decision processes that impact how we perceive information, process

it, and reconstruct memory of events. These processes are thought to contribute to the organization

of autobiographical memory, intersubjectivity, identity, a sense of self, and are hypothesized to have

impacts on the organization of behavior over the life span
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Whereas Bowlby articulated an integrated, powerful species-level theory about the
importance of the mother–infant relationship for the development of interpersonal com-
petencies, Mary Ainsworth examined individual differences in the nature of the young
child’s tie to his or her mother [22]. Her research method, the Strange Situation, is regarded
by some as the gold standard for measuring the quality of the infant’s attachment relation-
ship. The procedure involves a sequence of parent present, parent absent, and stranger
present, stranger absent, with observers rating the infant’s reactions to the sequenced
separations and reunions with mother (or father).

Ainsworth and her colleagues identified two major classifications of attachment in
infancy: secure and anxious, the latter category subdivided as avoidant or resistant.
Infants identified as secure are curious, responsive, able to seek, and to use comfort when
distressed. Infants described as resistant were identified as uncertain in the parent’s
presence, very distressed during parent absence, and unable to be comforted upon the
parent’s return to the room after a brief separation. Infants described as avoidant were
described as somewhat playful, unsmiling, ignoring of the parent when the parent returned,
and unable to seek comfort or use the relationship when the parent returned.

Studies of the antecedents of the attachment classification focused on maternal sensitivity
and responsivity to the infant’s signals and were related to the infant’s attachment classifica-
tion at 12 months of age [23]. Mothers who are described as sensitive, accepting, cooperative,
consistent, available and skillful in providing infant care tend to have babies who are rated as
secure. Mothers who are described as less sensitive to the infant’s cries and cues, inconsistent,
unavailable and rejecting tend to have babies who are identified as insecure [24].

Daniel Stern has provided significant contributions to the understanding of both
infancy and early motherhood. Throughout his career, Stern has focused on the early
relationship between parent and infant [25], emphasizing the importance of reciprocal
interaction and the role of emotion in organizing early experiences, affective monitoring,
the core self and interpersonal relationships [26]. Stern-Bruschweiler and Stern [27]
introduced the term ‘motherhood constellation’ to describe challenges that a mother
faces in adapting to the care of her new baby. It is within the new caregiving context that
a woman begins to alter her identity as a mother. Like Winnicott, Stern-Bruschweiler and
Stern consider holding and handling to be crucial aspects of both the infant’s and the
mother’s development. A mother recalls experiences of her own early care while holding,
feeding, diapering or comforting her baby. It is within this present context that old
memories are stirred [28, 29]. This offers an opportunity for thoughtful exploration of
the emotional experience of caregiving and the meaning of the infant’s care.

The new parent’s internal working model of relationship, developed from her own
experiences of early care, affects the ways in which she is now able to care for her own
child [30]. The parent’s adjustment will be influenced by her own relationship history. Who
took care of her? How available, consistent and responsive was her caregiver? What was the
nature of that relationship and how enduring is the tie? What happened to the new parent in
her early years now influences the care she gives to her baby. We see in this newly developing
relationship remains of the old parent–child relationship [31]. It is this internal model of
relationship or template that shapes the new parent’s care of the baby and adjustment to her
new mothering role. Recent evidence from five major longitudinal studies affirms that
parents tend to rear their children in much the same way that they were reared, particularly
when the parent’s own rearing was harsh [32]. Clearly, working models or schemas can be
powerful regulators of parenting behavior.
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Early mothering memories are particularly vivid and accessible to the new mother in the
first months of her baby’s life [33]. They may be made more concrete through a clinical
interview or therapy experience, enabling a new mother to recall experiences in which she
was well cared for, as well as experiences which she remembers as painful or difficult. Given
the opportunity to have thoughts and feelings about her own early care in the presence of
her infant, a new mother may deepen her understanding of the daughter she was and the
mother who took care of her, to become the mother she wants to be. Daniel Stern’s
expansion of the concept of this present remembering context is a powerful catalyst for
transformation and change in the early developing relationship between parent and child
[29, 34]. His work helps to integrate what we understand about attachment in infancy and
the importance of maternal sensitivity and responsivity [35] with the adult’s representa-
tions of attachment [36], caregiving history [31] and parenting role.

Consider for a moment the qualities of the caregiving relationship that are so critical for
an infant’s development. Attachment theorists and researchers believe that consistency of
care, parental sensitivity, responsiveness and emotional availability are fundamental for
healthy relationship development and for optimal developmental outcomes. It is the
quality of interaction between parent and infant that leads to relationship-building.
Parent and infant jointly determine the quality of their relationship which as early as
12 months can be characterized as secure, insecure or disorganized.

For many parents, good-enough caregiving qualities are intuitive [37]. They bring the
baby home from the hospital and establish a routine fairly easily. They notice when their
babies are hungry or uncomfortable, tired or upset. They quickly learn their baby’s cues and
respond appropriately to their baby’s needs. They are predictable in the care they provide.
All of these behaviors reinforce the infant’s trust in the caregiving environment as well as
the parent’s feelings of competence and self-worth. What about the baby? What do infants
contribute to the interaction and the relationship? Infants, small and dependent on the
parent for protection and basic care, especially in the first months, are powerful contribu-
tors. They arrive with the capacity to look and listen, follow faces and respond to sounds.
They cry out when hungry or wet or uncomfortable; they quiet when picked up or spoken
to; they settle when held, wrapped securely and fed. In later months, they laugh and
vocalize, respond with enthusiasm, imitate, initiate, protest, creep and follow. They engage
parents and primary caregivers in a loving relationship that is described most optimally as
safe and secure. Or, when these elements are not present, the relationship organizes in
insecurity, doubt and distress, characteristics that negatively impact the expectancy matrix
(Figure 17.2).

From this perspective, the infant is a partner in the relationship, a partner who reinforces
his mother’s caretaking and response. The baby quiets when she looks and holds and rocks
him. The baby smiles when she talks to him. The baby molds against her when she picks
him up to comfort him. She slowly learns what he wants or needs and understands her
importance to him. Microanalytic studies and the use of videotaped sequences of interac-
tion have reinforced understanding of the many ways in which babies influence the parent’s
ability to provide affectionate and sensitive responses [38]. Within the context of relation-
ship, mother and baby learn to regulate their interactions with one another and discover
their new and separate roles. This reciprocity and adaptive regulation is particularly
important for infants with difficult temperaments or other challenges, for parents with
presenting state characteristics such as depression or antisocial personality disorder, or for
families struggling with poverty, disease or exposure to violence [39, 40, 41].
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Clearly, parents and infants are partners in the construction of enduring relationships [42].
What they establish in the first year promotes confidence and competence in following years.
What they set in motion promotes capacity for emotion regulation, positive interactions and
healthy relationships with others when the child enters school.

Equally important, the parent–infant relationship is the foundation for constructing the
very young children’s autobiographical memory of the events of early experience [39, 43].
Mother and infant co-construct and rehearse event memories that give depth to the infant’s
representational models of others and of self–other relationships. As infants come to
understand that their intentions, feelings and thoughts can be understood by others, they
too come to understand that they can embrace the intentions, feelings and thoughts of their
caregivers. Moreover, mothers who elaborate their stories and challenge their toddlers with
high rates of memory questions tend to have toddlers who have richer autobiographical
memories [44]. Toddlers who were developmentally more advanced in self-recognition
also tended to have richer autobiographical memories of shared events.

Self-representation is related to autobiographical memory, representational models of
attachment, and other internalizations that require a sense that ‘I know that I know’. It is
directly connected to parent–child interactions evoking construction of shared meaning,
both in the sense of who I am (‘What a smart, cute little boy you are’, versus, ‘You dumb,
mean boy, you are just like your stupid father!’), and how I relate to the world (‘You had a
really fun time at the zoo today, didn’t you?’). This intersubjectivity [26, 45, 46] is a co-
constructed process, aided early on by the quality of the mother’s mind-mindedness, or the
extent to which she vocalizes and/or physically expresses what she perceives to be the infant’s
internal emotional state. It is also aided by the extent to which the mother rehearses the
infant’s memory store of events and constructs a sense of shared meaning of those events.

17.3 Infant mental health service structure

What might account for a parent’s inability to provide a warm and nurturing relationship
in which the infant can grow? The reasons vary. The parent might be alone, isolated from
family and friends, without resources to provide for a baby. The parent might be
unprepared and inexperienced, adolescent by age or behavior. The parent might have a
significant history of trauma or loss, making it difficult to enter into a loving relationship
with an infant. The pregnancy might have been problematic. The labor and delivery might
have been complicated. The baby might be difficult or unrewarding to care for. These are
risks that we take seriously in the service community, offering early developmental support
and clinical treatment for the parent and infant together with the relationship as the focus
of the therapeutic work and the therapeutic relationship as the instrument for change [47].

What do infant mental health services offer? They assure a commitment to the
emotional health of infants and parents as they develop in relationship to one another in
the first years of life. Primary therapeutic tasks include:

• The careful observation of an infant or toddler in interaction with a parent;

• The exploration of feelings that threaten appropriate and affectionate parental response;

• Questioning that offers a parent the opportunity to wonder, reflect, recall and under-
stand reactions;
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• Supportive listening;

• The clarification of thoughts and feelings a parent has about the infant; and

• Empathic response.

The underlying therapeutic goal is to create a context in which a parent is able to explore the
emotional connections between past and present experiences or relationships and to build a
relationship with their infant or toddler that is free from chronic ambivalence, pain,
sorrow, anger or distress. Crucial to the approach is the presence of both the infant and
the parent. Of equal importance is the therapist’s attention and response to emotion as
expressed either non-verbally in the interaction between parent and infant or in words.
Believing that the developing relationship between parent and child is affected and shaped
by both present realities and past experiences, the infant mental health therapist is a
careful observer in the moment and a thoughtful listener to the parent’s dialogue. The
infant–parent therapist uses what is seen and heard to assist parents in recovering and
understanding thoughts about caregiving as well as feelings for the infant or toddler in their
care. It is an intervention that keeps the infant and parent in mind, offering opportunity for
the parent to explore what is going well and what is making the care of the baby difficult. It
is an effort to reduce the risk of early relationship failure, better assuring the promotion of
healthy social and emotional development between parent and child [31, 48]. To the extent
that an infant mental health practitioner is able to understand, support and sustain parents
in interacting and responding sensitively to their infants‘ or toddlers’ emotional needs, a
significant goal will have been reached.

17.4 Summary

In summary, one cannot overlook the importance of early parental care to nurture and
support a baby’s social and emotional well-being. Attention to the dynamics of parent–
child interaction is crucial. Support for the relationship needs of parents and infants in the
first year of life better assures the parent’s ability to respond sensitively and appropriately to
the infant, affecting the developmental trajectory of the infant across the life span.

During the first 18 months of life a child constructs a lasting internal vision of what
human relationships are, how they work, what to expect from them, and what to offer in
return. What gets set in early life is one’s deepest beliefs about human relationships. These
determine how a person goes about learning, profiting from experience, using help, and
parenting one’s own children quoted by W. Schafer [49].
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18
Welcoming a stranger: cultural
and social aspects of parenting

Nathalie Zajde and Catherine Grandsard
University of Paris 8

18.1 Introduction

The birth of a child is an event that by nature is always uncertain. Who is this new arrival?
What is its potential? What effect will it have on its parents, its grandparents, brothers and
sisters, its society? What future will it have? How will it take its place in life? Under what
conditions? All human societies without exception develop procedures to conceptualize
these questions and to provide answers: the ways of announcing and monitoring the
pregnancy, for example, as well as childbirth, naming the child, the official declaration of
its existence, the care that it needs, and more. Most of the time all these procedures are
perceived as obvious: though they may need to be learned by new parents, they need not be
discussed or explained. However, some babies, on account of their clear problems to get a
foothold in the world, remind us of the both indispensable and strictly cultural nature of
such practices and their infinite diversity. This is the case of Jimmy,1 whose story teaches us
that it is not enough to be born to become human . . .
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1 To ensure confidentiality, all first names and family names have been changed.



18.2 Jimmy

Little Jimmy does not stay seated. He crawls around on the floor. He slips under our chairs,
like a snake or a fish. He seems very much at ease. But when you try to touch him or pick
him up, he screams and struggles. Communicating with him seems impossible. He is one-
and-a-half years old. The nursery where he was placed in foster care a week after he was
born can no longer keep him, he is no longer a baby. He worries the professionals. Where
will he go? His parents are not even 20 years old. They separated before his birth. His
mother suffers from serious psychological problems. She had to be hospitalized a first time
during the pregnancy, and again for an unspecified time a few days after the birth. His
father is a carefree young man, with neither a regular income nor a home. Nevertheless,
responsible adults within the family are claiming Jimmy.

Unfortunately, they are in deep disagreement and are arguing over who should have care
of the child. On one side, Mrs Dillon, the maternal grandmother, who hails from
Guadeloupe but lives in Paris, claims that, as mother of the mother, she is the one to
whom the judge should award the child. On the other hand, the father’s older sister,
Mrs Lemba, the paternal aunt from the Congo, who has lived in Paris for over 20 years,
claims that she is the one who can best look after this child, on account of the psychological
problems from which Jimmy’s mother and maternal grandmother suffer. Further, in
accordance with Bakongo customs, the aunt feels that she should care for the child of her
brother who is too young to look after him himself. And French social and educational
institutions are also ready to take in the child.

Before handing down her decision, the judge hearing the case ordered an ethnopsychiatric
examination at the Centre Georges Devereux to obtain the input that would help understand
and improve the situation. The Centre Georges Devereux2 is a clinical psychology research
centre run by a team of clinical psychologists and multi-ethnic and multilingual teachers and
researchers from the University of Paris 8, Saint-Denis. It is located in Paris and was
established in 1992 by Prof. Tobie Nathan, founder of clinical ethnopsychiatry, and of the
first ethnopsychiatry department, set up in 1979 at the Avicenna Hospital in Bobigny, France,
in the psychiatric ward headed by the late Prof. Lebovici.

18.3 Ethnopsychiatry

Ethnopsychiatry is a branch of psychology whose aim is to study therapeutic practices and
understand their underlying intelligence and rationality, whatever:

1 The cultural contexts with which they are associated;

2 The conceptual matrices they carry;

3 The ontological and social choices that they lay claim to or activate;

4 The procedures they employ to achieve change.

Thus, in the words of Tobie Nathan, ethnopsychiatry is interested in all therapeutic
techniques, whether scientific – from the general world of universities and science – or

2 http://www.ethnopsychiatrie.net
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popular – claimed by particular groups, by social, cultural or religious communities, and
practiced and passed on by healers [1].

In this approach, research data is collected within two types of settings:

• Ethnopsychiatric therapy sessions – in this case the researchers take on clinical
responsibility for their patients, who are there because they suffer from psychological
problems that are largely resistant to traditional treatment; and

• In the field, among therapists, psychiatrists, psychologists, healers, priests, rabbis, sha-
mans and other types of practitioners.

18.4 Ethnopsychiatric therapy sessions

Sessions bring together around the patient, for about three hours, his or her relatives and
anyone else of the patient’s choice, a group of psychologists, psychiatrists, nurses, social
workers, ethnologists and linguists. Professionals form a multi-ethnic and multilinguistic
group from different cultural backgrounds, educated at Western universities. At least one
ethnoclinical mediator (or cultural broker) takes part in each ethnopsychiatric session. This
is usually a psychologist of the same origin as the patient. The ethnoclinical mediator acting
as go-between speaks the patient’s language fluently, and knows and can explain to the
other participants the particular cultural and religious aspects, the systems of kinship and
parenting, theories of misfortune and sickness, and the therapeutic practices of the patient’s
culture. During the sessions with Jimmy, three languages were spoken, Guadeloupe Creole,
Lingala and of course French.

The patients and professionals sit in a circle. They listen to Jimmy’s story as told by the
childcare worker responsible for him. Both sides of the family are represented and can
contribute whenever they so wish. Everyone listens attentively. The problems had started
well before the birth of the child.

18.5 Treatment

During the case presentation by one of the nursery professionals in charge of the child, the
ethnoclinical mediator from the Centre Georges Devereux, a woman from the Congo,
catches Jimmy by an arm, lifts him up above her, shakes him up and down, then takes him
by the other arm and repeats the same movement. Jimmy shows no signs of objection, and
on the contrary seems rather to like it. She blows into his ears and eyes, the way African
midwives do with infants. Then she lies Jimmy on his back facing her, goes down on her
knees and stares intently into his eyes – Jimmy stares back, as though hypnotized. The
mediator, referring to the ancestral guardian spirits of Jimmy’s family, which she identifies
as hippopotamuses, speaks to Jimmy in Lingala,

So you don’t want to stay with us? You don’t love your parents? You prefer to go back
to the hippopotamuses? Well, you’re wrong! Take a look, there are good people here!
France is a beautiful country, your parents, your aunt, your grandmother are very
good people. They love you. You should stay. You’ll see you’ll like it here!
Mbutu Jimmy, old Jimmy, stay with us, we beg you!
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The first true contact with a strange child who has come from elsewhere, the first attempt to
get close has been successful. It appears as though Jimmy is thinking it over. Perhaps he will
agree to become part of the world of humans. On condition . . . on condition that humans
negotiate his arrival, his presence in their world. On condition that they let him live among
them. On condition that responsible humans identify who he is, why he has come, and offer
him the place he deserves. His parents are much too young to understand. They do not
know how to find the solutions to the complex difficulties that despite themselves they have
contributed to creating.

18.6 Psychotherapy and diplomacy

The ethnopsychiatric session, a clinical locus that takes responsibility for patients by also
welcoming their values, languages, their world, culture, gods, invisible beings and other
‘social attachments’ [2, 3, 4] is an uncommon setting. It is a locus for both psychotherapy
and diplomacy, because mediation between different worlds and diplomacy have in recent
decades become essential elements in the work of clinical psychologists in major cities.

Paris, like all contemporary metropolises, is a multicultural city, with populations
stemming from hundreds of different origins. It is also a permanent melting pot. In fact
those known as ‘second generation’, born to immigrant parents, or who arrived very young
to live in France, quite naturally get involved, marry and have children with other young
people from different backgrounds. They have in common the French language, living in
France, mostly having French identification papers and having had the same sort of
education. They have learned to read and write in the public school system, in the same
language that conveys particular social and cultural values and concepts. And lastly, they
share the experience of living, working and aging in France, and think of their children and
grandchildren also as French citizens, future children of the French Republic. Thus these
young people receive a double heritage, that of the home of their parent’s social and cultural
circle, and that of school. When they in turn start a family, without having given it any prior
thought, they are sometimes caught up by the convictions and values strictly from the
world of their family, especially when problems arise [5].

Marriage, pregnancy, the arrival of a child are events that very often summon up family
and ancestral cultural values at odds with those of the society in which children of
immigrants live, in our case French society. Thus in the case of a child from a mixed
marriage of ‘second generation’ parents, three different social and cultural worlds face off
against each other, each with its own meaning and values for marriage, family and children.
Psychologists’ clinical work in the context of ethnopsychiatric sessions necessarily includes
an element of negotiation between these different worlds, mediation on behalf of the child.
It requires that for each situation one redefines the concepts of ‘family’, ‘parent’ and
‘parenting’. The definitions of parenting and upbringing held by each cultural group
necessarily include specific ontological and ecological propositions.

In the case of little Jimmy, the situation was made even more complicated because of his
double origin and triple cultural-membership, French, Guadelopean and Congolese. The
issue at stake in the referral by the children’s court judge of the child and which the
ethnopsychiatric session must address, could be rendered by the question, to whom does
the child belong? [3]. This question interests us insofar as it lets us get to the complex reasons
underlying conflicts and the misunderstandings [7] between the two sides of the family.
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Both belong to cultural universes in which children are profoundly attached to their
families in specific ways, based on custom, that are objective but always negotiable.

18.7 The conflict between the two families

Mrs Lemba (the older sister of Jimmy’s father) and Mrs Dillon (Jimmy’s maternal grand-
mother) are today sworn enemies, not willing to speak to each other and waging war over
custody of the child, though they were not always enemies. They got to know one another
when the young people, the future parents, started their relationship. Then they got on very
well. Mrs Dillon found in Mrs Lemba a friend who brought her some comfort in her
distress.

In fact, for a very long time Mrs Dillon had been having serious problems in her own
marriage, so much so that during the pregnancy her daughter had to leave home and move
in with Mrs Lemba to escape the violence between her parents. Mrs Dillon accused her
husband, also from Guadeloupe like herself, of attacking her with witchcraft. She explained
that for several years he had been training to become a sorcerer-healer, and as part of the
process, to acquire the ‘gift’, he had applied sorcery against his wife, the person nearest to
him. Mrs Dillon suffered greatly physically, was exhausted, depressed, highly disturbed and
ill, and had opened up to Mrs Lemba.

The latter was heavily involved in an Evangelical church – she was married to the
minister of that church – and made herself especially available to listen as much as Mrs
Dillon needed, praying for her whenever possible. Mrs Lemba tried to get Mrs Dillon to
come to her church, telling her it would be a place where she would be welcome and receive
good care, but Mrs Dillon never agreed. The ties of friendship between Mrs Dillon and
Mrs Lemba became impossible and even became reversed. Mrs Lemba understood that Mrs
Dillon was expecting her to make use of Congolese sorcery to counteract the sorcery of
Mr Dillon, which she absolutely refused to do. On her part, Mrs Dillon became angry
with Mrs Lemba, feeling abandoned and betrayed in her friendship, when she realized that
Mrs Lemba was refusing to take any non-Christian action and considered her a sinner for
wanting to use sorcery. Mrs Dillon even hinted that Mrs Lemba would link up with
Mr Dillon to harm her and take actions against her daughter – a malign partnership that
was the source of the young mother’s psychiatric decompensation.

18.8 Sorcery: from the Antilles to the Congo

Sorcery is the action of causing harm using complex, logical, technical, specific and always
hidden procedures [3]. It exists both in the Antilles and in the Congo. Nevertheless, its
techniques, motives, procedures and withdrawal are all strictly local. In other words,
sorcery in the Antilles and that practised in the Congo are in fact very different and are
each part of a distinctive social and cultural context. Sorcery practice does not follow the
same rules and is not controlled in the same way. Nevertheless, if the actions and practices
of sorcery remain culturally defined, in a Western urban context both practitioners and
clients come from all kinds of different backgrounds.

Sorcery in the Antilles generally has a double origin, African and French, imported by
the slaves and their white masters. While treating of malign and diabolical beings, they very
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often fit into Christianity. In other words, most gadezafés – a Guadeloupe Creole word
meaning literally ‘to look into matters’, namely a ‘healer’ – are in fact practising Christians.
The initiation of a healer, as Mrs Dillon made clear with respect to her husband, often takes
place to the detriment of a close family member, who might be the spouse, a child or parent.
It is a matter of acquiring the gift of influence and action over the world, in return for the
sacrifice of someone dear. This logic behind how to acquire powers is not exclusive to the
Antilles, but is generally shared by a number of African, Asian, American and European
cultures. A common way of referring to it is to say that one ‘gives’ a person (i.e. to the group
of sorcerers) in order to acquire powers.

Congolese sorcery is based on ancestral practice, related to lineage, ethnicity, specific
regions and gods. It is strongly fought by the Catholic, Protestant and Evangelical churches,
which are expressly and utterly opposed to it. Yet in the field, users often move from one
world to another, from Christian areas to those of nganga (healers) and ndoki (sorcerers).
Even within churches, the boundaries between these worlds can be porous, because they
hold, for example, duly initiated nganga who have also become pastors, or where, as
happens not infrequently, the members of one church accuse those of another of continu-
ing to practise witchcraft, kindoki, under cover of Christianity.

18.9 Pentecostal churches in the Congo

In the last 30 years, evangelical and Pentecostal churches in central Africa have enjoyed
considerable growth. Especially in major cities, they have become extremely well-attended
places of worship, and have enjoyed similar success in Western capitals where there is heavy
immigration. They are all at once meeting places, social and religious places and places for
healing. They are openly presented as alternatives to sorcery and traditional healing, against
which they fight fiercely, at least officially.

18.10 Misunderstanding no. 1

Mrs Dillon and Mrs Lemba have experienced a deep cultural misunderstanding. Each one
translated in her own way what the other said, and when they realized that they were not
getting satisfaction, they turned against each other.

When talking to Mrs Lemba about the sorcery her husband was practising against her,
Mrs Dillon clearly expected her friend to react and help her by acting in a similar manner
(Antillean sorcery neutralized by Congolese counter-sorcery). This was all the more so
since Mrs Lemba was African, and in Antilles culture Africans generally have the reputation
of being stronger than Antilleans in this field. This reputation is based on a double concept:
on the one hand a good number of Antillean sorcery practices originated in Africa, and on
the other hand, African sorcery is particularly alive, varied and employed at every level of
society [8]. Because she didn’t live up to Mrs Dillon’s expectations by practising sorcery
against the latter’s husband, Mrs Lemba was suspected by Mrs Dillon of acting against her
and her daughter; the deterioration of Mr Dillon’s behavior towards his wife, her daughter’s
mental illness and separation from Jimmy’s father were all signs that fed her suspicions. We
should note that in a negative world such as that of sorcery, as in the context of any war or
serious conflict, no one can remain uninvolved or neutral. Hence, Mrs Lemba, brought
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fully up to date by Mrs Dillon, in the logic of a social environment in which sorcery truly
exists, cannot claim neutrality or to be well-meaning. In a world where sorcery prevails, if
she refuses to act against her husband, this means she is acting as his accomplice.

From Mrs Lemba’s perspective, fully involved in the Pentecostal church to the point of
having married its deacon, going there every day for prayer and taking part in the life of her
church, she logically assumed that if Mrs Dillon had confided in her, it was to help her find
grace, divine blessings and protection within the church. When she realized that Mrs Dillon
not only did not want to come to pray with her but was also demanding that she engage in
actions of sorcery against Mr Dillon, Mrs Lemba started thinking her counterpart was
seeking to achieve only one thing, to get her to stray from the true path and to plunge her
into sorcery, something from which she had always fled. Mrs Lemba, who is around
40 years old, has been in France for about 20 years. She came to France for treatment
following a serious car accident in Brazzaville in which she almost lost her life. Having been
saved, Mrs Lemba had vowed to be an irreproachable Christian. Following Christian
thinking, she interprets Mrs Dillon’s demands and accusations as attempts by the Devil
to get her to deviate from the true path, precisely what she is fighting against with all her
strength.

18.11 The Bakongo kinship and parenting system

According to Bakongo tradition, as the oldest sister, Mrs Lemba is responsible for all her
brothers and sisters. In France, her status is that of mother to them, which her siblings all
acknowledge. After she arrived in France, Mrs Lemba was instructed by her own mother,
who stayed in the Congo, to take in her younger brothers and sisters. Hence, the respon-
sibility has become hers to ensure their health and to handle their problems as though she
were their real parent. Since her arrival in France some 20 years ago, Mrs Lemba has never
returned to her country. Last year she married a Bakongo man like herself, who holds the
position of deacon in the church where she is a member. Mrs Lemba has no children.

Since the placement of Jimmy in foster care, Mrs Lemba has always been heavily
involved in the child’s situation, worrying constantly about his condition and his needs,
going regularly to the nursery, acting like a mother, as is required by Bakongo custom. Since
Jimmy’s father was too young, he let his older sister handle this new situation. He was not
prepared to cope with the problems that appeared with the arrival of his child, major
problems requiring in-depth knowledge of the Bakongo kinship system, and also of the
status of strange, foreign children. Jimmy’s father does not yet have the ability needed to
negotiate an agreement with the family of his son’s mother, which not only is not Bakongo
but on top of that has a lot of problems of its own.

18.12 Misunderstanding no. 2

Mother-centrism in the Antilles

Society in the Antilles by tradition is matricentric, in other words, it is matrilineal in terms
of place of residence and who takes charge of the children. In fact, the most widespread,
stable family model in the Antilles – doubtless drawn from the regulations of the notorious
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Black Codes3 – is made up of a mother and a maternal grandmother, even a maternal great-
grandmother, who bring up the children, often born of different fathers. In Antillean
Creole, these women are referred to as potomitan, the central post that supports a house [9].
The children have their father’s name, refer to him in terms of origin and filiation, are often
very close to him, but live with their mother and maternal grandmother, who bring them
up [10]. It is with this frame of reference in mind that Mrs Dillon claims guardianship of
Jimmy. An Antillean saying goes, ‘Your husband is not family’, in other words, an Antillean
marriage is not a union between two families. It does not lead to a contract that would
define the terms and conditions of the permanence of a given lineage. To whom the child
belongs is not a question. The child is naturally brought up by its mother or maternal
grandmother. The father’s family will practically never claim it.

However, in this case, Jimmy’s father is not Antillean but Congolese; he has an older
sister acting as his mother and claiming his child.

Bakongo matrilineality

The Bakongo are matrilineal. In other words, children are tied to the maternal side of their
family. The child knows its biological father, lives with him when he lives as a married man
with the mother, but it is his maternal uncles who are responsible for bringing him up, his
health, his development, his education, his very existence. From the mother’s side, the child
thus inherits goods, ancestors, functions, and religious and family obligations. This system
remains balanced so long as matrilineal Bakongo marry among themselves.

Jimmy finds himself in a unusual situation since his mother is not a Bakongo but an
Antillean woman who, as such, is not part of the matrilineal kinship system. Since, on the
one hand, the mother is lacking and, on the other hand, the child’s father’s family is very
present, we find ourselves in an uncommon situation, from a Bakongo point of view, in
which it is the father’s family, in effect the elder sister – the representative in France of the
child’s grandmother and great-uncles – who is obligated to bring up the child.

18.13 To whom does the child belong?

That is the question which unites all the players involved in this treatment situation, the
judge who ordered the ethnopsychiatric session, the social and educational professionals,
the psychologists, and of course Jimmy’s relatives. That is the question every African parent
asks when a child is born into a family with problems or in an unusually complicated
situation [11]. To answer this question, we have to ask a second question, its corollary,
‘Where does this child come from?’

18.14 Back to the treatment

‘So you don’t want to stay with us? You don’t love your parents? You prefer to go back to
the hippopotamuses?’

3 ‘Black Code’ (Code Noir), issued in March 1685 by Louis XIV, ‘Black Code or collection of edicts, declarations and decrees

concerning Negro slaves in America’, containing 60 clauses that legislated the life of slaves in the French Antilles.
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This is how the mediator had started the human interaction with little Jimmy. Through
these words, she let him know that she understood he was connected to his ancestors while
also trying to convince him to become human. According to Bakongo psychological and
psychiatric theories – also very widespread in a number of African cultures [12, 13, 14, 15,
16, 17] – even if they look the part, in fact certain children are not the children of humans,
but rather the children of non-humans, such as spirits, ancestors, gods and others.
Nevertheless, under certain conditions they can become human. These children belong
to another world. They are born among humans, but they are a kind of messenger from a
parallel and invisible world. Generally, if they are born into a human family and cause a lot
of trouble and suffering, it is because they have been sent to remind the family of the need to
renew the initial alliance established by the human founders of the family or lineage
between themselves and their non-human doubles. This initial alliance is what has allowed
the family, the lineage, the ethnic group to exist. These ‘doubles’ can be ancestors, spirits,
animals or others. The work of a therapist consulted by a family is to identify who the child
is, who has sent it and what the invisible world is asking of the family in order for the child
to become fully theirs and agree to enter and remain in the strictly human world.

18.15 Identifying baby Jimmy

‘You should stay. You’ll see you’ll like it here! Mbutu Jimmy, old Jimmy, stay with us, we beg
you!’

Jimmy, who was born of a Bakongo father and a foreign woman, has a special status,
which in Lingala is called Mwana mbuta. Within the paternal lineage such a child is
considered a ‘chief child’. He is someone who is extremely important. It is often said of
this sort of child that it is an ancestor who has returned or who is dedicated to bringing
riches or power to the family [12, 13, 14, 15]. In any case, it is very important that this sort
of child be honored and treated with deference, because it has come to protect the father’s
lineage. Such children are often entrusted to one of their father’s sisters or their husbands.
In this case, and in accordance with custom, Jimmy should have been placed in the care of
Mrs Lemba and her husband, who for Jimmy would then have become Tata Nsakila,
meaning ‘spiritual father’ in Lingala. Because of the important place Jimmy has in his
paternal family, he should be called Mbutu Jimmy, which translates as ‘old Jimmy’. One
would thereby address him with the respect owed to an elder.

18.16 Epilogue

Unlike Mrs Lemba, Mrs Dillon almost never came to see her grandson at the nursery.
Terribly affected by her own marital problems and by her daughter’s mental illness, she
quickly withdrew her claim of guardianship of the child before the judge. She also clearly
stated her disappointment with Mrs Lemba’s categorical refusal to use Congolese sorcery to
help her. The main reason for her friendship with the family of her daughter’s boyfriend,
she explained, had precisely been this hope. In the end, Mrs Dillon stepped out of little
Jimmy’s life. The child was awarded to Mrs Lemba by ruling of the judge. After a few weeks
living with his paternal aunt, little Jimmy had acquired the behavior and ability to
communicate of a child of his age.
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18.17 Conclusion

Each year, dozens of cases such as Jimmy’s are referred to the Centre Georges Devereux.
These cases remind us of a self-evident fact: no child comes into the world without having
been previously conceptualized by the group it belongs to. Indeed, there is no such thing as
a ‘naked’ human being. Every person belongs to a cultural world with notions about
pregnancy, birth, childhood; a cultural world that shapes that person by bringing her up
according to ways and ideas that have been culturally and socially defined. In every society,
parenting practices and procedures are based on theories. In so-called Western societies,
these practices are based on ideas developed and validated by experts in the realm of
academia before being adopted by the rest of society. In so-called traditional societies,
childbirth and upbringing practices are based on theories developed and validated by
practitioners, midwives, healers, thinkers, chiefs, priests, who have all undergone a long
and rigorous training, though rather more secretly.

These different concepts are directly linked to the existential projects of the societies
and cultures to which they belong. They involve definitions of what it is to be human, of
how humans are shaped, what motivates them, their raison d’être and what allows them
to exist; in other words, definitions of the human essence but also of where and with
whom humans live. Hence, in every culture and society, the definition of a human being
is intrinsically linked to the society’s definition of itself, within which that human being
leads his life.

The concept of child is necessarily linked to specific procedures. It is through actions,
behaviors and words conceived to influence that the child is formed to become a human
adult invested with an identity. Thus, in many so-called traditional societies these proce-
dures always involve culturally organized traumatic experiences, most often in the form of
specific ancestral rituals performed at different stages of an individual’s life (birth, weaning,
puberty, marriage, birth of a child, etc.) [18]. Often involving fear, intellectual confusion,
and some measure of physical pain, these rituals are designed both to shape and strengthen
the personal and social identities of a society’s members. As such, they are major stakes in a
cultural group’s survival and future, therefore constantly evolving in response to various
influences and needs.

In a globalized world where, on account of mass migration, people end up living in
multicultural metropolises, childcare today requires of psychological, medical and social
professionals to be knowledgeable of specific cultural practices and to acquire special skills
in negotiating between different worlds [19].
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Clinical vignettes

A 4-year-old girl has disappeared for two months, and was found dead in a suitcase at the
bottom of a river. Father admitted to have killed her, mother is suspected to have asked to do so.

A 3-year-old boy has been drowned by his single-parent mother. Until then, this boy filled
the mother’s world. She had planned to commit suicide, but did not do it.

A 1-year-old infant girl was killed and hidden in a forest by her father. Parents are divorced.
‘I knew this would be the solution for all my problems,’ he said.

19.1 Introduction

The interdiction against killing one’s own child is not a universally shared value.
The first published ‘near-filicide’ of our ancestor Abraham, who was ready to sacrifice

his son Isaac, was the ultimate proof of his unconditional commitment to God. But God
did not allow it to happen . . .

To most Western minds, the thought of a parent killing his or her child evokes a deep
sense of horror and outrage, as it is viewed as a betrayal of the assumption that parental
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love is one of the tenets of civilization. Therefore, parental and especially maternal filicide
is regarded as a crime committed by ‘crazy’ people. While reviewing the literature, it turns
out that many societies have practised infanticide, including those in Greece, China,
Japan, India, Brazil, England, Italy and France, among others. Infanticide has been the
most widely used method of population control during much of human history [1] and
fully reviewed by Brockington [2]. Reasons for infanticide include the desires to control
the size and composition of the family, maximize reproductive success and ensure social
stability [3].

Culture-bound priorities, still in the early twenty-first century, give legitimization
for filicide [4]. For instance, in parts of Northern India, adults prioritize the well-
being of family rather than the survival of individual members [5]. In some societies,
infants with visible deformities and twinships are legitimately killed [3, 6]. Female
gender is also a culture-bound risk factor for infanticide [7]. Some societies, such as
in rural parts of India, seem to prefer sons, but the reasons behind this preference is
economic: ‘Too many girls, too much dowry’ [8]. Culture-bound beliefs, such as that
evil spirits that can grab the souls of newborns, may make infanticide a legitimate
act, as it has been described in Bolivia [9]. Other common reasons for killing infants
were social, such as family size and poverty. These authors found that both com-
munities of their sample gave legitimization to infanticides that were the result of
biological and social reasons. Killing infants for social reasons only was rarely
justified.

While the rationale for engaging in infanticide varies widely by culture, commonalities
emerge, especially among less-industrialized places. Contrary to current Western thinking
and studies (that will be reviewed below), filicide is not always an unpredictable crime
committed by mentally ill parents: Oberman [4] showed that parents who commit filicide
often cannot raise children under the circumstances dictated by their specific position in
place and time.

Besides the cultural and socio-economic motives, little is known about the circum-
stances and factors that lead to filicide, and this lack of knowledge makes prevention
difficult. While it is obvious that filicide is one of the rare conditions where prevention is
the only treatment, this lack of knowledge is especially bothering.

In this chapter we will first review the empirical data available nowadays, continue with
some psychodynamic possible explanations, and end with clinical implications.

19.2 Prevalence of filicide among Western societies

A recent survey in the United States [10] reported that homicide was the fourth
leading cause of death among children from ages one to years, and the third one
among children from ages five to fourteen years. The first year of life is the most
prone. Among children and adolescents, homicides are most likely to occur in the
first year of life; the second peak is during later adolescence [11]. Abuse and felicide
are on the same spectrum: more than 80% of homicides in very young children were
actually fatal child abuse.

Among those under the age of five years, 61% were killed by their own parents, half by
their mothers (30%) and half by their fathers (31%). The majority of homicides of children
older than three years are committed by a person unrelated to the child.
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The conclusion of these statistics is that filicide is a real problem, and that the first three
years are critical for early detection of infants at high risk.

Early detection necessitates knowing the risk factors.

19.3 Filicide and the child’s age

Already before 1970, Resnick [12] suggested differentiating between neonaticide (within the
first 24 hours of life) , infanticide (within the first 12 months of life) and filicide (older
children), because he found different parental characteristics according to the age of the
murdered child, such as neonaticide being typically committed by young, poor and
unmarried mothers with little or no prenatal care. A more recent review [13] replicated
these findings, and added a high frequency of denied or concealed pregnancy (in spite of the
fact that these mothers tend to live with their own parents) among maternal perpetrators of
neonaticide.

Among mothers who committed infanticide, young age, non-employment and high
frequency of psychiatric disorders have been described [14].

19.4 Filicide and parent’s gender

Among the murdered children under five years of age in the USA, in the last quarter of the
twentieth century, 61% were killed by their parents, equally by mothers and fathers (30% by
mothers, 31% by fathers). Twice as many fathers as mothers committed filicide-suicide
[13]. In a Quebec sample [15], paternal filicide has been found more common than
maternal filicide after the age of one year (neonaticide is very rarely committed by fathers,
and most infanticides are committed by mothers).

Despite these findings, paternal filicide has attracted limited research, and is even less
well understood than maternal filicide. Also, there were investigated retrospectively 60
cases of male parent filicides, that had led to 77 deaths [15]; 23% of the children were under
the age of one year, 26% between one and five years, 22% between six and ten years, and
29% were more than ten years old. Siblings were murdered in 23% of the cases. Of the
homicides committed by fathers, 60% were followed by suicide, especially in the instances
involving multiple sibling victims. At the time of the filicide, 18% of the sample also killed
their spouses.

The most common means of homicide was the use of a firearm (34%), followed by
beating (22%). The use of knife, strangulation, blunt instrument, intoxication and
drowning were much less common, in decreasing order. Recent rupture of the marital
relationship had happened in 40% of the cases, family violence was indicated in 40% of the
cases, but drugs and/or alcohol use were uncommon.

The presence of severe psychopathology was observed in 60% of the fathers: major
depression (52%), schizophrenia and other psychoses (10%), and acute substance intox-
ication (5%). Fathers are often perpetrators of fatal-abuse filicide, with a childhood history
of abuse, especially in paternal filicides involving infants under the age of one year. These
fathers are rarely psychotic.

Retaliating filicides are rare among mothers, and typically reflect personality disorders
with a high incidence of suicide attempts.
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19.5 Parental motivations for committing filicide: at the
psychiatric level

The major motivational factors for filicide have been classified, as follows [16, 17, 18, 19, 20]:

(a) Mental illness

(b) Retaliation

(c) Rejection of an unwanted child

(d) Mercy killing

(e) Chronic abuse that lead to accidental death (i.e. the ‘shaken baby’ syndrome).

Empirical studies have made clear the fact that in most cases of filicide, multiple factors act
together at causing the parent to kill his or her own child [21, 22]. These include financial
difficulties, social isolation, single motherhood, work-related stress, housing problems, a
childhood of abuse and/or trauma, marital problems and jealousy, alcohol abuse, physical
illness, depression, mood disorders, psychosis.

Filicidal parents who are not defined as mentally ill

Neonaticide is caused mostly by this group of mothers, usually very young mothers who
cannot cope with social stress factors [14, 23, 24]. The absence of mental illness, as defined
by the law, meaning psychosis or affective disorder, does not imply the existence of a
healthy personality. As has been shown [25], there is a high rate of personality disorders, with
very low ego organization, among these mothers who commit neonaticide. Similarly,
among 16 cases of neonaticide [26], nearly all of the women reported symptoms of belle
indifference, depersonalization, dissociative hallucinations and intermittent amnesia at
delivery. Most of the cases were preceded by denial of pregnancy. 56% of Spinelli’s sample
[26] had a history of sexual abuse. Accidental filicide, i.e. fatal abuse, is more frequent
among parents with personality disorders and intense psychosocial stress at the time of the
fatal abuse, than among parents with psychosis and depression [23].

Filicidal parents who are defined as mentally ill

In a review from the late 1960s of the world psychiatric literature, a high frequency of
depression, psychosis, prior use of psychiatric services and suicidality was found [12].

Among 57 mothers admitted to a forensic psychiatric hospital, after having been
found not competent to stand trial, researchers [27] identified two groups of women,
based on the age of the murdered child, with different motivational profiles: the
neonaticidal mothers were mostly psychotic and socially deprived, while the filicidal
mothers were mostly depressed, with a history of childhood abuse and self-directed
violence, and a high frequency of suicide attempts following the murder. As Stanton
[23] has reported in her six interviewed mentally ill filicidal mothers, these women
perceived their murder act as altruistic or as an extension of suicide, were intensely
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involved in mothering their child, had no extreme external stressors, but were over-
whelmed by the mental illness, and regretted the killing.

Filicide–suicide, a relatively rare situation, has been reported as being committed more
frequently by fathers than by mothers (twice as many times), and mostly due to altruistic
and acutely psychotic motives, with a past history of depression or psychosis [13]. Older
children were more often victims than infants in their cohort of 30 filicide–suicide
families.

19.6 Parental motivations for committing filicide: at the
psychodynamic level

Obviously, only a minority of parents who become psychiatrically ill and/or have environ-
mental stressors kill their child. Similarly, most of the parents who experienced neglect and/
or abuse in their own childhood do not kill their children, in spite of their deficient
parenting skills. Therefore, one must try to comprehend the phenomenon of filicide as a
complex one, where psychodynamic factors should be included in the constellation of risk
factors identified in individuals at risk for filicide [28]. We put aside here filicidal acts
legitimized by culture-bound norms.

The individual, non-cultural, filicidal act is at the ultimate point of violence. Still,
violence is not a unitary phenomenon: various core complexes, motives and fantasies
need to be explored [29]. Two broad conceptual categories of psychopathic versus
psychotic parents result from the empirical data on the filicidal parents’ characteristics.
Among the psychopathic, narcissistic, retaliatory individuals, the aim is sadistic [30]. The
child was never really wanted, and is killed either as an accidental result of severe abuse, or
in the parent’s deliberate vengeance towards his/her spouse. This group of parents,
though psychologically disturbed, but not mentally ill [28], are typically found guilty of
murder.

In the second group of parents, who suffer from schizophrenia, bipolar disorder or
psychotic depression, the violence is very different in nature: it is self-preservative, aimed at
protecting the self and/or the child from perceived threat [31]. There is a suggestion of a
distinction between two types of psychotic women [32]:

1 The disorganized type, characterized by extreme personality fragmentation that is the
combined result of a biologically based chronic mental illness and a destructive early
environment (such as severe neglect and abuse). Their crime is the result of bizarre
acting-out, where the infant is not perceived as human, but rather as a lifeless part-object
into which the mother projects unwanted, threatening parts of her fragmented ego.

2 The organized type, distinguished by a premorbidly more integrated ego (reflected in
quite good educational achievements, work and interpersonal functioning), that
becomes temporarily but severely fractured. The crime is organized into ‘logic’, though
pathological and distorted. The childhood history is less chaotic than in the disorganized
group but, based on Kunst’s sample of filicidal mothers [32], all the women had a history
of intrafamilial sexual abuse and depressed, inconsistent maternal care. Unlike the first
group, these filicidal mothers are very invested in their child, but in a pathological way:
they look to their children to be for them objects of transformation, of repair of themselves
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[33]. Such women seek for a mother in their own child. Again, the filicidal act comes
when environmental stresses, such as marital stress or separation, severe financial pro-
blems, poor support, combine with the mother’s psychological vulnerability, and lead them
to feel increasingly alienated from the world around. The unbearable anxiety turns into
depression, and fantasies of ultimate annihilation, where the child is entrapped,
because of the mother’s enmeshed, undifferentiated relationship with him or her. It is
in that state of mind that these mothers start to build ‘the’ plan. A mother’s statement,
illustrates this catastrophical dynamic very well: ‘I didn’t kill my son, I killed myself’
[31, p. 36].

This distinction of the two groups of women is important; both in terms of understanding
better the phenomenon of filicide, and in planning for intervention. Indeed, in Kunst’s
experience [32], the organized group women are often treatable patients who can use
psychotherapy to understand the core complex and fantasies that led them to commit the
crime.

19.7 Characteristics of the child at risk for filicide

A study which took place in Japan [14] found not only a high frequency of psychiatric
disorders among murder mothers, but also a high frequency of physical anomalies among
the child victims. This is consistent with the well-known link between physical handicap
and child abuse.

It has also been shown that perpetrator gender correlated with victim gender: fathers are
more likely to kill boys, and mothers tend to kill girls [34].

19.8 Clinical implications

As reviewed above, a significant proportion of both maternal and paternal filicide perpe-
trators suffer from depression and/or psychosis, except in the neonaticide cases. Personality
disorders, especially borderline personality disorder, are also frequent in both fathers and
mothers. Additional risk factors, for both, include life stressors, social isolation and history
of abuse in childhood. Fathers rarely commit neonaticide; filicidal fathers are more likely to
be abusive to their children, and tend to commit suicide after the filicidal act.

A recent Finish study [35] has compared the psychiatric and personality profiles of
homicide and filicide offenders. They did not find that the filicide offenders had signifi-
cantly more mental illness and more serious psychopathology than the other homicide
offenders. One of the significant differences was in the level of psychopathy: filicide
offenders were not psychopaths, and suicide attempts at the scene of the murder were
much more frequent. Filicide offenders showed signs of emotional dysfunction, with major
difficulties in handling everyday difficulties, similar to domestic batterers.

Early detection

The knowledge of motivating factors causing a parent to kill a newborn, a toddler or an
older child, is a prerequisite for any early intervention planning. The above reported data
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imply, for instance, that a psychotic mother is at heightened risk of killing her newborn,
especially if other factors add to the burden of motherhood, such as being a single parent,
having a low IQ and a history of drug abuse. For these women, there is a specific need for
social and psychiatric support during pregnancy and the first year of life. The same stands
for teenage, isolated and poor first mothers. Psychiatrists also need to remember that a very
depressed woman may be at risk of killing an older child, especially if she has other risk
factors.

Thoughts of infanticide should be directly probed by general practitioners and other
health professionals, among non-psychotic post-partum depressed mothers, because they
tend to spontaneously disclose their suicidal thoughts, but not their infanticidal ones [36].

In spite of the high proportion of child homicides committed by fathers, the tendency to
overlook filicidal risk among men is still high; the possibility of homicidal tendencies in
depressed fathers, especially when suicidal ideation is present, should be assessed system-
atically. Almost half of the filicidal women and men had had previous contact with health
professionals before the time of offence [15].

To date, the most effective early detection is still a case-by-case approach, which
necessitates a high degree of vigilance and general awareness of homicidal risk. The findings
of the above-cited Finnish study [35] suggest that prevention of filicide is not the task of
psychiatry alone, but health care and society must work together.

Existing programs

In the USA and other Western countries, programs usually center on

1 Developing comprehensive reproductive health programs, including giving access to
family planning and abortion.

2 Improvement of social support networks.

3 Targeting at risk families, such as those with high levels of domestic violence.

4 Clinical interventions.

5 Legal sanctions.

One of the evidence-based efficient interventions is home visitation by trained nurses during
pregnancy and the first two years of life, which reduced rates of child abuse and neglect
among first-born children of unmarried adolescents of low socio-economic status [37].

These programs do not necessarily fit other places of the world.

19.9 Conclusion

‘The eye sees only that which the mind is prepared to comprehend’, has brilliantly enounced
Henri Bergson, French philosopher and recipient of the Nobel Prize for Literature in 1927.
The central task for those who seek to eliminate filicide is first to understand the lives of
those who commit this crime, and the unspoken messages conveyed by their society and
culture. It is important also to recognize the serious nature of perinatal mental disorder,

19.9 CONCLUSION 213



and its link to abnormal personality and to consequent relationship problems with the
parent and infant, and to plan risk reduction strategies in primary and secondary services
where staff are trained in infant and perinatal psychiatry.
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20
Maternal postnatal mental
disorder: how does it affect the
young child?

John Cox1 and Joanne Barton2

1Keele University, Staffordshire, UK
2North Staffordshire Combined Healthcare NHS Trust, UK

‘Recently, when I was in an up-country hospital in Tanzania, I was shown a marasmic
baby, aged 11 months, with his mother. Understandably, but I think wrongly, all the
emphasis was being placed on trying to get extra protein into the baby, when in fact
the mother had plenty of milk but was extremely depressed.’ [1]

‘I enjoyed my pregnancy and I enjoyed having him, it was the greatest thing I have ever
experienced until I came home. And then I thought, God I don’t want you . . . I have been
sad before and I have been unhappy, but never felt like after I had Thomas, to the point
where I just didn’t want to live any more.’ [2]

20.1 Introduction

Childbirth in all cultures is a stressful psychosocial transition, and for many first-time
mothers a ‘rite of passage’. Thus in some traditional and modern societies special names are
given to the mental disorders that occur at this time, such as Amakiro (Uganda) and
puerperal psychosis. Childbirth is generally expected to be a joyful event, yet for some
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mothers the birth of an infant is an overwhelming stressor and is associated with disabling
anxiety and depression, or with another serious mental disorder. Changing patterns of
family life and the diminished status of childbearing in many modern societies can increase
stress and cause ‘cultural confusion’. It can also lead to breaks in the transmission of
parenting knowledge between generations [3, 4].

It is important therefore to consider the effect of such stress and the impact of mental
illness on the care of the developing infant. A severe perinatal mental disorder, especially
when characterized by delusional ideas and marked behaviour disturbance, is however
only rarely treated by appropriately trained health professionals and the impact on the
infant is seldom fully assessed. The modern management of perinatal psychiatric dis-
orders must therefore routinely include assessment of the impact of such disorders on the
infant in the short and long term [5], and yet also take fully into account the positive
coping potential of the parents and the infant, which can ameliorate an otherwise very
adverse outcome.

A mother with a sub-threshold disorder, such as minor depression or mild phobic
anxiety, may not be referred to a specialist mental health service or be treated adequately in
primary care and many such distressed mothers are dismissed as the ‘worried well’. Yet
their condition may adversely affect bonding, impair development of the infant and can
progress to a more severe mental disorder. It is not uncommon, for example, for parents
who present with their disturbed child to a child psychiatrist, to describe an untreated
postnatal mental disorder that commenced immediately after delivery.

A postnatal mental illness of any severity may affect all aspects of child development and
increase vulnerability to abuse and neglect. Furthermore associated risk factors for mental
disorder may also compromise the child’s outcome. Women with mental disorders, for
example, are more at risk of unplanned pregnancies, single parenthood, social disadvan-
tage, substance misuse, poor uptake of antenatal care, relapse of their illness following birth,
and are more likely to have their children taken into care. These factors each represent a
much-increased risk for poor child outcome [6].

However, some children have a good outcome despite their parents having mental
disorder and lead healthy undamaged lives. An assessment therefore of both risk and
protective factors is thus fundamental to any consideration of child outcome and to
establishing the optimal relationship between mother and child. This mother–child rela-
tionship is bi-directional so that disruption in either direction affects outcome.

Some effects of a postnatal mental disorder on the infant can be generalized across a
range of conditions, while some diagnoses (such as depression, schizophrenia and eating
disorders) are also associated with particular risks and effects.

20.2 Postnatal mental illness: immediate effect on
parenting

Parenting involves the provision of a safe environment for the infant, attendance to
physical needs, appropriate age-related stimulation and the establishment of a secure
relationship. This complicated task, which involves attachment and attunement as well as
the specific provision of food and safety, can be adversely affected by a new-onset postnatal
mental disorder, or by a long standing illness, such as schizophrenia, substance misuse,
rapid cycling bipolar illness or depression with onset during pregnancy.
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The immediate adverse effect of these mental disorders on the infant may be caused by
symptoms such as delusional beliefs that the baby is a dangerous voodoo baby or is bewitched;
mood disturbances, such as severe anxiety or very low mood, which reduces self esteem and
impairs the mother’s coping ability; and negative cognitions, such as excessive guilt or
obsessional doubt, which may cause the mother to withdraw from her infant.

Furthermore, some mothers with a psychotic disorder, such as puerperal mania or an
undifferentiated psychosis, are unable to care in a safe manner for their baby because they
are too disorganized, are preoccupied with psychotic ideas and are intentionally or acciden-
tally risking the life and livelihood of the baby.

Postnatal depression

Primary care workers, whether in low or high income countries, can be alerted to the
likelihood that the mother may have a unipolar non-psychotic depression by one or more
of the following observations:

• Complaints of fatigue, being very worried, low mood or severe sleep difficulties.

• Somatic symptoms, such as headache and abdominal pain without obvious cause, are
complained of.

• Excessive fearfulness that the health worker will be critical of her mothering ability and
might take the baby from her.

• Preoccupation with minimal feeding difficulties and excessive worry about weight gain.
The mother provides less structure and discipline for her infant and is often irritable and
angry with the baby and with other family members. The mother may seek advice from a
community perinatal service because her baby is crying excessively or is positing.

Such depression, which affects at least 10–13% of postnatal mothers, commonly has an
onset within a month of childbirth but can also be continuous with a depression present
before birth, which may be exacerbated by the stresses of immediate motherhood, includ-
ing feeding difficulties, and by severe postnatal blues [7].

The cardinal symptoms of a depressive disorder, using international criteria, can then
subsequently be elicited by clinical interview and include depressed mood, lack of interest
and pleasure in doing things, sleep difficulties and self-blame – usually lasting for at least
two weeks. These symptoms will each adversely affect the ability of the mother to be attuned
to her baby and particularly her ability to synchronize her communications with her infant
[8]. She may be withdrawn or excessively over-stimulate the baby. In at least 15% of
mothers with postnatal depression, the onset of this disorder is during pregnancy and the
effect of antenatal depression and of severe stress on the fetus and subsequent child
development is a subject of much contemporary research and controversy.

The risk of suicide in bipolar patients and of infanticide in women with a psychotic
illness, whether of sudden onset after delivery or as a continuation of symptoms present in
pregnancy, must always be carefully assessed. The psychological disturbance and symptoms
experienced by mothers during the course of psychotic illnesses (both established and
first-episode) are potentially highly disruptive to their adjustment to pregnancy and
motherhood and to their availability to parent.
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Anxiety disorders

Generalized anxiety disorder, post-traumatic stress disorder, obsessive compulsive disorder
(OCD) etc. may occur de novo or be exacerbated during pregnancy. In such illnesses the
fetus or baby may be the focus of anxieties and concerns. Thus in acute onset obsessive
compulsive disorder, the obsessional thoughts may be about the baby and include distres-
sing thoughts of harming the baby, inclusion of the baby in repetitive washing routines and
the need for excessive cleanliness [9]. Anxious mothers who are preoccupied with their
anxiety will be unavailable for their infants, which may compromise the attachment
relationship [10].

Personality disorder

Maternal personality disorder represents a different kind of threat to parenting, particularly
in terms of the persistence of the disorder and the impact on the mother’s capacity to
develop and sustain relationships. The evidence base in this area is limited, but the impact
of the disorder will be on the mother’s conceptualization of her role as a parent and her
ability to adjust to her pregnancy and prepare for the arrival of her baby. Postnatally she
may be unable to form a relationship with her child or to parent [11].

20.3 Mother–infant relationships

It is essential to consider the emerging relationship between mother and child from the
mother’s perspective and in particular to examine disorders of this process. Disorders of a
mother’s relationship with her infant are common and can result in the mother
rejecting her infant [12]. Children are then at risk of abuse and neglect, and there is
evidence of a later detrimental effect on the child’s cognitive functioning [13]. The
neurobiology of parent–infant relationships and behavior has been explored with studies
describing the neurohormonal and neuro-anatomical basis of parents’ responses to
children [14].

20.4 Risk and resilience

While the focus of this chapter is on the impact of maternal mental health on parenting, it is
important to recognize that children are not passive in their relationship with their parents or
caregivers. Some children whose mothers are mentally ill during their infancy do well.

What allows some children to flourish whilst others in similar situations fail to thrive is
not well understood. The concept of resilience however is increasingly recognized to be
important in determining child outcome. From birth children are recognized to have
different temperamental styles. This may be important in how the infant responds to
adversity, including maternal mental illness.

Thomas et al. [15], in the New York Longitudinal Study, described nine characteristics
of infant temperament, including: activity level, rhythmicity of biological functions, quality
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of mood, approach or withdrawal from new experiences, persistence and ease of adapt-
ability. They found that some of these characteristics clustered together and they identified
three patterns of infant temperament:

• Difficult biologically irregular, withdraw from new situations, adapt poorly, have
negative mood and intense reactions;

• Easy positive mood, biological regularity, mild intensity, adaptable and react positively
to new situations; and

• Slow to warm up initial withdrawal, slow adaptation and mild intensity.

Infants with easy temperaments were found to have the best outcome and were least likely
to develop mental health problems later in life.

Infant temperament may thus facilitate – or not – the development of a robust relation-
ship/attachment. The infant’s response to its mother in turn imparts an effect on the
mother’s subsequent behaviour. Infants with ‘difficult’ temperaments (who are difficult
to soothe and who do not feed or sleep well) may undermine maternal self-confidence,
which in turn affects the way they feel towards their infant.

Child temperament may be an important component of resilience. Work is ongoing to
operationalize resilience, measuring it in terms of achievement against a range of global
markers of outcome [16]. It is also important to think about what maternal factors may
contribute to an overall resilience for vulnerable mothers and infants.

The range of potential risk and resilience factors (paternal mental illness, family and
community factors) is huge and a full discussion is beyond the scope of this chapter (for
a review see Zeanah [17]). The intention of the authors was to highlight the importance
of considering resilience in the assessment of any family affected by parental mental
illness.

20.5 Infant outcome and child development

Maternal mental illness is known to be associated with poor child outcome by potentially
adversely affecting all aspects of child development, physical, social, emotional, behavioural
and cognitive.

Poor interaction between mother and child, as may occur in perinatal mental illness, is
associated with poor physical health outcomes for children [18]. A study by O’Brien et al.
revealed that there was twice the rate of depression in a controlled community sample of
mothers of children presenting with non-organic failure to thrive [19]. The work of Patel,
Rahman and colleagues in the developing world highlights the observation of Hugh Jolly,
quoted at the beginning of this chapter, by showing that perinatal depression is associated
with illness and growth impairment in infants [20, 21]. Robust antenatal and postnatal
screening programmes are essential to alert health-care professionals to any child at risk
both in utero and postnatally. Clinicians have a responsibility to identify children who are
failing to thrive and to put in motion appropriate interventions through child protection
and safeguarding processes [22].
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Maternal mental illness may compromise the physical development of the fetus and
infant in a number of ways. The effects of drugs and alcohol on the developing fetus are
explored in Chapter 23 of this book. Recognized effects include fetal alcohol syndrome and
drug withdrawal states in the perinatal period. Addicted mothers are less focused on
preparing for their baby. They often neglect themselves and do not attend for antenatal
care, putting the unborn child at risk. Associated environmental and psychosocial factors
may also be important to the outcome of the child, and effects may depend on other
vulnerability factors.

Maternal eating disorders can threaten the physical well-being of the fetus, with an
increased risk of the baby being small for dates. In the postnatal period the mother may
have a distorted image/perception of the baby, be excessively controlling [23] and be
concerned that the baby is too fat with consequent risks of feeding difficulties and failure
to thrive [24]. Mothers with eating disorders may find feeding their children difficult; in
turn their children are at risk of developing eating problems.

Maternal mental illness thus represents a risk to a child’s social, emotional and beha-
vioral development, through the effects of illness on her ability to meet her child’s needs.
Such needs are complex and multifaceted and change over time. Infants are entirely
dependent and the mother has to ensure that her child is fed and kept warm and safe.
She also has a crucial role in facilitating other aspects of her child’s development.
By responding to her child’s emotional state, for example soothing the child when dis-
tressed, the mother fulfills an important role in helping her child differentiate between the
range of arousal states. This is recognized to be important in the early development of
higher-order executive functions [25, 26].

There are links between maternal postnatal depression and adverse infant/child
cognitive outcome. The mechanism for this association is through impaired mother–
infant interaction [13]. Recurrent maternal depression and especially antenatal
depression [27], may be particularly detrimental in the longer-term outcome of
children who have an increased likelihood of depression and antisocial behavior in
adolescence.

20.6 Child mental health problems

Children of mothers affected by mental illness are at increased risk themselves of developing
mental disorders. Up to one third of children of parents affected by mental illness will
develop emotional or behavioral problems [28]. The mechanism for this is complex but will
involve an interaction between genetic predisposition and environmental influences. At
this stage however, we do not understand the complexity of this interaction. Not every child
whose mother has a mental illness will become mentally ill or present with emotional or
behavioral problems.

There is evidence however to link specific psychiatric disorders with particular child
mental health outcomes; for example maternal smoking and substance misuse are linked
with child behavioral problems [29]. There is a potential link between exposure to alcohol
in utero and the development of alcohol misuse in later life [30]. Maternal eating disorders
are associated with child feeding disorders, problems regulating food intake and eating
difficulties [24]. Stress in the later stages of pregnancy is associated with emotional and
behavioural problems in the child [31].
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20.7 Child abuse and neglect

Parents in general instinctively protect their children and very few parents set out
deliberately to harm or neglect their offspring. Children of parents who have a mental
illness are at increased risk of abuse and neglect [32]. Most mentally ill mothers and
fathers do not intend to harm their children. Instead their illness compromises their
ability to meet the needs of their child. An important role for professionals working with
parents affected by mental illness is to be aware of the impact of mental illness on
parenting capacity and to advocate for parents’ rights for appropriate support to allow
them to continue in their parenting role. This must be balanced against an assessment of
the possibility that because of their illness, parents may physically or emotionally neglect
and abuse their children. Child sexual abuse may occur in the context of a parental mental
illness. Rarely a mentally ill mother may murder her child. See Chapter 19 for a detailed
discussion of infanticide.

Because parental mental health problems are consistently identified as a risk factor for
recurrent maltreatment [32], it is essential that professionals working with parents with
mental health problems are aware of the potential for neglect and abuse and know
about child protection and safeguarding procedures [22]. In Factitious Illness by
Proxy (FIP) a mother, or a carer looking after other people’s children, present a child
as ill by fabricating symptoms, or by inducing symptoms in the child that can be life-
threatening.

The capacity of a mentally ill mother to care for her child must always be examined as
part of assessment. In some instances it is obvious that a mother is unable to provide for the
needs of her child and that the child is at risk. In such circumstances we rely heavily on other
family members to care for the child until the mother is well enough to take over once
again.

Being ‘Looked After or Accommodated’ by social services and being cared for by
another family are risk factors for mental health problems in children and young people.
We must also recognize that having a child accommodated has adverse effects on
mothers.

20.8 Family aspects

Maternal mental illness has an effect on the whole family. Equally, the response of the
family to the mother’s illness may be important in her recovery. It is thus often necessary, in
our experience, to consider the role of extended family and close friends as part of an
assessment of risk and resilience. Depending on the nature and severity of maternal mental
illness, her roles and responsibilities as a parent may have to be taken over to varying
degrees by other people: father, other family members, friends or professionals. This is
often associated with disruption for all concerned and there may be increased levels of
stress, conflict and discord [33, 34].

Thus grandparents, siblings and family friends may have to take on childcare respon-
sibilities and this can be associated with negative effects on their own mental health [35].
Looking after young children can be stressful for grandparents who had not anticipated
such a role and who may themselves have age-related problems and limits on their coping
capacities.
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Such family members may also take on responsibilities for caring for the ill mother.
Older children who take on the role of carer for an ill mother, as well as looking after
siblings, are particularly vulnerable [36].

The implications of a postnatal mental illness for other family members can also be an
additional burden for the mother herself. Many mothers, for example, think
of themselves as a burden and so feel guilty about the impact of their illness on their
family. Also, many such mothers struggle with their loss of role. In a study by Boath et al.,
the verbatim comments from fathers whose partners had postnatal depression [37],
vividly underline the severe stress within the family, the fathers’ need for support and
the possibility that they may require specific treatment for depression or substance
misuse.

It is not known how many relationships break up within three months of childbirth as a
consequence of mental disorder, nor what effect this disruption has on the infant and older
siblings. It is likely however, from our clinical experience, that these disengagements are
not only common but can be reversed if there is prompt treatment available to both
parents, and if a family approach, which includes the infant and any older siblings, is
undertaken.

20.9 Considering the child in the management of maternal
mental illness

One aim of therapy is to restore the parent to normal day-to-day functioning, which will
then facilitate their parenting. Increasingly it is recognized, however, that it is important to
consider the outcome of the child in its own right and the specific needs of the child must be
identified and addressed in any management plan. Some interventions have been devel-
oped with the aim of promoting positive child outcome; however there continues to be a
paucity of evidence about the effect of routine treatment in terms of child outcome. The
measurement of child outcome in the perinatal period is difficult and frequently this is
confined to physical measurements e.g. growth. More research is needed to identify
indicators of infant mental health. As children get older, their outcome can be described
in terms of their social, emotional and behavioral adjustment and cognitive function.

Assessment

The information presented earlier in this chapter and elsewhere in this book, about the
potentially detrimental effect on child outcome of maternal perinatal mental illness, high-
lights the need for early identification and intervention. In order to achieve this, there is a
need for all staff involved in perinatal services to be aware of the range of maternal mental
health problems and risk factors for the child. Early identification must be followed by the
implementation of appropriate interventions, which include therapies that focus on
mother–child interaction. There is a great need for more robust mental health screening
programs in the perinatal period.

An excellent example of a mechanism for the early identification of maternal mental
illness is to be found in postnatal depression, where the use of the Edinburgh Postnatal
Depression Scale [38] by primary care workers offers opportunities to identify mothers
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vulnerable to serious illness. Unfortunately there is a lack of specifically validated measures
for screening for other mental health problems, particularly in the antenatal period.
Mothers who have severe mental illness will usually be identified, but even in such cases
some children will be at risk if, because of their illness, mothers do not take up available
ante- and postnatal care.

As mentioned above, the measurement of child outcome in the early neonatal period is
often limited to physical parameters, such as birth weight and the achievement of mile-
stones, etc. It is clear however that a key outcome is the quality of parent–child interaction
and it is possible to make some assessment of this. A range of measures is currently
available including self-report, structured interviews and observational schedules e.g. the
Parenting Stress Index (PSI) [39], The Parent–Child Early Relational Assessment (PCERA)
[40] and the HOME Inventory (Home Observation for the Measurement of the
Environment) [41]. The Adult Attachment Interview [42] explores the adult’s experience
of attachment and may be relevant in view of the importance of the parent’s experience of
being parented.

These tools provide a considerable amount of information about parent–child relation-
ships. Unfortunately their use, in the main, is restricted to research because they are
impractical to use in the clinical setting. These measures are, in general, lengthy and
time-consuming to both administer and score. Also there is often a need for training in
their use. Self-report measures have much to recommend them in terms of their usefulness
and simplicity of administration etc. They also however have limitations, particularly in
relation to objectivity, which can be influenced by maternal mood. There is an urgent need
for the development of clinically useful assessment tools which can be used by the range of
professionals working in perinatal services.

As the child gets older, other measures become available e.g. the Bayley Infant
Development Scale [43], which looks at cognitive development and the Strengths and
Difficulties Questionnaire [44], which includes both parent and teacher reports of child
emotional and behavioral adjustment.

Treatment

When a mother is mentally ill, she is the focus of treatment. It is often assumed that if the
mother’s mental illness is treated, she will then be able to attend to her infant’s needs and all
will be well. The evidence base describing the effect of maternal treatment on child
outcome, both in the short and longer term, is however limited. There is a need therefore
for child outcome, across a range of domains of functioning, to be included when assessing
the effect of treatment of maternal mental illness. It is important that research addresses
this, but also that clinicians consider child outcome as part of their routine assessment of
treatment effectiveness. From the information presented in this chapter, it is clear that it is
important for treatment to include some consideration of the promotion of the mother–
child relationship and to address any detrimental effect on this resulting from the mother’s
illness.

The range of treatments for maternal mental illness is described elsewhere in this book
(see Chapter 34). The pharmacological treatment of maternal mental illness is complex, and
it is important that clinicians prescribing treatment for pregnant women, or any woman of
childbearing age, are aware of any potential adverse effects on the fetus and that any risks
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are discussed in full. In addition to any known teratogenic effects, it is important to
consider the potential psychological aspects of pharmacotherapy for the mother. Mothers
are often concerned about the effect of any medication on their unborn child and will later
raise concerns about any difficulties their child might have being the result of something
they did or a medication they took during pregnancy. Concerns about potential harm to the
fetus must also be set against the potential harm of not treating the mother.

A range of interventions are available to promote mother–child relationships and these
are fully discussed in Chapter 14. There is, however, little information available from
systematic reviews or randomized controlled trials, specifically in relation to the use of
such interventions in mothers with a moderate to severe perinatal mental illness. Most of
the evidence describing effectiveness of interventions relates to specific community
programs for disadvantaged mothers, or those with depressive symptoms detected by
screening questionaires.

Interventions include baby massage and interaction coaching. Residential treatments for
expectant mothers with substance misuse problems have been shown to improve the
physical outcome of babies in terms of their birth weight and length. [45]. There is also
evidence that adding attachment-based parenting interventions into such programs
improves parent–child relationships [46].

The role of large-scale intensive home-visiting programs in the promotion of the well-
being of children born into adverse circumstances has been explored in a number of early
intervention/prevention projects. The majority of these programs include a component of
‘parent training’. There is evidence of positive benefit in terms of maternal mental health
and mother–child interaction [47]. These programs do provide support of parental
(especially maternal) mental health on a large scale.

The parent–infant psychotherapies described in Chapter 34 aim to work with parents to
develop their reflective capacities, so that they can observe and reflect on their infant’s
emotional life and follow their lead. Video feedback has been shown to improve mother–
child interaction in mothers with bulimia [48].

As mentioned earlier, it is not always safe for a child to remain with a mother with severe
mental disorder. It is therefore essential that staff across a range of specialties and profes-
sions, who work with parents and children, are aware of their responsibilities in terms of
child protection. Many mothers are aware of the effect of their illness on their parenting and
are concerned about this, feeling guilty that they are failing their children. While it may be
necessary for a child to be removed from a seriously ill mother, it is important to remember
that parenting remains important and to look for ways to support mothers with this.
Mothers describe their efforts to maintain meaningful relationships with their children,
even when they have been separated [49]. The aim is always to try to return a child to his/
her mother, but this will require close attention to the mother’s response to the separation
and feelings of guilt.

20.10 Conclusions

Perinatal mental illness is complex and has the potential to adversely affect parents and
children across multiple domains of functioning. This would suggest a need for a multi-
disciplinary approach to management. There are, however, few specialist multidisciplinary
perinatal mental health services and very little comparative evaluation data describing their
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effectiveness. In the absence of specialist services, it is essential that, in day-to-day clinical
practice, child mental health services develop close working relationships with their
colleagues in adult mental health, so that collaborative working can take place where
parents are affected by mental health problems. Work to identify effective models of
service delivery, incorporating liaison between child and adult mental health services,
must now be a priority. We are however very mindful of the fact that in many countries
the support and care of parents with mental health problems is provided (if at all) by
generic community workers. This highlights the importance of a global training agenda
around parental mental health.

As 15–30% of adult mental health patients are parents, and at least 13% of mothers
experience perinatal mental illness, it is remarkable that so little joint working takes place
routinely. In many adult mental health services there is no routine or reliable collection of
information about or assessment of dependent children. There is a pressing need for further
evaluation of the effectiveness of interventions on child outcome, both in the short and long
term.

This chapter has focused mostly on the immediate impact of perinatal mental illness
on the infant and other family members. While some perinatal mental health problems
are short-lived, in some cases they may be indicative of longer-term ill health and
enduring psychopathology. The potential longer-term effects of this on the child beyond
the perinatal period must therefore be considered. It is equally important to assess and
identify potential resilience factors for vulnerable children and to be mindful that a child
who is exposed to perinatal mental illness and whose early development is thereby
potentially compromised, may have positive experiences later on which promote well-
being.
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21
Psychopathological states
in the father and their impact
on parenting

Michael W. O’Hara and Sheehan D. Fisher
University of Iowa, USA

21.1 Introduction

The literature on the parenting of mentally ill mothers is abundant, particularly that
which addresses depressed mothers. Studies of mothers often begin during pregnancy
and extend to the teenage years of their offspring. In stark contrast is the meager literature
on the parenting of mentally ill fathers. There have been numerous reviews that point to
this fact and call for more research on the link among psychopathological states in fathers,
their parenting, and internalizing and externalizing disorders in their offspring [1, 2, 3].
These recommendations principally address several issues as they bear on fathers’
psychopathology and parenting, and child outcomes. First, there have been very few
studies of the relation between paternal psychopathology and child outcomes relative to
the studies that have addressed maternal psychopathology and its relation to child
outcomes [4, 5]. There have been very few studies of the parenting of fathers with mental
illness [2]. Finally, there have been even fewer studies of paternal parenting as a mediator
of the relation between paternal psychopathology and child outcomes, such as internaliz-
ing and externalizing disorders. For example, in a review of the relation between paternal
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depression and child psychopathology and father–child conflict, there were 17 studies
that addressed paternal and child psychopathology and only six studies that addressed
paternal depression and parenting and only one of these included toddler-aged chil-
dren [6]. In sum, there is very little research on the parenting of mentally ill fathers and
extremely little research on fathers’ parenting of infants. As a consequence, this review
briefly addresses issues of prevalence of common paternal psychopathology and what
is known about the link between paternal psychopathology and child outcomes,
particularly internalizing and externalizing symptoms. Next, we address how depres-
sive symptoms, in particular, may affect parenting. In the next section we review the
literature on parenting of infants and toddlers, middle-school-age children and
adolescents. In this section we will also address the extent to which paternal parenting
mediates the relation between paternal psychopathology and child outcomes for
studies where these data are available. Finally, suggestions for future research are
made.

21.2 Prevalence of psychiatric disorders in men

Recent World Health Organization data suggest that rates of psychiatric disorder vary
across the world, ranging from a 12-month prevalence of 26.4% in the USA to below 10% in
Nigeria, Japan and China [7]. Lifetime rates are, of course, much higher. Recent
epidemiological studies have not reported separate rates for males and females, but older
studies suggest that the 12-month and lifetime prevalence rate for ‘any disorder’ are similar
for men and women [8]. The overall rates are probably somewhat lower for men for
internalizing disorders such as depression and anxiety and they are higher for externalizing
disorders such as substance abuse, intermittent explosive disorder and antisocial person-
ality [9]. These epidemiological data suggest that children are commonly exposed to
psychopathology in their parents; although the exposure to specific disorders does vary
by gender of the parent.

Similar to studies that have estimated the prevalence of depression and anxiety disorders
in the postpartum period for mothers, there have been several studies that have addressed
the same question for fathers. Of course, these studies bear specifically on the exposure of
infants to paternal psychopathology. In a very large study in the UK, 4% of fathers
(compared to 10% of mothers) exceeded the ‘depression’ threshold on the Edinburgh
Postnatal Depression Scale [10]. In a recent study in Australia, 3.2% of fathers (compared
to 7.6% of mothers) met diagnostic criteria for generalized anxiety disorder or panic
disorder [11]. These two studies suggest that the rates of depression and anxiety disorders
in fathers during the postpartum period are somewhat less than half of what is typically
found for mothers. In sum, exposure of infants to parental psychopathology early in life is
significant. For example, with approximately 4 000 000 births each year in the United States
approximately 150 000 infants are exposed to depressed fathers and about 128 000 infants
are exposed to fathers suffering from anxiety disorders. Even more significant is the fact
that depression is often present at the same time in new mothers and fathers, leaving the
infant without a well parent to buffer the effects of a depressed mother or father’s poor
parenting [10].
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21.3 Paternal psychopathology and child internalizing and
externalizing problems

Two recent meta-analyses have addressed the relation between paternal psychopathology
and child psychopathology [4, 6]. The results of these two meta-analyses suggest that the
effect sizes for the relations between a variety of paternal psychopathologies and child
internalizing and externalizing behaviors are small and comparable to that for mothers. For
example, the mean effect size linking paternal depression and internalizing behaviors
(r¼ 0.14, 31 studies) was nearly the same as the effect size linking maternal depression
and internalizing behavior (r¼ 0.16, 78 studies) [4]. Similar findings were obtained for
alcohol abuse and externalizing behaviors (fathers, r¼ 0.16, 32 studies; mothers, r¼ 0.20,
13 studies) [4]. Aggregating all diagnoses for mothers and fathers produced comparable
results for internalizing problems (fathers, r¼ 0.14, 59 studies; mothers, r¼ 0.18, 94
studies) and externalizing behaviors (fathers, r¼ 0.16, 56 studies; mothers, r¼ 0.17, 90
studies) [4]. Further analyses revealed that maternal influence was most pronounced for
younger children and paternal influence was most pronounced for older children. In sum,
both maternal and paternal psychopathology are linked to important child behavior out-
comes, and psychopathology in mothers and fathers may be differentially important across
development, an effect perhaps moderated by changes in parenting responsibilities of
mothers and fathers as the child develops from infancy through adolescence.

21.4 How depressive symptoms may affect parenting

There is little question that depressive symptoms interfere with social functioning and that
interacting with one’s child or adolescent is a key domain of social behavior. To what is a
child likely to be exposed if his or her father is depressed? Depressed and anhedonic fathers
may be sad and withdrawn and simply be unavailable to their children and take little
pleasure in them. This may take the form of isolating behaviors such as watching television
or spending excessive time at bars or pubs. The irritability that is common in depression
may be associated with difficult social interactions with older children, who may believe
that they are responsible for the difficult social interactions they have with a depressed
father. Reduced energy and fatigue also diminish the likelihood that fathers will interact in a
positive way with their children. Excessive feelings of guilt may lead depressed fathers to
overindulge their children or be inconsistent in their discipline. Difficulties in concentrat-
ing, memory and decision-making may lead to poor parenting decisions in child care.
Examples include leaving a child alone in a bath, not safety proofing a home, forgetting to
put a child in a car seat, and leaving dangerous chemicals or medicines in reach of a young
child. These potential parenting problems for a depressed father are only a sample of many
that may occur and may have a negative impact on the child.

Disorders other than depression, such as substance abuse and antisocial personality,
have their own related problems and may place children at risk for physical harm frequently
because of the severe nature of the disability associated with these disorders. In sum, there is
good reason to believe that the parenting of mentally ill fathers will be compromised by the
symptoms they experience. Next we will consider the extant literature on the parenting of
fathers with mental illness.
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21.5 Paternal psychopathology and parenting

Studies that have addressed the impact of paternal psychopathology on parenting often
include children whose ages span a wide range. Nevertheless, studies can be roughly
categorized as those that address paternal parenting of infants and toddlers (up to 2 years
of age), preschool and elementary-age children (3–12 years of age), and older children and
adolescents (8–18 years of age). These groups do overlap but the vast majority of the
children in each group do not overlap by age with children in the other age groups. Most
of the literature to be reviewed addresses the parenting of depressed fathers and the vast
majority of the studies index depression with a self-report measure. As a consequence, most
findings in these studies are of the form ‘higher levels of depressive symptoms are associated
with some parenting behavior’. Alternatively, cut-off scores on self-report measures are used
to categorize fathers as, for example, depressed or not depressed. Very little research has been
conducted with fathers who have received clinical diagnoses. In sections, where terms such
as ‘depressed’ or ‘mentally ill’ or ‘psychopathology’ are used, it is important to understand
that they do not necessarily refer to clinical populations in the traditional sense but rather are
used to indicate that fathers exceeded some threshold on a self-report measure.

Infants and toddlers

There appears to be only one study in which depressed and non-depressed fathers (based on
self-report) were directly observed interacting with their 3- to 5-month-old infants [12].
Fathers were observed interacting with their infants and were rated on numerous behaviors
including physical activity, head orientation, gaze, vocalizations, and game-playing, as well
as parenting style, including positivity, intrusiveness and warmth in the interactions. There
were no behavioral differences between depressed and non-depressed fathers. In fact,
depressed fathers interacted significantly more positively with their infants than did
depressed mothers [12].

In another study of depression in fathers, a voice recording of depressed fathers
(based on self-report) was found to be less reinforcing (in a conditioned attention para-
digm) to their 5- to 12-month-old infants compared to non-depressed fathers, a finding
similar to that observed for depressed and non-depressed mothers [13]. For depressed and
non-depressed fathers, their speech acoustics were not significantly different, so it was not
entirely clear what accounted for the outcome differences between depressed and non-
depressed fathers. Other studies of fathers and infants have relied on maternal report and
found that depressed and alcohol- and drug-abusing fathers report lower engagement and
more aggravation in their parenting than well fathers [14, 15]. Finally, in a study examining
adherence to pediatric anticipatory guidance recommendations (based on self-report)
among parents with 9-month-old infants there was only one significant association
between adherence to recommendations and depression among fathers. Depression in
fathers (based on self-report) was significantly related to the likelihood of a child being
put to bed while awake (a positive behavior) [16]. In one of the few longitudinal studies,
alcoholic fathers (based on self-report and interview) showed significantly less warmth in
their observed interactions with their 2-year-old children than non-alcoholic fathers [17],
but paternal warmth was not related to later child outcomes including self-regulation,
social competence and externalizing behavior problems [17].
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It is very difficult to draw any conclusions about the parenting of infants by mentally ill
fathers because so little work has been done. The few studies do suggest that fathers may be
distressed by their depression and experience aggravation with their infants, but there is
little evidence for a negative impact on their parenting. The one study with alcoholic fathers
does point to a clear behavioral deficit. Whatever the current findings, much more work
needs to done to elucidate features of the parenting of mentally ill fathers with infants and
toddlers and link them to important developmental outcomes.

Preschool and elementary-aged children

Among preschool and school-aged children the impact of paternal psychopathology is
more striking than that for younger children. For example, in a recent study paternal
depression (based on self-report) was significantly associated with father–child hostility
(among 136 10-year-olds) in the context of laboratory based interactions [18]. Father–child
hostility was derived from coding the frequency of behaviors such as anger, irritation,
scolding, chastising and insulting behaviors over the course of about 17 minutes during
which family members played games and later discussed both positive aspects of family life
as well as conflict. Also, father–child hostility mediated the link between paternal depres-
sion and children’s internalizing and externalizing behaviors [18].

In a large study of 449 fathers, paternal depression level was related to lax and over-
reactive parenting, an association which was mediated by the types of attributions made by
the father regarding causes (parent vs. child blaming) of child misbehavior [19]. Fathers
who tended to blame themselves for child misbehavior were more likely to engage lax
parenting; whereas fathers who blamed their child for misbehavior were more likely to
engage in over-reactive parenting. In a study of Mexican–American fathers and their
10-year-old children, depressive symptoms were associated with decreased warmth (father
and child report) and disciplinary consistency (father report) [20]. Finally, in a study of
fathers of 4- to 12-year-old children diagnosed with ADHD, paternal inattention and
impulsivity were associated with self-reports of lax parenting and observations of arguing
during parent–child interactions [21].

Most of the research on the impact of paternal psychopathology on parenting of
school-aged children has focused on depression in fathers and in every study depression
was determined by a self-report measure rather than through diagnosis. In every study,
higher levels of paternal depressive symptomatology were related to some deficit in
parenting such as negative interactions or lax parenting or decreased warmth, leading
to a negative emotional climate in the home. Importantly, one study [18] found that
paternal behavior mediated significant relations between paternal depression and child
outcomes.

Older children and adolescents

There is no clear demarcation across development in what constitutes optimal and
impaired parenting of children. As a consequence, parenting of older children and adoles-
cents is considered within this chapter. Moreover, as already noted, the literature on the
parenting of mentally ill fathers is meager and the nature of parenting by mentally ill fathers
of children across development is informed by a consideration of all of the available
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literature. Finally, as will become evident, the types of deficits that characterize the parent-
ing of mentally ill fathers do not change substantially as their offspring age.

Among older children and adolescents most of the studies that have addressed paternal
parenting have used father or adolescent report of parenting behaviors rather than direct
observation. For example, in a study that evaluated adolescents’ perception of their fathers’
parenting, for boys (but not girls) there was a significant association between paternal
depression and anxiety (based on self-report) and higher levels of conflict in their relation-
ship and lower levels of acceptance and control in their parenting [22]. However, paternal
depression and anxiety was significantly related to daughters’ (but not sons) internalizing
and externalizing behaviors. It was not clear whether paternal parenting mediated the
relation between parenting and daughters’ outcomes.

A recent large-scale study also examined the extent to which paternal parenting mediates
the relation between paternal depression and child outcomes [23]. The investigators found
that paternal depression (based on self-report) was significantly related to low nurturance,
rejection, and less monitoring as reported by the adolescents. Moreover, paternal parenting
was found to be a mediator of the relation between paternal depression and child inter-
nalizing and externalizing problems [23]. Another recent study, which used paternal
reports of parenting, found a significant association (in a negative direction) between
paternal depression and a composite measure that reflected autonomy, acceptance and
firmness in parenting [24]. The researchers also found that paternal parenting mediated the
relation between paternal depression and a composite measure of child adjustment
(in a negative direction).

In a study of families with a depressed father or mother (based on self-report) or with no
depressed parent, investigators directly observed parents and adolescents interacting
[25, 26]. The investigators found that families with a depressed mother displayed less
positivity and parent–child interactions that were more negative than that found in families
with depressed fathers. However, families with depressed fathers showed a positivity
suppression following a positive communication from another family member, a pattern
that was not found in families with a depressed mother or no depressed parent. Moreover,
families with depressed fathers demonstrated more impaired parent–child communication
than families with a no depressed parent. The investigators also found that paternal
communication (but not positivity suppression) was a moderator of the relation between
paternal depression and depression in the child. Finally, in contrast to a similar study with
younger children [19], there was no association between paternal depression (based on self-
report) and negative attributions about the behavior of 14- to 18-year-old male and female
adolescents (27).

In a study of fathers of anxious adolescents, there were no differences between anxious
and non-anxious fathers (based on self-report) with respect to paternal control and
rejection during laboratory-based parent–adolescent interactions [28]. Finally, in a large
study of fathers with a variety of psychiatric disorders (clinical assessment based on inter-
views with fathers and mothers) there was no association between any individual disorder
and paternal behaviors (reported by mothers and offspring) such as ‘low affection toward
the child’ and ‘poor communication with the child’; however, there was a significant
association between the number of paternal psychiatric disorders and maladaptive parent-
ing behaviors [29].

Similar to the case for younger children, depressed fathers show deficits in their parent-
ing of older children and adolescents across most dimensions that investigators have

236 CH 21 PSYCHOPATHOLOGICAL STATES IN THE FATHER AND THEIR IMPACT ON PARENTING



studied. Interestingly, in the Bosco et al. [22] study, the association between paternal
depression and parenting was evident only for boys in the sample. The correlations for
the girls were non-significant and for the two of the three correlations much lower than the
comparable ones for boys, suggesting that there may be an important gender effect.

21.6 Summary

Across the child’s life span from infancy through adolescence, depressed fathers show
evidence of suboptimal parenting. This finding is not evident in every study but it does
characterize the vast majority of studies. Other forms of psychopathology such as anxiety
disorders and substance abuse have been the subject of too few studies to draw any
conclusions. What seems to come through most clearly in this research are two dimensions
that reflect negativity/positivity and engagement/disengagement in parenting. Examples of
these findings include:

• Father–child hostility [18];

• Decreased warmth [20];

• Relationship conflict, low acceptance and control in parenting [22];

• Low nurturance, rejection, less monitoring, low autonomy, acceptance and firmness in
parenting [24]; and

• Positivity suppression [26].

These problems or parenting deficits are clearly linked to paternal depression symptoms
described earlier in this chapter. Moreover, the evidence from studies in which parenting
was evaluated as a mediator in the relation between paternal depression and child
internalizing and externalizing behaviors suggests that problematic parenting in the
context of depression is at least partially responsible for problematic child and adolescent
behavior.

21.7 Research agenda

Research on the parenting of mentally ill fathers is still in its infancy. As noted earlier, the
vast majority of the work has been conducted with ‘depressed’ fathers; however, depression
has been indexed by a score on a self-report measure rather than through clinical
assessment. Although it is useful to understand the relation between increasing scores on
a self-report measure of depression and paternal parenting, findings from these studies do
not necessarily generalize to populations of fathers who are experiencing the full syndrome
of depression. It will be important to identify populations of fathers who are clinically
depressed and include them in parenting studies. The same recommendation applies to
anxiety disorders, substance use disorders, and other common forms of psychopathology
experienced by men.

A completely barren area concerns the parenting of fathers with personality disorders
(e.g. antisocial personality disorder). Personality disorders are chronic rather than episodic,
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which means that children are likely to be exposed to parenting by a father with a
personality disorder from infancy until they leave home. Much like the case of depression,
the symptoms of personality disorders almost guarantee a dysfunctional parenting style. In
sum, there is a great need for studies of fathers who are experiencing clinical levels of
common psychiatric disorders as well personality disorders.

Much of the research reviewed in this chapter points to suboptimal parenting on the
part of depressed fathers. Only a subset of these studies relied on direct observation of
fathers with their children. This was particularly true in the area of infancy. The nature of
observational research with children will be quite different depending on the age of the
child. Appropriate parenting also varies with the age of the child. Longitudinal studies
would be very welcome, in that they would provide an opportunity to characterize the
parenting, for example, of a depressed father from the child’s infancy up through middle
childhood or adolescence. Characterizing the parenting deficits of depressed or anxious or
substance-abusing or personality disordered fathers should inform investigators as to the
relative importance to child outcomes of paternal parenting behaviors across the span of
infancy to adolescence. Understanding the particular deficits in parenting that characterize
different types of paternal psychopathology will inform parenting interventions for fathers.
It may be that different types of parenting inventions may be most useful depending upon
whether a father is experiencing depression, anxiety, substance abuse, or a personality
disorder. Alternatively, there may be no specificity to parenting deficits across different
forms of paternal psychopathology, in which case the research task turns to identifying
parenting deficits that are common across many different types of psychopathology. As a
consequence, it will be necessary to carry out research that includes sufficient numbers of
fathers with various disorders so as to be able to characterize similarities and differences in
parenting across psychiatric disorders.

Over the past 20 years there has been a significant increase in research on the parenting
of mentally ill fathers. Nevertheless, the sentiment expressed by Phares still holds – ‘It is
time that clinical researchers and clinical therapists stop serving as gatekeepers who prevent
fathers’ involvement in research and therapy’ [1, p. 283]). Whether it is researchers and
therapists, or funding agencies, or even fathers themselves, it is critical that clinical
researchers more adequately study the ways in which mentally ill fathers parent their
children and determine the extent to which this parenting affects the social and emotional
development of their children so that new parenting interventions may be developed to
assist mentally fathers in their role as parents.
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The impact of trauma on parents
and infants
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22.1 Introduction

A burgeoning scholarship demonstrates the significant effects of traumatic experiences for
young children, predicting delays across domains of development [1, 2, 3]. Young children
are traumatized by exposure to violence in their communities or homes [4, 5, 6], natural
disasters [7], and abuse and neglect by caregivers [1, 8]. Trauma exposure occurs in many
different settings including homes, schools and childcare centers, communities and even
hospitals.

Although children who are exposed to trauma are at high risk for numerous poor
outcomes, most children will be resilient following exposure to trauma, as resilience does
not require something rare or special. Masten [9] describes resilience as ‘ordinary magic’.
The greatest threat to resilience in young children after exposure to traumatic events is the
concomitant disruption or destruction of adaptive systems that typically provide nurtur-
ance and protection for children. When parents are exposed to trauma, their own experi-
ences of fear, helplessness and hopelessness may impair their ability to provide the
protection children need to feel secure [2, 10].

Young children depend on parents and other adults in their environment for support
and, therefore, when traumatic events occur, it is crucial to support adults so that they can
work to nurture their children and restore adaptive systems for them [11]. For this reason,
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a multisystemic approach to intervention is often effective in ameliorating symptoms of
trauma in young children and their families [12]. Given the need to support both young
children and their caregivers after traumas, early identification of risk and implementation
of interventions greatly improves the likelihood of positive outcomes. Yet, identification of
traumatic exposure and risk factors may be difficult, especially in young children where
developmental issues play an important role. In this chapter, we will describe work with
traumatized, abused and neglected young children which focuses on prevention and early
intervention to minimize risk and increase potential. We will first focus on the problem of
abuse and neglect and then on other traumatic exposure, particularly that with which we
have been dealing since Hurricane Katrina.

22.2 The problem of abuse and neglect

Worldwide, approximately 40 million children less than 15 years of age are abused [13].
Often physical violence in the home is accompanied by psychological violence such as insults,
name-calling and other types of emotional abuse [14]. Only 25 countries have prohibited the
use of corporal punishment in the home [15], and cross-cultural research indicates that
children in poor health, females, unwanted children, and children born in conditions of rapid
socio-economic change are at higher risk for maltreatment [16].

Every year, in the USA, approximately one million cases of child abuse and neglect are
substantiated [17]. Forty-five percent of these children are under the age of 5, comprising
the largest percentage of maltreated children. Studies conducted in China [18], Australia
[19] and Italy [20] similarly demonstrate that young children may be at higher risk for
maltreatment as compared to older children. In 2006, more than 100,000 children under
the age of 3 entered the child welfare system in the USA [21]; children under the age of 5 are
the largest cohort entering the system as 43% of all children entering the system are birth to
age five [22]. Not only do infants and toddlers make up almost one half of all admissions
into the child welfare system in the USA but, once they are in care, young children remain
longer and are more likely to be abused and neglected [8]. Lengthy stays in out-of-home
care are particularly detrimental to young children who lack a meaningful understanding of
‘temporary’ versus ‘permanent’ [23]. Further, there is greater vulnerability for young
children as a result of maltreatment. Children under age 4 account for 79% of child
fatalities, and children under age 1 account for 44% [18]. Worldwide, the statistics are
similar with the highest child homicide rates occurring among children, ages 0–4 [24].

Research shows that children who suffer maltreatment have multiple poor outcomes
including developmental delays, physical health problems and emotional delays
[25, 26, 27]. Developmental delays are four to five times greater for abused than non-
abused children with, not unexpectedly, a much higher incidence of behavioral problems
and risk for mental health problems [28, 29]. Data indicate that one in five children who
have been abused or neglected have a diagnosable mental health disorder [30]. Similar
comprehensive data are not available for very young children in specific, but research
consistently demonstrates notable symptomatology among maltreated young children
including dysregulation and impairment in stress response systems [31, 1]. The youngest
children may in fact be at even higher risk than their older counterparents for develop-
mental and emotional problems, with one study [32] estimating that rates of such problems
occurred in 76–92% of their sample of children ranging in age from birth to 60 months old.
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Children who are exposed to domestic violence may be particularly vulnerable for
psychological consequences as the very people who are supposed to protect them
contribute to their vulnerability [33]. Indeed, specific risks to young children who experi-
ence abuse and neglect include the trauma of the violence itself and the disruption of the
attachment system, a crucial component of early development. Compounding family
stressors include poverty, mental illness and substance use, which often predict abuse
potential, and unmet medical needs, which are often co-morbid with abuse and neglect
among young children [34]. As they grow older, these children are at higher risk than non-
abused children for problems in school and behavioral problems including increased
aggression, depression and disruptive and risk-taking behaviors. Alarmingly, half of all
children who are maltreated experience such problems.

Significant increases in child protection referrals worldwide have compelled child
welfare systems in many countries to consider best policy and practice for intervention
[35]. Researchers in the UK discuss the importance of adopting a systemic approach to
intervention by noting the high risk for recidivism, particularly among parents of young
children [36]. In Australia, scholars advocate cross-sectoral partnerships as a key compo-
nent of successful child welfare prevention and intervention service provisions [37].

Work that the first author has done in juvenile courts in North America with abused and
neglected children and their families provides the opportunity for intervention and systems
change with the objective of breaking intergenerational cycles of abuse and neglect affecting
maltreated infants and young children [38, 39, 40]. Frequently, young children who are
abused and neglected as they grow older repeat the neglectful and abusive patterns, resulting
in intergenerational abuse and neglect. The Miami Court Team Project, a collaborative effort
between Judge Cindy Lederman, Dr Joy Osofsky and Dr Lynne Katz, has provided an
opportunity for establishing an effective, evidence-based early intervention program. The
project, which has been extended to other jurisdictions in North America, includes training
for judges, lawyers and other court personnel, providing helpful information about the
science of early childhood development. Emphasis is placed on increasing judges’ knowledge
about trauma and the related effects on development as they make decisions that influence
the lives of children coming into their courts because of abusive or neglectful parents. This
approach provides judges in juvenile and family courts with additional information about
developmental needs of infants and toddlers and the value of evaluations and services to
provide more information to help in their decision-making about the best interests of the
young child. The judges’ decisions can help break the intergenerational cycle of trauma that
these children experience and give both the parents and children a chance for a healthy, safe,
nurturing future. The project involves coordination of the different systems and agencies
that impact on young children who are in court settings due to abuse and neglect which
works best with the leadership and convening power of the judge. Finally, the program
includes intensive evidence-based training for mental health and outreach providers and
implementation of clinical and parenting components.

Outcome data and clinical reports from the program demonstrate a significant decrease
in future abuse, increase in successful reunifications and permanency for the children,
improved functioning of parents, enhanced developmental outcomes, and satisfaction with
parenting. Significant improvements result if the different components of a quality system
are implemented collaboratively in a court system [40, 41, 38, 42]. As anticipated, positive
outcomes are more likely if the parents referred to the program are able to comply with
their case plan goals with the support of a coordinated provider response. For such a
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program to be successful, it is crucial to build capacity through collaborative efforts with the
courts and training of professionals to help them gain expertise in infant and early childhood
mental health, health, early intervention, child welfare and early childhood education.

22.3 Other trauma exposure in young children

The manifestation of traumatic exposure in young children is a function of age and
developmental phase and is strongly influenced by the child’s limited perceptual, cognitive
and linguistic abilities [10]. Post-traumatic stress disorder (PTSD), including re-experien-
cing, avoidance and hyperarousal, has been shown to occur in young children in varying
degrees and form with manifestations that are somewhat different from those of older
children [43, 44]. For example, young children re-experience the traumatic event, but are
more likely to show their reactions through changes in play, new fears, regressive behaviors
and frightening nightmares. Young children are also likely to engage in avoidant behaviors
similar to older children. Young children can become withdrawn, emotionally restricted and
numb, and lose interest in play. Young children may demonstrate regression, reverting to
behaviors from an earlier development stage, such as thumb sucking and clinging; regression
may include the loss of previously acquired self-care, language, or motor skills [44].
Symptoms of increased arousal may be manifested through exaggerated startle responses,
irritability, hypervigiliance and physiologic deregulation [43]. Following a trauma, preschoo-
lers are more likely to engage in irritable, impulsive and aggressive behaviors.

The Diagnostic Classification System for young children (DC:0-3R) was developed in an
effort to help mental health and other professionals enhance their ability to prevent,
diagnose and treat mental health problems in infants, toddlers and young children [45].
To aid in understanding and diagnoses, crosswalks are available to DSM-IVR and ICD-9
(e.g. [46, 47, 48]).

For over a decade, the LSUHSC child trauma team and the Louisiana State University
Health Sciences Center (LSUHSC) Harris Center for Infant Mental Health have provided
trainings, extensive evidence-based evaluations, and prevention and intervention services
for young children exposed to trauma. Beneficial results have been found in children’s
development and functioning, through our work strengthening the relationship between
child and caregiver. In our extensive work with young children and families traumatized by
Hurricane Katrina, we have found considerable increases in post-traumatic stress symp-
toms among young chidren as well as increases in parents asking for help for their children.
Infants and toddlers’ reactions to trauma resonate with those of their caregivers [10],
further emphasizing the importance of systemic interventions such as Child Parent
Psychotherapy [49, 50]. Parents’ unresolved responses to trauma prevent their ability to
provide support and protection for their children [51], a particular concern in traumatized
populations. The parent–child relationship is the most important context for healthy early
development, particularly in the context of risk, when predictable and loving care provided
by a parent to his or her child buffers the effects of stressors and vulnerabilities [50].

In the first year following Hurricane Katrina, parental reports on the National Child
Traumatic Stress Network Hurricane Assessment and Referral Measure [52] indicated that
35% of young children had symptoms sufficient to meet the cut-off for referral for further
evaluation and/or mental health services. Many parents also requested services for
their children and themselves. Outreach training programs and collaborative services
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provided in re-opening schools, preschools, Head Start, Early Head Start, and childcare
programs were well received and helpful in reducing symptoms, supporting developmental
growth, and meeting family and caregiver needs. Yet, as expectable, considerable needs
remained in the most devastated areas of the region in years 2 and 3, given the extent of the
devastation and complexities of the recovery.

22.4 Lessons learned

For prevention and early intervention, it is essential to raise awareness by providing
immediate and ongoing education and training about trauma and the effects on infants
and young children to service providers across systems that serve young children and their
families. This education and training is applicable in a wide variety of settings including
young children who have been traumatized by abuse and neglect, community violence,
domestic violence, war, as well as nature disasters, all of which impact not only on the
young child but also impact their caregivers and the community. The goal is to work toward
the development of a coordinated system that focuses on social, emotional, and behavioral
well-being for children under 6 years of age. From a preventive mental health perspective,
child and family mental health needs are a crucial component of child-serving systems.

Scholars in many countries such as New Zealand, Finland and Japan identify the
importance of mental health and wellness among infants and toddlers in the context of
healthy caregiving relationships, noting how significant the early years are to lifespan
mental health and wellness [53, 54, 55]. However, at present, at least in the USA, children
under age 6 are seldom identified by primary care providers or childcare providers as
needing mental health services, with a concomitant scarcity of referrals to mental health
programs. The stigma associated with mental health problems and the fear of ‘labeling’
children at such a young age are powerful reasons for this situation, as is limited knowledge
about the developmentally grounded mental health needs of infants and young children.
These obstacles can be addressed by providing more accessible consultation, assessment,
prevention, and therapeutic services in ecologically acceptable settings, including homes,
childcare centers, schools, family resource centers and community centers.

It is also crucial to recognize that intervention and services will be most effective by
addressing the parent–child relationship. Research underscores the cross-cultural implica-
tions of the attachment relationship [56, 57]. Focus must be placed both on the young
child’s symptoms, behaviors, or regulatory problems and the parent or caregiver, so that the
relationship which is so crucial for healthy development will be strengthened. The work of
our programs with traumatized young children are strength-based, emphasizing resilience
rather than weaknesses and problems [9]. By emphasizing resilience in development, we
also follow Selma Fraiberg’s important perspective that ‘working with young children is a
little bit like having God on your side!’

It is essential to learn ways to prevent difficulties by intervening as early as possible,
during the prenatal period when risk is identified, in newborn nurseries with nurses and
hospital visits, and through active, consistent home-visiting programs. Pediatricians and
health-care providers need to be educated on ‘red flag’ behaviors indicating possible
trauma exposure in pediatric clinics and emergency rooms in order to refer young children
who may be traumatized or need mental health evaluation and services. By focusing on the
needs of our most vulnerable citizens, young children, we can prevent human tragedy and
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also save immeasurable human and financial costs for the repair and rehabilitation that
may be needed for traumatized children later in their lives.
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23
Substance problems: bridging
the gap between infant and adult

Ilana Crome
Keele University Medical School, UK

23.1 Introduction

Background

It is widely acknowledged that the preschool years are the launching pad for emotional,
cognitive, social and physical potential. While this period can be bursting with opportu-
nities, for some it is clouded by vulnerability to stressful factors, which may persist if not
recognized and rectified as early as possible. The UK Government has placed considerable
emphasis on reducing health inequalities.

One example of stress is the use of substances by parents. Over the last two decades
substance use in young people of childbearing age has become increasingly commonplace,
although the effects on babies and children were documented centuries ago [1, 2]. Use may be
obvious, but it may also be hidden. In the worst-case scenario, substance misuse can kill both
the mother and baby and leave families and communities facing emotional and social
deprivation. Many live with varying degrees of general and specific psychological and
physical effects directly and indirectly related to substance misuse. Certain young women
may find themselves especially vulnerable to the use and impact of substances, but ignorance
about the benefits of treatment coupled with stigma, prejudice and fear of services deter them
from seeking treatment. Bridging the gap between need and improved outcome is essential.
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What is a drug?

In the context of this chapter, the term ‘drug’ will be used to cover psychoactive substances
that can affect mood, cognition, perception and consciousness itself. Licit substances, such
as alcohol and nicotine, and illicit substances, including central nervous system depressants
such as opiates and opioids (e.g. heroin and methadone), stimulants (e.g. cocaine, crack-
cocaine, amphetamine and ecstasy) and cannabis, LSD, khat and magic mushrooms are
included. Street use and non-compliant use of prescription drugs such as benzodiazepines
and non-compliance in the use of over-the-counter preparations such as codeine-based
products (e.g. cough medicines, decongestants) are also involved. The use of combinations
of licit and illicit substances, prescribed and over-the-counter medications, which may
result, is known as polypharmacy or polydrug misuse. Patients may borrow, share or steal
drugs, may not report all the medications they are using, may use outdated medications, or
may inadvertently take substances that interact. Patients may intentionally use medications
for purposes other than those intended. Lack of judgement, limited awareness of the effects
of drugs, no funds to purchase suitable medications, confusion about medication regimes
and inappropriate storage of drugs due to disorganized lifestyle can be dangerous for
children living in a household where substances are consumed.

What is addiction?

In order to decide what treatment options are most appropriately matched to severity, it is
vital to distinguish non-dependent substance misuse from dependent (addictive) use.
Three of the following criteria are required to make a diagnosis of dependence (or addic-
tion) for both the International Classification of Diseases (ICD 10) [3] and the Diagnostic
and Statistical Manual of the American Psychiatric Association (DSM IV) [4]:

• Compulsion or craving, i.e. a strong desire to take the substance

• Tolerance, i.e. needing more of the substance to get the same effect

• Difficulties in controlling the use of substances

• A withdrawal symptom when substance use is reduced or stopped

• Relief of withdrawal by substance use

• Persistent use, despite evidence of harmful consequences

• Neglect of interests and an increased amount of time taken to obtain the substance or to
recover from its effects.

23.2 The prevention and policy framework

Tension exists between the need to protect the child and the desire to attract families into
supportive treatment and it is difficult to find the right balance. The policy context
demonstrates that there are many potential preventive and treatment ‘interventions’,
including medical, psychiatric, socio-economic and political measures. Some may be
implemented before the substance misuser ever experiences a ‘problem’, for example
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education and advice, increased price of alcohol or reduction in the supply of drugs. For
some the intervention has to come at a crisis point.

Since 2004 in the UK there have been a range of policy initiatives that partially or directly
focus on the needs of the pregnant substance misuser and her family and that recognize that
the substance misuser functions in a social network. For example, the new Drugs Strategy in
the UK [5] focuses on families and communities, following a range of other influential
policy documents published by the government and other agencies, related to substance
misuse, pregnancy, families and children, including involving the ‘voices’ of children,
carers and families of substance-misusing women. Readers are referred to books and
reviews that provide more detail [1, 2, 6, 7].

23.3 Epidemiology: the magnitude of the problem

Background

In the UK, it has been estimated that up to 1.3 million children are affected by alcohol
problems and approximately 300 000 live in households where one or both parents have
serious drug problems [8, 9, 10].

Substance use in young women

Prevalence rates vary substantially in different countries and regions and in different ethnic
groups [6]. Definitions of substance use, techniques for screening assessment and diag-
nosis, and the time frame under consideration (e.g. lifetime, previous year or previous
month usage) may differ. Studies may be conducted in the general population or in a range
of clinical settings (e.g. obstetric, psychiatric, primary care), which affects the findings.

Illicit drug use

Use starts early. Approximately one third of 15-year-olds admit to illegal drug misuse in the
past year and a quarter continue to use on a monthly basis.

While 7% of females aged 16 to 59 reported use of any illicit drug in the past year in
2006/2007, in the 16–24 age group use of ‘any drug’ was 24% or 1.5 million [11]. Men more
commonly report use, and from 1998 to 2006/2007 the use of any drug in the past year by
males and females decreased. Young people between 20 and 24 years old use approximately
twice as many Class A illicit drugs as 16- to 19-year-olds. Fortunately, there are some recent
indications that drug use is declining [12]. However, international studies confirm that
about one fifth to one quarter of women in younger age groups have used illicit drugs in the
past year.

Alcohol

Around 25% of the UK population drink above safe recommended limits, but abstention
rates are consistently higher among women than men. The UK has a relatively low
abstention rate (14%, compared with 38% in the USA) [6]. However, drinking among
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young women is increasing and the consumption of many is in excess of the sensible
drinking benchmarks. The proportion of women drinking above the weekly benchmark of
14 units has nearly doubled, from 10% in 1988/1989 to 17% in 2002/2003, yet there has
only been a 1% increase among men. Among young women aged 16 to 24, this has more
than doubled from 15% in 1988/1989 to 33% in 2002/2003 and rates of heavy alcohol use
have increased by 50% [13, 14].

Nicotine

There was a fall in the overall prevalence of cigarette smoking between 1998/1999 and 2004/
2005 from 28% of people aged 16 and over to 25%. However, in 2004/2005, 26% of men
and 23% of women were cigarette smokers, narrowing the gender gap. It is higher among
20- to 24-year-olds than in any other age group in Great Britain. In 2004, 7% of boys aged
11 to 15 in England were regular smokers (that is, they usually smoked at least one cigarette
a week), compared with 10% of girls. This has obvious implications for the future.

Substance misuse in pregnancy

Illicit drug use

Several US and Australian studies have reported on substance use in pregnancy.
The American National Pregnancy Health Survey found that 5.5% of pregnant women
were using any illicit drug, consistent with another US study that showed 5.2% of pregnant
women to be using illicit drugs and an Australian survey that reported any illicit drug use in
6% of pregnant women (for details of sources, see Crome and Ismail [2] and Crome and
Kumar [6]).

Alcohol

Alcohol exposure varies from 2% to 25% depending on stage of pregnancy, definition of
exposure, diagnostic classification and method of assessment. A recent Swedish study
reported ‘risky’ use of alcohol during the first six weeks of pregnancy at 15% [15], while
a Norwegian study demonstrated similar findings: binge drinking was reported in 25%
during the first six weeks of pregnancy [16]. The behavioral risk factor surveillance system
survey in the USA reported that approximately 10% of pregnant women aged 18 to 44 used
alcohol and approximately 2% engaged in binge drinking (five or more drinks on one
occasion) or frequent use of alcohol (seven or more drinks per week) [17].

Moreover, an Australian national survey revealed that 47% of pregnant and/or
breastfeeding women were using alcohol up to six months post-partum [18].

Nicotine

In industrialized countries, between 20% and 30% of pregnant women report smoking [19].
Although studies have demonstrated that anything between 10% and 50% of pregnant
smokers quit at some stage during pregnancy, in the UK an estimated 27% of pregnant
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women continue to smoke throughout pregnancy [20]. While up to a quarter of women who
smoke before pregnancy are likely to stop before their first antenatal visit without profes-
sional help, a further 10% are likely to stop following their first antenatal visit. However, the
majority of those who do not quit prior to becoming pregnant continue to smoke.

The time course of substance misuse in pregnancy

That up to 15% of women may be using alcohol, about 5% may be using illicit drugs and
27% may continue to smoke during pregnancy is confirmed by a recent report in the USA
[21]. While many women reduced their use of alcohol, cigarettes and illicit drugs in the
third trimester, a sizable proportion were past-month users of alcohol (19%), cigarettes
(21%) and marijuana (4.6%) in the first trimester and one in seven women used cigarettes
in the second and third trimesters. In addition, many women resumed their substance use
rapidly after childbirth. Within the first three months of the child’s life five times the
number of women were drinking (32%), ten times were binge drinking (10%), 1.5 times
were smoking (20%) and 2.5 times (3.8%) were using marijuana as compared with during
the third trimester. By 18 months, cigarette use was almost as high as pre-pregnancy use, as
was alcohol use. This has important ramifications for screening and detection in obstetric
units and for future treatment.

Mortality

The mortality associated with alcohol and drugs is between 9 and 16 times higher than in
the general population [22]. Injecting drug users have a mortality rate that is 12 to 22 times
greater than that of their peers (see Crome et al. [1]) and age-standardized alcohol-related
death rates for women aged 25 to 44 have tripled over the last 30 years [7].

Substance misuse is a very strong predictor of completed suicide In England and Wales:
33% of inpatient suicides have a history of alcohol misuse and 30% a history of drug
misuse, while 41% of suicides in the community have a history of alcohol misuse and 28%
a history of drug misuse [23].

The Confidential Enquiry into Maternal Deaths in the UK (2000–2002), which looked
into all deaths up to one year from delivery, reported that 8% were caused by substance
misuse [24]. The most recent report (2003–2005) stated that deaths related to substance
misuse have more than doubled [25].

23.4 Health and welfare: context and consequences

Why do people use?

There are a host of ‘reasons’ why people use substances: because they like the positive
effects, for curiosity, because of boredom, to improve mood, or to get intoxicated. With
more regular use, dependence may develop, sometimes very rapidly (e.g. cocaine, nicotine)
and then substance use controls withdrawal symptoms. Psychiatric co-morbidity may lead
to initiation or continuation of use. Influences such as availability, price, social accept-
ability, religious and cultural diversity, legal regulation and implementation of criminal
justice policies have a bearing on the type of substance used, route and level of use and
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effect. In an extensive review of risk factors in young drug users, the most consistent
evidence revolved around family interaction [26].

Parental discipline, family cohesion and parental monitoring were important predictors.
Some aspects of family structure, e.g. siblings of a similar age, parental divorce and having
young parents, were associated with substance misuse, as were peer pressure and drug
availability. The prenatal environment (e.g. maternal substance use during pregnancy and
at birth), as well as genetic factors, may interrupt attachment processes. Improving the
general social environment of children and supporting parents may be effective strategies to
prevent substance misuse in young people [27].

Physical health effects on the mother and father

The effect of substances on the physical and psychological health of the mother is well
documented and is beyond the scope of this chapter, so some key considerations will be
highlighted [28, 29, 30]. It is necessary to establish whether recent substance use (including
the type, quantity, route and time course of use) may have an overt or covert physical and
psychological symptomatology. Even where the incidence of serious adverse effects is low,
the unpredictability of these events makes the health consequences significant.

Some of the negative impact may be acute and may present as a medical emergency,
e.g. confusion, or even coma, as a result of intoxication. Some may be cumulative,
e.g. cancer as a result of smoking tobacco or drinking alcohol. Crack-cocaine use may
result in cardiovascular incidents such as hypertension, tachycardia, cardiac failure and
myocardial infarction, and smoking crack-cocaine may result in bronchitis and pulmonary
edema. Injecting and sharing drug equipment (opiates, cocaine, amphetamines) may lead
to infections and transmission of blood-borne viruses (HIV, hepatitis C) and bacterial
infections (tetanus, staphylococcus aureus). Trauma may occur as a result of alcohol
intoxication (falls, accidents, violence). Intravenous drug users are at increased risk of
cellulitis, phlebitis, thrombosis, endocarditis, septicemia, septic osteomyelitis and, impor-
tantly, difficult intravenous access. Overdose (whether intentional or accidental) and other
forms of self-harm are strongly associated with substance misuse, as discussed earlier. Liver
and gastrointestinal disorder, deficiency syndromes, infertility, and bone and muscle
disease are some of the physical complications of alcohol misuse.

Psychological effects

Substance misuse can lead to virtually every psychological symptom and psychiatric
disorder, or alternatively may result from psychological symptomatology or disorder.
Anxiety, depression, psychosis, paranoia, traumatic stress disorder, confusional states,
delirium tremens, cognitive impairment, impulsivity, aggression and disinhibition, eating
disorders and personality disorder are related to substance misuse. Co-morbid conditions
might constitute up to 75% of some clinical populations [31]. Females are more likely to
report a co-morbid psychiatric condition (especially depression or borderline personality
disorder), while males are more likely to suffer from antisocial personality disorder [32].
Patients with co-morbid conditions have poorer prognoses, encounter greater difficulty in
accessing appropriate support and are more costly to treat than those with a single
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diagnosis because of their associated physical and social problems [33]. This is has serious
consequences for the pregnancy and for the family.

Withdrawal syndromes

Once the individual has become dependent on a substance, a specific withdrawal syndrome
will develop if access to the substance is withdrawn. This is often associated with craving
and results in further substance use to curtail the unpleasant effects of withdrawal. In its
most severe form, alcohol withdrawal leads to delirium tremens, which may occasionally be
fatal. Withdrawal from stimulants leads to depression and even to suicidal behavior.
Withdrawal from sedative hypnotics may lead to a confusional state, even if the dose is
quite low. Infants may suffer from neonatal withdrawal after delivery.

Impact of the development of dependence

Using record linkage methodology, Burns et al. confirmed that births in drug misusers
(opioids, stimulants or cannabis) occurred in women who were younger, had a higher
number of previous pregnancies, were indigenous, smoked heavily and were not privately
insured [34]. These women also presented later to antenatal services and were more likely to
arrive at hospital without having been booked in. Neonates were more likely to be
premature and to be admitted to the neonatal intensive care unit and special care nursery.

Behaviors associated with substance misuse, such as drug-seeking and a preoccupation
with obtaining substances to the extent that other interests and obligations (e.g. family,
occupational and social roles) are neglected, result in social disintegration. Therefore, the
social context, whether predisposing to substance misuse or consequential, cannot be
ignored. Parents with chronic drug addiction spend considerable time and attention on
accessing and using drugs, which reduces their emotional and actual availability for their
children. A chaotic lifestyle, homelessness, social isolation, deprivation, criminal activity,
victimization, abuse, violence, unsafe sex, sexual exploitation, sexual abuse and prostitu-
tion may ensue. These difficulties can lead to disengagement from families, communities
and services [35].

This combination of sometimes erratic and volatile behaviors does not make for the
optimal environment in which to conceive or raise a child. Despite this, substance misusers
should not automatically be stereotyped as poor parents. Services prefer to work together to
retain the integrity of the family if this is feasible, by engaging the family in treatment and
support.

Health of the fetus, neonate and infant

Miscarriage, ectopic pregnancy, preterm labour, antepartum hemorrhage and placental
abruption are recognized features when expectant mothers are substance misusers. Babies
may have congenital abnormalities, restricted growth, be still born, and experience fetal
distress and sudden unexplained death. Neurodevelopmental delay may occur.

Opiates, stimulants, alcohol and sedative-hypnotics may lead to neonatal withdrawal
syndrome, which may necessitate admission to a special care baby unit. Gastrointestinal
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disturbances, high-pitched cry, irritability, hyperactivity and hyper-reflexia, feeding and
sleeping disturbance, autonomic hyperactivity, and convulsions characterize the neonatal
abstinence syndrome.

If mothers smoke cigarettes, babies may be born prematurely, have intrauterine growth
restriction and be of low birth weight, small for gestational age with a small head circum-
ference, and have digital abnormalities, cardiac septal defects, oral clefts and cyanotic
episodes, while cannabis use may lead to shorter gestation and low birth weight. Cocaine
leads to placental abruption, growth restriction, cerebral infarction and neonatal necrotiz-
ing enterocolitis, and methamphetamine leads to growth restriction, while opiates produce
growth restriction, preterm delivery, and preterm rupture of membranes.

Alcohol may lead to abortion, fetal distress, microcephaly, growth restriction, orofacial
clefts, low APGAR scores, cognitive dysfunction, poor visual acuity, and behavioral and
neurodevelopmental abnormalities. A specific syndrome (i.e. fetal alcohol syndrome
[FAS]) may be found in 0.5–3.0 births per 1000 in the US population, although worldwide
the estimate is 0.33 per 1000 live births. If FAS is combined with alcohol-related birth
defects then the number rises to 10 per 1000 births or 1% of all births. Stratton et al [36]
have developed detailed diagnostic criteria.

In a 14-year follow-up study, Streissguth et al. [37] identified dose response effects of
prenatal alcohol exposure on neurobehavioural attention, speed of information processing
and learning function at 14 years. There is no conclusive evidence of adverse effects on
either growth or IQ at levels of consumption below 120 g (15 units) per week. However,
Day and Richardson [38] note a linear relationship between growth and alcohol use below
one drink a day. Nonetheless, despite lack of certainty regarding the immediate, short- and
long-term effects of alcohol on the fetus and later development, it is recommended that
women be careful about alcohol consumption in pregnancy and limit themselves to no
more than one standard drink per day [39]. This contrasts with the UK Department of
Health, which advised that women should not drink during pregnancy [40], though ‘the
minimum safe levels’ of drinking during pregnancy have not been established [40, 41].

Longer-term development

Since substance use in parents is frequently associated with mental, physical and social
problems, it sometimes impossible to disentangle whether these undesirable effects are a
direct result of the substances or are due to the difficulties related to social adversity. Long-
term developmental neurocognitive, physical and psychosocial effects resulting from in
utero exposure to opioids and other drugs are poorly understood. Children of mothers who
smoke display ADHD [42] and, in one study, exhibited five-month delay in reading,
mathematics and general ability [43]. There is some evidence that prenatal cocaine use is
associated with specific cognitive impairment at 4 years old. Prenatal exposure to cannabis
is a significant predictor of intelligence test performance at age 6 [35, 44].

The adolescent pregnant substance misuser

Given the escalation of substance use in young women over the last decade, particular
concerns revolve around the teenage pregnant substance misuser, who may be at grave risk
of psychosocial disadvantage. Her background may feature substance-misusing parents,
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family disharmony, traumatic early life events such as bereavement and abuse, mental
illness and self-harm, poor education, unstable accommodation and criminal justice
involvement [45].

23.5 Assessment and treatment: uniting families

Practitioners working with substance misusers need not only to be aware of the relationship
of a history of substance misuse to presenting physical or psychological problems, but also
of the fact that this combination of disorders results in poorer treatment compliance and
outcome.

Screening and assessment

A cornerstone of treatment intervention is assessment of the nature and extent of substance
misuse in the mother and father, so that problems can be recognized and support provided.
Substance misuse is rarely a ‘stand alone’ issue – it tends to come embedded in a social
matrix, which requires a coordinated response.

There are a variety of instruments, some of which have been modified for and/or tested
in pregnant substance misusers, but nothing can substitute for a detailed history.
The CAGE questionnaire, Alcohol Use Disorders Identification Test (AUDIT) and the
TWEAK questionnaire have been identified as optimal for use in antenatal settings [46].
The AUDIT-C (a brief version of the AUDIT) [47] and the T-ACE (a modified version of
the CAGE questionnaire) [48] have proved useful in pregnancy. The use of biological
markers, though helpful in the detection of alcohol use in pregnancy, requires more
development [49].

Assessment and the relationship to intervention: getting it right

This general protocol is adapted from one developed for nicotine dependence and is a
useful way to formulate the assessment process because it translates into specific manage-
ment plans [50].

Phase 1 – Ask

• Ask all patients about all substance use and misuse.

• Differentiate between substance use, harmful use and dependence.

• Conceptualize assessment as ongoing.

• Record the information.

• Be aware of, and sensitive to, the ambivalence substance-misusing patients may feel.

• Be non-judgemental and act in a non-confrontational way, since this can be a powerful
determinant of both the extent to which relevant information is elicited and engagement
with the therapeutic process.
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Phase 2 – Assess

• Assess the degree of dependence.

• Educate patients about the effects of substances.

• Inform mothers and fathers about withdrawal symptoms.

• Make some assessment of the level of motivation or ‘stage of change’ at which the patient
may be.

• Suggest what the ‘goals’ may be for a particular patient at a particular stage (e.g.
abstinence or harm reduction).

• Negotiate treatment choices and appropriateness (e.g. pharmacological interventions,
the need for referral or admission to specialist services).

• Clinical manifestations of the condition may impair the history-taking process
(e.g. neurocognitive dysfunction).

• Follow an assessment schedule.

Phase 3 – Advise

• Continue the assessment within a brief five- to ten- minute ‘motivational interviewing’
framework.

• Provide the patient with the opportunity to express their anxieties and concerns.

• Offer personalized feedback about clinical findings, including physical examination and
laboratory tests.

• Outline and discuss the personal benefits and risks of continued substance use, e.g.
drinking and ‘safe’ levels of drinking.

• Provide self-help materials (e.g. manuals).

Phase 4 – Assist

• Provide support and positive expectations of success.

• Acknowledge loss of confidence and self-esteem as a result of failed attempts.

• Suggest that, if the goal is abstinence, a ‘quit date’ be set, so that the patient can plan
accordingly (e.g. get rid of any alcohol or drugs in the house) and safely (is it safe to stop
drinking abruptly or not?).

• Work through a range of alternative coping strategies, including the identification of cues
that might help distract the patient.

Phase 5 – Arrange

Be prepared to refer or organize admission to a specialist or appropriate unit if the
patient:
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• is in severe withdrawal, or is likely to develop severe withdrawal, including delirium
tremens;

• is in unstable social circumstances;

• is severely dependent;

• has a severe comorbid physical and/or psychiatric illness, including suicidal ideation;

• is using multiple substances;

• has a history of frequent relapse.

Psychological interventions and treatment of psychiatric conditions:
rebuilding the rift between parents and child

There are various treatment options, the choice of which depends on the nature and extent
of the problem and which approach may appear more appropriate and suitable for a
particular drug user. These include non-directive counseling and cognitive behavioral,
family, group, individual, motivational enhancement and social network behavioral thera-
pies. Motivational enhancement has become very popular and evidence is accumulating
about its benefits and cost-effectiveness [1, 28, 29, 35, 51, 52].

There is a vast literature on the benefits of psychological therapies for substance misusers
in general. National Institute for Health and Clinical Excellence (NICE) guidelines and
health technology assessments have been undertaken or are being developed on both
substance misuse and pregnancy (see http://www.nice.org.uk/) and the reader can access
the wealth of evidence online.

Psychiatric disorder

In the most comprehensive review to date, Tiet and Mausbach [53] considered both psycho-
logical and pharmacological treatments for substance misuse in association with depression,
anxiety, schizophrenia, bipolar disorder and severe mental illness. Fifty-nine studies met the
standards for inclusion, of which 36 were randomized controlled trials. There was not clear
evidence of superiority of any intervention over the comparison treatment for both psychia-
tric disorder and substance misuse and treatments were not replicated. However, the review
did demonstrate that effective treatments for psychiatric conditions tended to reduce
psychiatric symptomatology and effective treatments for substance misuse tended to reduce
substance use. The value of ‘integrated’ treatment was not substantiated [33].

Strengthening families

Recent studies that focus on the effectiveness of active support for families and developing
social skills and competence in parents and children are of relevance (see Academy of
Medical Sciences review [27]). The Iowa Strengthening Families Program [54] and
Preparing for the Drug Free years [55] are examples. These programs are introduced before
substance misuse has commenced and should promote positive parenting by raising
parental awareness regarding the child’s needs, supporting joint activities between parent
and child, enhancing educational opportunities and care facilities for children, acting as a
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catalyst to encourage supervision by parents, and identifying high-risk children so that help
is available for parents.

23.6 Specific interventions for pregnant substance
misusers

The following section summarizes the relatively few studies that have been undertaken
specifically on pregnant substance misusers. It is important to note that studies focus on the
treatment of the mother rather than that of the father.

Illicit drug use

Opiates/opioids

Methadone treatment as part of a comprehensive package of care for pregnant heroin users
has been shown to improve birth outcomes and maternal psychosocial function [56].

Cocaine

A study on pregnant indigent women using crack pointed to improved treatment retention
when specialized interventions were provided [57].

Alcohol

Brief interventions lasting about an hour have been recommended as the first step in
approaching people with mild-to-moderate alcohol problems. Pregnant women are gen-
erally motivated to change their behaviors and only infrequently have severe alcohol
problems [58]. A trial for early alcohol treatment in women of childbearing age demon-
strated a significant treatment effect when two 15-minute physician-delivered counseling
sessions were provided. Both seven-day alcohol use and binge drinking were reduced at 48
months [59].

In a recent study, 304 pregnant women were assigned either to receive a single session of
a brief intervention or to be in a control group. Results indicated that the women with the
highest levels of drinking had the greatest reductions in drinking when they received the
brief intervention, the effects of which were much greater when a partner participated [60].

The Protecting the Next Pregnancy Project intervenes with women who were identified
as drinking during their last pregnancy so as to reduce alcohol use during future pregnan-
cies. Women not only drank significantly less than those in a control group during their
later pregnancies, they also had fewer low birth weight babies and fewer premature
deliveries [58]. Moreover, children born to women in the brief intervention group had
better neurobehavioral performance at 13 months when compared with control group
children.

A randomized clinical trial using a motivational intervention in women exposed to
alcohol and at risk of pregnancy has promising findings, though follow-up was only for one
month [61].
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Nicotine

Pregnant women should be advised of the harms associated with substances, including
those related to second-hand and environmental smoke. Support should also be given to
those patients who have managed to quit spontaneously. A meta-analysis of 64 trials
involving 20 931 women showed that a smoking cessation program in pregnancy reduces
the proportion of women who continue to smoke, as well as low birth weight and preterm
births [19]. However, the studies could not detect reductions in perinatal mortality or in
very low birth weight. Smoking interventions resulted in a 20% reduction in preterm
births and low birth weight and an absolute difference of 6% in the proportion continu-
ing to smoke in late pregnancy. The use of contingency management, a voucher-based
incentive scheme, promoted abstinence for 24 weeks post-partum [62]. There were
barriers to implementation of effective interventions in terms of medical settings
(e.g. lack of trained personnel to undertake interventions) and the impact of partner
substance misuse [63].

23.7 Pharmacological treatments for pregnant substance
misusers

Detailed coverage of specific treatment regimes and the supporting evidence is
beyond the scope of this chapter. However, many guidelines may be consulted (see
http://www. nice.org.uk/) [64, 65]. Several NICE guidelines are under development for
alcohol dependence and substance misuse and mental illness.

Pharmacological treatments may be used for stabilization, detoxification, reduction,
maintenance and relapse prevention, in addition to treatment for psychiatric disorder or
physical problems [64, 66]. Most of these treatments can be administered in the commu-
nity with close supervision, but some patients may need to be admitted to hospital or to a
rehabilitation unit. These decisions are clinically complex, especially in the pregnant user,
and are related to degree of dependence, polysubstance misuse, social stability, medical
contra-indications and support network. The treatment must be individualized to the
patient’s needs. The benefits must, where possible, be weighed against the potential risks,
which the patient, partner and family must appreciate. Currently, ‘good practice’ must
encompass prescribing within a comprehensive care plan.

Pharmacotherapies are available to treat a variety of situations, such as:

• Emergencies, e.g. overdose, fits, dehydration, hypothermia, delirium tremens.

• Detoxification and withdrawal syndromes, e.g. lofexidine, methadone, buprenorphine,
chlordiazepoxide.

• Substitution, e.g. methadone, buprenorphine, nicotine replacement therapy.

• Relapse prevention, e.g. naltrexone, acamprosate, disulfiram.

• Treatment of vitamin deficiency.

• Co-morbid psychiatric disorders, e.g. depression, anxiety, psychosis.

• Co-morbid physical disorders, e.g. HIV, hepatitis C, diabetes, hypertension.
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Illicit drug use

Opiates/opioids

Methadone treatment as part of a comprehensive package of care for pregnant heroin users
has been shown to improve birth outcomes and maternal psychosocial function [2, 61].
However, although methadone has been used safely for many years, it lacks a licence for this
use in the UK, and the risks must be explained to parents. If possible, detoxification should
be avoided in the first trimester and carried out very cautiously in the third. Methadone
maintenance treatment improves outcomes in that it decreases illicit opioid use, maternal
mortality and morbidity, criminality, drug-seeking behavior, prostitution, sexually trans-
mitted diseases and incidence of obstetric complications. It increases fetal stability and
ensures improved compliance with obstetric care [67].

At this stage it is not clear whether there is any advantage in using buprenorphine rather
than methadone, but a number of small-scale studies have been undertaken [68, 69, 70, 71].
The most recent study reported that buprenorphine is not inferior to methadone on
neonatal abstinence syndrome and neonatal and maternal safety in the second trimester
of pregnancy. However, despite considerable progress in engaging and retaining pregnant
substance users in treatment, illicit use and its subsequent complications should not be
downplayed [72] and, therefore, the use of contingency management as an adjunct has been
promoted [73]. In the USA, buprenorphine is advantageous as it can be dispensed by
prescription, rather than at federally certified methadone clinics [74].

Stimulants and cannabis

There is no evidence that substitution is effective and safe for stimulants and there is no
pharmacotherapy for cannabis.

Alcohol

There is no research data available specifically for pregnancy. Good practice involves in-
patient admission for detoxification so that the mother can be carefully monitored, since
severe withdrawal is potentially fatal. Treatment with benzodiazepines should probably be
kept to a minimum. If an alcohol-dependent mother delivers while in withdrawal, the fetus
may suffer from withdrawal symptoms. Vitamin B (thiamine) replacement should be
considered to avert Wernicke-Korsakoff’s syndrome. Since there is no information about
the safety or effectiveness of acamprosate, disulfiram and naltrexone in pregnancy, it is
advisable not to prescribe these medications.

Nicotine

Clinical trials in non-pregnant smokers indicate that forms of nicotine replacement therapy
(NRT) such as nicotine gum, patches, inhalers and nasal sprays are similar in efficacy and
that they double quit rates compared with placebos [75]. A recent study has shown that
cigarette smoking during pregnancy poses a greater risk than nicotine alone [76]. NICE
approves the use of NRT in pregnancy, so long as the patient seeks a medical
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recommendation [77]. The lowest dose necessary should be prescribed so as to avoid harm
to the fetus. The formulation that best suits the patient should be chosen and pharma-
cotherapy should be initiated as early as possible during the pregnancy, once it is clear that
psychosocial treatments are not effective. On the basis of Benowitz and Dempsey’s review
[76], NRT should be used in combination with behavioral therapy. Therefore, although
NRT is likely to be safer than smoking, a study is underway to produce direct evidence and
investigate effectiveness [78]. There are no trials of bupropion in pregnancy and it is best
avoided at present, as advised by NICE.

23.8 Catalysing change by implementation of research:
service models

Since women who are at risk of poor health outcomes are least likely to approach services,
integration of agencies can promote entry. While these include the health services (includ-
ing addiction, child and adolescent and adult psychiatry, general medicine, obstetrics,
pediatrics, midwifery, health visitors and others), these are not the only agencies. Other
statutory agencies, such as social services (for education, training, employment, housing),
criminal justice and the voluntary sector, are essential components [35]. A collaborative
network should be activated through a common strategy so that duplication and, most
importantly, gaps are avoided. Though protocols and pathways, conforming to NICE
guidelines where feasible and encompassing national policies (e.g. the Children’s and
Young People’s National Service Framework), must allow for flexibility, this arrangement
must also be sustainable and inherently developmental. Therefore, resources for staffing,
facilities and training are key features, which are not optional but vital.

A triage or stepped approach has been conceptualized to manage multiprovider, multi-
agency and multidisciplinary services. Universal services would be provided for those at low
risk, such as early booking, regular assessment and education and support about parenting
skills, child development and health lifestyles, including substance use, diet and exercise. At
the next level, specific advice for smoke-free homes and support for smoking cessation and
assessment and treatment for drug and alcohol problems would be provided. Other
specialist medical antenatal and social care, for example, for teenagers or those with mental
health needs and physical illness (e.g. diabetes) would be initiated. For those at the highest
risk of complex problems, intensive highly specialized care would be coordinated, which
might include in-patient admission for alcohol detoxification or arrangements for rehabi-
litation. Peer volunteers and user involvement should allow individual, cultural, socio-
economic and behavioral considerations to be taken into account. More cohesive families
and safer communities are likely to result.

23.9 Conclusion

Nowadays, some degree of substance misuse in pregnancy is to be expected. Many of the
factors that predispose to or emanate from substance misuse are also related to adversity
and poor outcomes for infants, parents, families and communities. However, if substance
misuse is detected early and treated collaboratively in a multidisciplinary context, inter-
ventions are likely to have a ripple effect far beyond the mother or father. At stake is the
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chance to mitigate the range of inequalities, allowing the child normal attachment and the
potential for development.

Key messages

• Substance use in pregnancy is to be expected.

• Substance use is associated with considerable morbidity and mortality, as well as social
adversity and inequalities.

• Substance misusing parents are not necessarily poor parents.

• Effective interventions are available for most forms of substance misuse.

• Improving resources for this often marginalized group must include training professionals.

• Services should be coordinated in a multidisciplinary and multi-agency framework.

• Despite the tension between child protection and supporting parents, every effort must
be made to deliver effective interventions to families so that inequalities are minimized
and normal attachment is maximized.

• More research on specific innovative interventions delivered at vulnerable periods during
pregnancy and up to at least two years postnatally is required.
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24
Foster parenthood
Yvon Gauthier
University of Montreal and Hôpital Sainte Justine, Montreal, Canada

24.1 Introduction

Foster parenthood is a rather recent phenomenon in the history of caring for abused
children. We may remember that the problem of affective deprivation was brought to
child psychiatry in the 1940s by René Spitz’s research on children raised in institutions. His
showing the severe developmental problems these children demonstrated in relation to the
lack of the constant presence of a mother led to major changes in social policy in Western
countries leading to earlier adoption of abandoned children.

Only in the 1960s did pediatricians and child psychiatrists realize that children not only could
be abandoned but could also be victims of maltreatment in the hands of their own parents. Such
observations made in pediatric emergency gradually led to child protection clinics in pediatric
hospitals and later to child protection laws in several countries. Maltreated children can still be
sent to institutions in some countries,but the appearance of foster homes canbe seen as a result of
such policy developments. Recent publications amply show the necessity of improving the foster
care system even in developed countries, given the high risk of morbidity and mortality in
maltreated children [1]. In this chapter, foster parenthood will be considered for children aged
0 to 3, since the situation with older foster children and adolescents is even more complex.

24.2 Foster children symptomatology

I still remember the day that pediatric colleagues came to me in the early 1990s to discuss their
observations of young children placed in foster homes whom they followed in a special clinic
which had been developed in our children’s hospital in collaboration with protection services.
They were worried about the frequent problems they were observing in these children –
developmental delays in motor and cognitive spheres, particularly in language; sleeping
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difficulties; behavior problems; difficulties in social relationships (withdrawal, indiscriminate
sociability); frequent hospitalizations for physical ailments – and were wondering about their
origin.

These colleagues were actually observing problems which have been described in several
publications [2, 3]. We were in the following years frequently exposed to such problems in a
clinic we set up to help protection workers deal with these children and their biological and
foster families [4].

The question is: how can we understand such a symptomatology? In most countries, the
placement of a child is the last resort in child protection, unless severe abuse is observed, in
which case placement is immediately decided. Child workers usually spend much time
evaluating the parents’ parental potential, and putting into place measures to help them develop
their abilities. Placement may be decided only after such measures do not appear to be efficient.

Once placement is decided however, the child who arrives in a foster home – unless
placement is decided at birth or very early in the first year – may already be symptomatic,
having suffered severe negligence or having been the object or witness of violence in his
family: there already may exist developmental delays, dysregulation symptoms, even sad-
ness at the loss of parental figures to whom an attachment has been made in spite of
maltreatment. They already are difficult children who require from the foster parents an
unusual amount of patience and understanding. Many of the children who arrive in a foster
home may also have already been submitted to previous, even multiple, placements; those
usually are the most difficult children to care for.

The symptomatology we then observe is the product of both the initial deprivation
and/or abuse and of a dysfunctional protection system which can be summarized this way: a
child is usually placed on a temporary basis, the plan is to send him back to biological
parents as soon as possible. But parents do not improve as rapidly as expected, and the
placement must continue. Two alternatives are then possible: a reunification is eventually
made with the biological parents, but it does not work, parents have not really progressed,
and a new placement has to be made, most often in a different foster family. This is where
symptoms usually appear. This child cannot easily develop a new attachment, he does not
know where he belongs, his symptoms can be a mixture of loss and of testing the new
parents to see if he can really come to trust them.

Another possibility is also observed: the initial placement in a foster family has been long
enough for a young child to develop a secure attachment to his foster parents. The court
may then decide that the biological parents have progressed enough to get their child back.
A progressive reunification is then attempted, leading to a strong reaction of the child who
feels the loss of his foster parents who have become his ‘psychological parents’. This child
will often become a most difficult child, especially if the biological parents have not
improved enough to be able to deal with him.

The optimal solution can also happily be observed: in face of a biological family that does
not improve, the child is kept in the same foster family where he is already securely attached
and a decision is made by the court toward permanency: placement to majority or adoption.

24.3 The use of attachment theory

Attachment theory is a most useful instrument to understand these children’s needs and
their symptomatic reactions to the decisions to which they are submitted. As he comes into
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this world, an infant is already a social being who needs human figures who are constantly
present to answer his fundamental needs, physiological and relational. In the course of the
first year this infant will come to feel that he can trust this (these) parental figure(s) who are
sensitive to such needs, available especially when distress appears, and able to organize a
daily and nightly routine around this developing human being: an attachment system is
thus created between this child and his parents.

Whenever this system is severely hampered in its development because of parental
dysfunction (severe negligence, physical and/or sexual abuse, conjugal violence, addiction
to drugs, etc.), we will already observe behaviors which are manifestations of a disturbed
attachment, resistant, avoidant or disorganized: constant search for proximity and com-
fort, tendency to withdraw into his own world, fear of the adult figure, etc. If a decision has
to be made for this child to be placed in a foster home, the transition is usually difficult,
because of the symptoms already present – only with a young infant can this transition be
easy. The development of trust in the new parental figures will be possible, but often will
take time and require special attention from them to the special needs of this disturbed
child. If the process of placement has been repeated one or more times, the symptomatic
responses already described will be even stronger and the development of trust even more
hampered.

24.4 Foster children’s special needs

Foster children present with special needs to the foster family. They have been neglected,
affectively deprived, are often withdrawn and fearful, and show behaviors that suggest
to the foster parents that they don’t need care, whereas a special nurturing relationship
has to be established to compensate for the deficient care they already have been
submitted to. Foster families have to be aware of such realities. It is not by chance
however that they are often the object of negative opinions, as if their only concern is
not the child, but their own financial interest. Some of them actually fall into what has
been described as the ‘extended respite model’ of foster care [5, 1], where the child is not
affectively invested, his basic physiological needs are satisfied, but without the commit-
ment that he deeply requires – and the system often actually tells these families not to let
themselves be attached to the child.

In opposition to that type, the ‘child-centered care’ foster family is described in which
we find psychological investment, a real commitment characterized by sensitive caregiving,
a child valued as an individual and his needs prioritized. In such a model, we will observe as
outcome a child who may improve in all developmental spheres: feeling safe in his family,
he becomes securely attached, socially competent and emotionally well regulated. Such
outcome is based on the plasticity of the young child’s brain and evidently will also be
function of the child’s age at time of placement and of the severity of his initial symptoms.

Such a family is in the best interest of the child, but it should be realized that this foster
family lives a complex dilemma: a woman is asked to invest in a child enough for him to
develop a secure attachment, and to reciprocally develop her own attachment to a child
without having any certitude of keeping this child, and then have to mourn this child if the
biological family is successful in getting better. We often meet foster mothers who find it
very difficult to invest a new foster child because of the painful memory of the previous lost
child.

24.4 FOSTER CHILDREN’S SPECIAL NEEDS 273



24.5 How to help foster parents to provide best care
for the fostered child

Foster parents can be very unrealistic in their expectations of a rapid improvement of difficult
children, as if only love is going to repair them, and they can feel overwhelmed by the
complex behaviors they have to deal with. They have to be supported in their difficult tasks,
and several programs have been developed to help them to better care for these children
entrusted to them. For instance, in Louisiana, Heller’s team [6] have found that these
symptomatic children require comprehensive assessment and multidisciplinary intervention,
while foster parents need the support of a clinical team. In this program, support takes the
form of having foster parents record occurrences of problematic behavior in a diary, from
which observations a behavioral program is designed which decreases the symptomatology
and much helps to facilitate the relationship between foster child and caregiver. This team
also suggests the development of a support and education group, foster parent/foster child
playgroup, and interaction guidance following the McDonough technique.

Along the same lines, Mary Dozier and her group in Delaware have been very active
in recent years. Inspired by Mary Main’s work on the parent’s attachment history through
the Adult Attachment Interview and its influence on her child’s quality of attachment to
her, they examined the correspondence between foster mothers’ state of mind and their
foster children’s attachment quality [7]. They then came to describe the specific problems
foster parents have to meet, what they call ‘critical needs’. These kids have often developed
avoidant behavioral signals – ‘I don’t need you, I can do it on my own’ – which lead
nurturing caregivers to react in providing non-nurturing care. Foster parents also may not
be comfortable in providing nurturance even though they want to foster difficult children;
they often need help in providing a predictable interpersonal environment such that
children develop better regulatory capabilities [8], and they particularly need to provide
a non-threatening environment to children who often come from families where they have
been threatened with abandonment if they did not behave [9].

Their work suggests that secure foster parents are the ones who can best care for these
difficult children and their specific needs. Their own inner security seems to be an
important variable in their ability to understand the complex signals sent by these very
insecure kids. The study on infants placed with autonomous parents and at younger age
shows higher and overall level of secure behavior, less avoidant behavior, more coherent
attachment strategies compared with non-autonomous foster parents after two months of
placement [10]. Following these findings, they developed a program – the Attachment and
Biobehavioral Catch-up (ABC) – in which they train foster parents in targeting foster
children’s critical needs [11, 9]. In a randomized trial with 200 foster families, preliminary
results show that foster children in this intervention, compared with the control interven-
tion, had lower cortisol values, and caregivers reported fewer behavior problems for
toddlers (18–36 months) than for infants (0–17 months) [12].

In Romania, Zeanah’s team has developed an intervention for institutionalized children,
comparing a group of still institutionalized children with a group of children placed in a foster
home conceived as following the child-centered model, in which special attention is given to
social workers and to foster families around the complex symptomatology presented by these
kids in the transition to a foster home. In a random assignment of children to either foster care
or to continued institutional care, they are reporting significant gains in the cognitive and
language spheres for the children in foster care, as well as in attachment symptoms [13].
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To summarize this gradual evolution in the care of young foster children, we can say that
these difficult children need to be understood with the complex signals they send to their
foster parents; they need to be tolerated at the same time that a structured environment will
gradually give them a feeling of security. Foster parents on their part need to be better
informed and trained to become more committed and efficient parents.

24.6 Kin vs. non-kin foster parents

In recent years a strong tendency has appeared towards placement in kin families rather
than in unrelated foster homes, particularly in Britain and in the USA. Placement in a kin
family has the definite advantage of sending a child to a person he already knows (grand-
mother, friend), thus favoring his sense of identity, culture and belonging, and thus
decreasing his reaction to the separation from his parents. But social workers, even though
they may have strong positive feelings toward kinship care, are usually concerned about a
negative tradition of dysfunction within the family, the possibility of collusion and of
alliances between relatives and parents or conflict between them, resulting in an increased
feeling of risk to the child [14].

It remains essential here that the evaluation of the kin family system be made early in the
decisional process so that a child is not transferred from a non-kin foster family to a kin family
once an attachment system is already well advanced, thus creating a new loss in the child’s life.

24.7 Visits to the biological parents

The question of visits to the biological parents during the early months of placement is
often the subject of tension in the protection system. A young child on one hand needs
the continuity of a parental figure to develop a secure attachment, and at the same time
must continue to see his biological parents to keep their image in his mind, since the plan
is for him to reintegrate his family. We often observe the anxious reaction of a child in
such visits to his biological family, either because he is afraid of losing this new attach-
ment figure or because the biological parents revive traumatic memories. It is suggested
to include the foster mother in such visits so that the child is reassured that she is not
going to leave him, but this is not always easy because of the tensions between the two
mothers. We have heard foster mothers tell that they would not let the child leave on
such a visit without a personal object of hers, as a way of telling him that he will
necessarily come back to her. Such visits should be completely forbidden if the child
has been traumatized by his biological parents.

24.8 Need for permanency

These observations in a field in which research is still in its early stages amply show how
foster parenthood in the early years of a child is a necessary instrument in a situation of
maltreatment, but fraught with significant tasks for foster parents and those working with
them. The protection system has to deal with the biological parents’ rights to be helped in
developing or restoring their parental capacities and thus meeting their child’s basic needs,
make sure that foster parents keep their commitment to these difficult children, and at the
same time keep in mind the child’s need for permanency in the interest of his global
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development. Mary Dozier suggests ‘that a system of temporary surrogate care simply does
not make sense for young children’ [15]. Quality of attachment is a most important variable
in a child’s development and continuity is essential for the development of a secure
attachment. One can’t repeatedly break the process of attachment within the biological
family or a foster family without traumatic sequelae in the child’s developmental process.
Time in a child’s life is very short and a decision toward permanency of affective ties should
be made as rapidly as possible in his best interest.
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25
Parenting the chronically
ill infant
Barbara G. Melamed
Mercy College, New York, USA

You know, I don’t think I’m ever going to accept the fact that my daughter has a life-long and
serious illness. On most days, I have learned to come to terms with it, but I cannot accept it. [1]

25.1 Introduction

In recent years in high-income countries, medical technology has made it possible for
children born with previously terminal illnesses such as cystic fibrosis or childhood cancer
to enjoy increased longevity. Children born prematurely or having very low birth weight
(VLBW), who would have died a decade ago, are beginning their lives in neonatal intensive
care units (NICUs), often depriving them and their parents of the common bonding that
facilitates both physical and social development. Therefore it is crucial to understand the
psychological variables, adjustment and the family interactions both as an intervening
variable between disability and adjustment and as potential for producing resilience or
adverse consequences for the child and the family. In fact, the literature shows an increasing
emphasis on family process approaches to understanding influences of chronic illness.[2]

The focus of this chapter is to evaluate which factors lead to vulnerability and which
factors are protective of the infant’s survival. Although many researchers have lumped
chronic illnesses together, this chapter will focus on differences in adjustment in four
different populations of children: asthma, congenital heart disease; cystic fibrosis and
children of very low birth weight or preterm delivery.

Within these contexts the differences and similarities of the demands of these illnesses
with regard to regimens, maintenance of relationships and parent and sibling relations are
described. It is also necessary to examine the medical environment and the physicians’ style
of communication with the families to see the entire context of what dealing with the
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disease requires. The actual severity and disease characteristics are only one factor in what
adjustment to illness may mean. The caregiving for such infants involves communication
with medical staff, shared parenting, job responsibilities, attention to other siblings . . .
a juggling act not easy to manage. At least one research or clinical study in connection
with each disease has been described to encourage others on how to evaluate problems,
interventions and hopefully prevention of adverse effects.

Extended life does not necessarily increase the quality of life for these children and their
families. While recently acknowledging the need to measure quality of life, few measures
exist in the area of infancy [2]. In fact, the quality of life as it influences marital quality,
children’s sibling relationships and adjustment is as important as the day-to-day manage-
ment of illness symptoms.

First it is necessary to acknowledge [3, 4] that there are numerous problems that can
exacerbate stress including:

1 Establishing relationships with medical personnel.

2 Coping with medical procedures associated with treatment.

3 Coping with symptoms associated with the condition.

4 Coping with hospitalization, the possible separation from parents, family members and
delay of preschool environments.

5 Coping with new social pressures having a child chronically ill, or siblings who may never
be like other children. Siblings may be embarrassed by their sick sibling, feel angry at
attention they feel they are deprived of, or even guilty that they do not have the disease.

6 Coping with the limitations that can occur in a change in life style (e.g. diabetic children
must change their diets, asthmatic children must exercise caution during physical activity.)

7 Coping with the added burden facing the entire family, including time, money and
change in roles. In some cases families can be forced to relocate in order to get the
medical care that the child requires.

Most parents during pregnancy say that their wish is not whether the child is boy or girl, but
a healthy baby. What then is the reaction to finding out that your child is a preemie, may
have Down’s syndrome or need postnatal cardiac surgery? The parent may feel everything
at once: discouragement, anger, love, guilt, despair and determination.

Even more distressing is finding out that your child suffers a chronic medical condition
with all the uncertainties of survival and all the decision-making about how to support the
necessary medical and growth needs, both social and physical, of such a child. Particularly
first-time and single parents may cope with the news by shock, denial and guilt. They also
face grief knowing that they have lost the dreams they have imagined for the life of their
child. They tend not to know how to question decisions that are made in their behalf by the
medical experts. Paternalism in physician behavior is still a widespread problem. Ethical
and legal issues exist but are too extensive to deal with in this chapter.

Some general effects that have been found are that children from 6 months to 3 years
separated from their parents due to hospitalizations have poorer attachment relationships.
In children who enter life through NICUs during a time of high central nervous system
vulnerability, immature regulation of blood–brain barrier, and rapid development of neuronal
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cytoarchitecture; medical procedures contribute to negative developmental outcomes, includ-
ing attention, learning and memory problems which persist into childhood and adolescence.
The challenge is even greater for involving parents. Fathers, who are often ignored, despite their
risk of depression, need to keep the family together and provide financial support, and keep the
hope alive that one day this child will be healthy and happy in the family home.

This chapter will focus on four common conditions: asthma, congenital heart disease,
cystic fibrosis and very low birth weight infants. The specific issues raised for the family and
health professionals with some recommendations for continued course of study and
intervention are discussed.

25.2 Asthma

Mother with a child who has severe asthma:

You can’t even count on your own best friends. Even my mother is afraid. I’ve got to
do some shopping and who wants to lug a screaming five-year-old boy through the
lingerie department at Macy’s. So, I call up Esther, my friend for ten years, and ask if
Johnny (my son) can stay with her. Big pause on the phone.

‘Uhh,’ she says, ‘What if something happens? You know, Lucille, I wouldn’t know
what to do. You better not leave him with me.’

My mother? Same thing: What if, and What if, What if. I can’t stand it. We haven’t
found a babysitter who would come and stay. We could get a nurse, but we can’t
afford it. [5].

In a range of high-income countries asthma is the most common disease of childhood.
Despite significant advances in medical treatment, asthma morbidity and mortality
rates have risen dramatically in the last two decades, especially in minority and socio-
economically disadvantaged populations.

Description of the illness

Asthma is a lung disease characterized by airway obstruction, or narrowing that is rever-
sible. Pathologically, it is characterized by a variety of features such as chronic inflamma-
tory disease of the airways, with a granulocyticlympositic submucosal infiltration, epithelial
cell desquamation and mucus gland hypertrophy and hyperplasia.

Prevalence

Asthma affects from 4% to 9% of children. As many as 50% of the cases are diagnosed
before the child reaches age 2. The highest incidence seems to be from birth to age 4. It is the
fastest growing problem in today’s environment in several countries including the USA.
The increase in outdoor air pollution, and the quality of the indoor environment as a result
of exposure to maternal smoking and the high levels of dust mites appear to be relevant.
One must also consider genetic factors, such as a positive family history, male sex, and low
birth weight, and an increase in sensitization to inhaled allergens, such as their presence in
house dust, cat fur and grass pollen.

25.2 ASTHMA 279



Treatment

For a parent the management is geared towards relief of obstruction, restoration of
oxygenation, and ventilation and prevention of complications. Each time a child has an
asthmatic attack the parent fears death and, as the children begin to monitor their own
regimens, misunderstanding of correct dosage and schedule, and omission of doses cause
many children to be non-adherent. Over-protection by parents with infantilizing and
isolating them from peers is common. Parents must work more closely with pediatric
practitioners to understand the course of their child’s symptoms and the need for action.

Research

In an exemplary prospective study [6], three variables were found useful for predicting
asthma onset by age 3: elevated IgE levels measured when the children were 6 months of
age, global ratings of parenting difficulties measured when the infants were 3 weeks old, and
the higher number of respiratory infections in the first year of life. Maternal asthma and
paternal asthma predicted asthma at ages 6 to 8 years when combined with these infancy
variables. In a genetically at-risk group of children, psychosocial factors are related to
asthma onset and persistence into childhood. The relationships between biological and
psychosocial variables in the first year of life and subsequent school problems support
formulation of asthma as beginning early in life. Mother’s depression when the children
were 6 years also contributed to problem behaviors. Parenting difficulties measured at
3 weeks were significantly correlated with 6-year measures of maternal depression.
Mothers’ ratings on the Child Behavior Problem Checklist showed they rated their children
as being higher than population norms on internalizing scores. How much of this shy,
withdrawn behavior is actually reinforced by the over-protective parent?

It might be possible to prevent secondary effects of asthma when intervention is directed
at parenting difficulties. One study showed that family rituals and routines may protect
children with asthma from anxiety-related symptoms [7]. Recommendations include
reducing environmental pollutants and decreasing parental uncertainties through educa-
tion and thoughtful interactions with health-care professionals. Repeated visits to seek
emergency health care need to be used as a probe for how well the parent is defining and
responding to the seriousness of symptoms.

25.3 Congenital heart disease

They didn’t catch it at birth, but when he was about ready to come home from the
hospital, he turned black and then that’s when obviously there was something wrong.
In the beginning, I pointed out to the nurse there several times that his color didn’t
look right. ‘Oh, no, he just has to go to the bathroom or something.’ Me and my wife
would look and say ‘something is wrong.’ Then the day we were going to take him
home, he turned black, and then that’s when he was rushed over here. [8]

Description of the disease

Congenital heart disease (CHD) is one of the most frequent birth defects in children.
Affecting approximately one in every 125 babies born around the world, congenital heart
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defects are the most common birth defect. In the USA twice as many children die each year
from a CHD than all forms of pediatric cancers combined. The eight most common defects
account for 80% of all congenital heart diseases, while the remaining 20% consist of many
infrequent conditions or combinations of several defects. Ventricular septal defect is
generally considered to be the most common type of malformation, accounting for about
one third of all congenital heart defects.

Since many of these patients with the proper medical intervention lead relatively healthy
lives it is important to evaluate the early response of the medical community and the
reaction of the parents. Often the parent may learn in advance of delivery that their child
may have a high risk of dying due to the abnormality of the heart. A baby’s heart begins to
develop shortly after conception. During development, structural defects can occur. These
defects can involve the walls of the heart, the valves of the heart and the arteries and veins
near the heart. Congenital heart defects can disrupt the normal flow of blood through the
heart. The blood flow can slow down, go in the wrong direction or be completely blocked.

Advances in medical and surgical treatments over the past decades have led to more than 85%
of these infants surviving to adulthood in high-income countries. Most interventions, however,
have not been curative and about half of adults with congenital heart disease face the prospect of
further surgery, arrhythmia, heart failure or premature death. The burden of pregnancy
represents a new challenge in women with congenital heart disease. Annually, hundred of
thousands of children worldwide died due to rheumatic fever and rheumatic heart diseases.

Treatment

Sometimes CHD improves with no treatment necessary. At other times the defect is too
small to require any treatment. Most of the time CHD is serious and requires surgery and/
or medications. Medications include diuretics, which aid the baby in eliminating water and
salts, and digoxin to strengthen the contraction of the heart. Some defects require surgical
procedures and in some cases, multiple surgeries to help balance the circulation.
Interventional cardiology now offers patients minimally invasive alternatives to surgery.

The treatment depends on the type and severity of the defect and a child’s age, size and
general health. Today, many children born with complex heart defects grow to adulthood and
lead productive lives. Some defects need to be fixed as soon as the baby is born, others can
wait. In the rare case of hypoplasias, heart transplant where available is the only solution.

In a questionnaire study [9] of how much information parents had it was found that
only 50% knew about the disease as to its cause and hereditary roots. Although many
knew about exercise appropriateness, fewer than 44% understood the medication func-
tions and only 4% understood the side effects. Even the need for antibiotic treatment to
prevent endocarditis was poorly understood. The parents’ occupation and education
were determinants of knowledge. The parents rate their children’s quality of life (QOL)
to be worse than the children themselves do. It may be affected by their expectations for
the child and by the fact they have different definitions and understanding of a disease
and its consequences for the future. In any case having to watch your child suffer through
multiple surgeries and the fear and guilt associated with his or her vulnerability takes its
toll on the entire family. Fathers especially experience conflicting feelings when they
receive a diagnosis of their infant coping with severe congenital heart disease. They feel
the joy of seeing the child born and becoming a father; the sadness and loss associated
with the baby’s illness; the challenge of becoming a father and becoming attached while
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dealing with the fears about the infant’s vulnerability and potential death; and the need to
try to maintain control and remain strong for others while hiding their intense emotions.

Research

Parents of the children with heart disease may experience higher stress levels than parents of
children with other diseases, and may feel great stress in relation to such things as dilemmas
of normality and social integration. Conflicting responses in the experiences of fathers of
infants diagnosed with severe congenital heart disease frequently lead to depression [10].
On the other hand the parents’ QOL may be more determined by spouses’ satisfaction with
each other or parental coping styles than by the child’s handicap. QOL including energy,
social impact, and physical and emotional factors may be related to financial stresses as well
[11]. Studies show that children with CHD show more maladjustment and psychological
problems from 2 years till 12 years [12].

Unrestricted parental presence in the NICU, parental involvement in infant caregiving,
and open communication with parents are basic tenets of family-centered care [13]. By
virtue of their continual presence and role in the NICU, nurses are in a unique position to
support family-centered care. However, it was also shown that new nurses were more likely
than other nurses in NICU to integrate the parent interaction that would seem necessary to
provide for a healthy child within an informed family. In addition, there are often barriers
to engaging fathers in NICU.

25.4 Cystic fibrosis

A father with a child with cystic fibrosis:

There’s a real problem in not losing friends. They’re the people who end up under-
standing and caring. I’ve lost a lot of acquaintances. For example, a family calls you
up and wants to come visit. And you say you’d love to see them but, also ask if any of
their kids have a cold. The parents answer, ‘Oh sure you know, the ordinary sniffles.’
Well ordinary sniffles could kill my kid. So I tell them they can’t come over; they
don’t understand and get angry. [1]

Description of the illness

Cystic fibrosis (CF) is the most common life-shortening and autosomal recessive genetic
disease of European and American Children. CF is lethal because of chronic broncho-
pulmonary infections. In recent years prognosis of children with CF has improved. However,
CF patients are multisynmptomatic, involving pulmonary and gastrointestinal dysfunctions.

Prevalence

Cystic fibrosis is an inherited chronic disease that affects the lungs and digestive system of
about 30, 000 children and adults in the USA (70, 000 worldwide). A defective gene and its
protein product cause the body to produce unusually thick, sticky mucous. From 1990 to
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1992 the proportion of adults among CF patients in the USA increased to 33%, a fourfold
increase from 1969. The median survival age was 29.4 in 1992.

The general consequences of malnutrition in CF may include growth failure, increased
mortality, delayed puberty, decreased physical well-being and psychological disorders.
Short stature and pubertal delay emphasize the differences between patients with CF and
their peers, and may result in a greater impact on their quality of life than the longer term
issues of compromised survival. Adjustment and self-esteem in patients with CF are less
than peers, especially in girls. With intensive, coordinated care in a cystic fibrosis center,
outcome and growth may improve independent of improved pulmonary function and
normalize in most children with CF.

Growth itself is an important prognostic factor in survival of patients with CF. Analysis
of data from 19, 000 patient records of the National Cystic Fibrosis Patient Registry showed
that shorter patients are much more likely to die before taller patients. Short stature in CF
may be a marker of more severe disease. The problem of worsening growth failure in
children and adolescents with CF ironically is compounded by increased survival. As many
patients live longer and their clinical symptoms become more severe, nutritional status may
worsen, and growth remains impaired. It is important that linear growth be maximized
through medical and nutritional intervention. Bone mineralization is decreased and
rates of osteoporosis are significantly increased in patients with CF as they age; adults
with late-stage CF are at high risk for fractures.

Treatment

The complicated regimen involves enzyme replacement and chest percussions to improve
clearance of infected secretions. Its demands on the family are continuous. It also involves
close attention to the child’s physical condition (e.g. frequency of coughing, energy level,
incidence of gastrointestinal complaints and weight). Physical therapy or postural drainage
are required. Parents must also deal with their preschool children’s distress in dealing with
social demands, extreme thinness and the rigors of treatment regimen. Mealtime conflict is
ubiquitous. Moreover parents must cope with the fact that their child has a limited life
expectancy. Higher levels of parental distress, an avoidant coping style and low levels of family
support put parents at risk for chronic, psychological dysfunction [14].

Research studies

The Diagnostic Depression Inventory found that parents with a child of CF less than
9 months of age at baseline had an elevated prospective risk of depression as did fathers.
It is also important to consider the diagnostic phases.

A case study [15] of three children who were mildly malnourished demonstrated that a
parent treatment program to reinforce better eating did influence important child health
functions. The children’s parents participated in a behavioral group-treatment program
that focused on promoting and maintaining increased calorie consumption. Treatment
included nutritional education, gradually increasing calorie goals, contingency manage-
ment and relaxation training, and was evaluated in a multiple baseline design across four
meals. Children’s calorie intake increased across meals, and total calorie intake was 32% to
60% above baseline at post-treatment. Increased calorie consumption was maintained at
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the 96-week follow-up (two years post-treatment). The children’s growth rates in weight
and height were greater during the two years following treatment than the year prior to
treatment. Increases in pace of eating and calories consumed per minute were also observed
one year post-treatment. These findings replicated and extended earlier research support-
ing the efficacy of behavioral intervention in the treatment of malnutrition in children with
CF. This type of research could easily be incorporated by clinicians’ in their evaluation of
individual patients.

It is necessary to monitor parental mood and explore preventive strategies early so the
tasks do not overwhelm the family and lead to marital dysfunctions. Now that the genetic
studies clearly show who is at risk, early intervention can begin prior to or at birth.

As a group, adults with CF do not demonstrate significant levels of depression, anxiety or
other psychopathology. Psychological and psychosocial functioning in patients with CF are
similar to that of healthy peers, at least until their disease becomes severe and their physical and
social activities become increasingly limited. They may then have an increased risk for
psychiatric problems, such as depression, and typically score poorly on physical functioning
measures in QOL assessments. Coping styles have a large effect on QOL, and compliance is a
complicated problem for many patients. Men may be at higher risk for depression and anxiety,
and better lung function predicts less anxiety. Higher level of psychosocial support is a strong
predictor of better psychological functioning. Major psychiatric illness may also occur in adults
with cystic fibrosis, and both bipolar disorder and paranoia have been reported [16].

25.5 Very low birth weight infants

Description of the illness

Advances in neonatal intensive care have ensured the survival of 85% of VLBW infants and
better care. These medically fragile infants remain at high risk for developmental delays,
learning difficulties, and emotional and behavioral problems. They are at twice the risk of
behavior problems and 2.5 times more likely to develop attention deficit hyperactivity
disorder than a child at normal birth weight. These functional deficits persist in adolescence
and early adulthood. VLBW children as young adults are more likely to exhibit chronic
health problems and poorer academic achievement.

Prevalence

Extremely low birth weight (ELBW) is defined as a birth weight less than 1000 g (2 lb, 3 oz).
Most ELBW infants are also the youngest of premature newborns, usually born at 27 weeks’
gestational age or younger. Infants born at less than 1500 g are termed very low birth
weight. Low birth weight (< 2500 g) was noted in 8.3% of all births in the USA in 2006, and
very low birth weight was noted in 1.48% of all births; approximately 63, 137 such US births
were reported in 2006.

Treatment

Studies on NICUs have often stressed the importance of support for the new parents. In
one study [17], the similarity of maternal distress before discharge of their infants and
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then at 6 months (corrected age) to post-traumatic stress symptoms was apparent and
related to maternal psychological well-being. Intervention to decrease maternal anxiety
and improve developmental outcomes in VLBW children was conducted. NICU can
be difficult for the infant and mothers. Investigators [18] have demonstrated that
interactive maternal behaviors buffered the relationship between high pain-related stress
exposure and poor focused attention in mothers who self-reported low concurrent
stress.

Field [19] has demonstrated the positive effects of massage techniques. Mothers who
were at high risk for preterm babies and were given pregnancy massages showed a reduction
in stress, and reduced levels of cortisol, and an increase in the children’s’ birth weight. It
should be possible to have the mothers and fathers participate in this stimulation. Using a
breast pump cannot substitute for physical contact on the mother’s body. The reluctance of
neonatal specialists to allow touch in the risky babies has been tempered by the 47% weight
gain of infants receiving this stimulation in the NICU. The babies were also discharged
about six days earlier, saving much in the high cost of care of these infants.

The whole issue of how and when to discharge VLBW children is still controversial.
While medical technological improvements would allow more at-home care, many parents
are not ready or fear that their child might die if they do something wrong. In a study [20]
where mothers of babies in NICUs had audiotapes of their conversations with a neonatol-
ogist, it was found that recall of information, attitude to and use of tapes, satisfaction with
conversations did improve recall of information and psychological well-being. Again, if
parents feel heard by their health-care provider they are more likely to be better deliverers of
good care for their own offspring.

Intervention is targeted at parental sensitivity and maternal psychological distress as
two important factors influencing development in VLBW children. Mothers who feel
depressed have lower parental sensitivity and more intrusive parenting behavior in children’s
infancy and the infants show more internalizing behavior problems and poorer cognitive
development at 24 months of age [21].

Research

A prospective study [22] looked at how characteristic of infants (i.e. birth weight and
perinatal illness severity), mothers (anxiety level and level of education), and the social
context (maternal received and perceived helpfulness of support) related to mother–child
interaction at 3 and 6 months of age. Mothers who were better educated and less anxious at
3 months and reported higher perceived support were more sensitive and responsive to
their infants in teaching interaction at 9 months.

A study [23] to evaluate coping in mothers whose 2-year-old children were born either
at full term or at VLBW, found that stress was higher in the mothers of the VLBW babies
because they understood the association between low birth weight and significantly
higher than normal risk of mortality and various adverse outcomes. In caring for these
children the families must deal with economic hardship, disruptions of work and house-
hold routines and the daily hassles of caring for a child with chronic illness, neurological
deficits and developmental delays. About one third of mothers of VLBW children suffer
from increased parenting distress and significant psychological stress, which may hinder
the child’s development.
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Turning our attention to what helps these mother cope with stress, a study [24] on mothers
of VLBW infants used a highly reliable measure of coping with 15 subscales which indicated
acceptance, active, alcohol, disengagement, behavioral disengagement, denial, expression and
venting of emotion, humor, mental disengagement, planning, positive reinterpretation and
growth restraint, seeking social support for emotional reasons, seeking social support for
instrumental reasons, suppression of competing activities and turning to religion. More use
of avoidant and express emotions coping were significantly related to maternal depression and
parenting strain. Religion coping was positively associated with maternal attachment to the
infants and negatively associated with feeling that the child was demanding.

The Cues and Care Study protocol [25] provides a brief intervention designed to reduce
anxiety and develop sensitive interaction skills. The strategy teaches empirically sound
interventions and uses outcomes that are relevant. Cues involves teaching mothers to
attend to their own physiological, cognitive and emotional cues that signal anxiety and
worry and to use cognitive strategies to reduce stress. Those parents taught these strategies
did far better than a control group of standard care. Mothers are also taught to understand
infant cues and to respond sensitively to those cues. The Care group is a control for support
and attention and educational information. Parents are not given sensitivity training.

The Cues intervention consists of six sessions identifying infant state cues and learning
how to react sensitively with their infant. The sixth session is devoted to infant interaction
during feeding. There is a telephone follow-up. The last session takes place in the mother’s
home two to four weeks after discharge. The mother is videotaped playing with her infant
for 10 minutes. The intervener and mother then review the tapes to help the mother apply
the skills learned in the intervention. Manuals are provided for the interveners. The
videotapes are rated. The data is not yet published regarding the results of these interven-
tions but it is likely that the sensitivity training makes a big difference.

A study of parent intervention using the Playing and Learning Strategies [21] showed
strong changes in maternal affective-emotional and cognitive responsive behaviors and
infants’ development. Facilitation of maternal warmth occurred best with early interven-
tion, while cognitive responsive behaviors were supported with the intervention in the
toddler–preschool period.

25.6 Conclusions and future studies

Despite a limited sampling of the types of chronic medical disorders that children are born
with, it is clear that maternal and paternal anxiety and depression produce further risks for
these families. The factors that contribute to this are multidirectional. Certainly the degree
of severity of the chronic illness influences parents’ ability to meet the demands of the
treatment and the developing child–family constellation. It is also necessary to consider the
parents, sibling and marital dyad quality at the time of the occurrence of the event. If
parents are already anxious or depressed, have had a previous negative birthing experience
or have suffered from clinical illnesses, they are somewhat less resilient in facing the tasks
that must be engaged in.

As to the children as they develop, the full range of developmental and childhood
psychiatric disorders, including adjustment disorder, major depression, anxiety and delir-
ium, are seen in children and adolescents with chronic illness. Psychiatric disorders are most
likely to be present when the chronic physical disorder involves the brain. This argues for
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mental health assessment throughout the life of an individual who suffered from a childhood
chronic medical illness. Some aspects of the treatment of life-threatening medical illness may
be experienced as repeated trauma, which may not have an impact during or immediately
after treatment, but rather appear as long-term effects on affect modulation and interpersonal
relationships. There are treatment and intervention approaches that help. Matching indivi-
dual factors rather than choosing interventions by disease is needed to maximize these effects.
For instance, a poorly educated mother may need instruction on handling her child,
particularly if she is an adolescent mother. Parenting self-efficacy is important to the
resilience of the family in the face of coping with a sick child. Social support from family
and health-care providers is a necessary ingredient. It is as important to give guidance and
respite to parents as educational materials to help compliance and evaluation of changes
needed. Follow-up in home visits by nurses who cared for the child in the hospital would
certainly be a welcome addition. Certainly it would be important to show the cost-effective-
ness of such treatment by such measures as fewer hospitalizations, more competent parenting
and fewer medical complications.

In conclusion, a contextual family systems approach is needed to understand adapta-
tion to chronic illness in children. This means that the health-care system must incor-
porate families in pediatric medicine. Many factors that influence the course of the
disease are in part determined by genetic–environmental interactions. Chronic illness
does not strike individuals; it strikes the whole living unit of the family. Every member is
affected – the parents and brothers and sisters as well. Extended family relatives can
provide respite. Parents want knowledge in three areas: the basic physiology of the
disease; and the course and treatment of the illness or condition. This includes under-
standing of what to do to prevent problems. Family interventions need to be more
replicable to evaluate individual differences in who benefits from which treatments.
Involving fathers as participants and understanding their role in the care of a chronically
ill child is of paramount importance.
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26
Parenting an infant born of rape

Frances Thomson Salo
University of Melbourne, Australia

(Kephisos) breaches the incest taboo and rapes his own daughter, thereby fathering
Narcissus. [1]

26.1 Case vignette 1

A 15-year-old schoolgirl raped on her way home was devastated when she discovered she
was pregnant, but felt that she should keep the infant. She felt that he was as much a victim
as she was and she was not going to make him suffer. But she rejected him at birth because
he resembled her attacker, said she could not look at him, did not want to hold him and
asked for him to be taken away. However, she came to love him and said that it never ceased
to amaze her that something so precious and wonderful had come from something so
terrible and that she would not change him for the world.

26.2 Case vignette 2

The following case of intimate partner rape where the mother stayed with the father, whom
she hated at times, is published in more detail [2]. Chantelle was born with severe respiratory
distress syndrome. Her mother, Kerry, had received many diagnoses including borderline
personality disorder. She revealed she had been born of a violent rape and had incorporated
the fantasy of her father violating her mother and herself into her self-concept. As she looked
into her infant’s face, Kerry said that she saw a shameful, damaged image of herself reflected as
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bad, unwanted, abandoned and evil. This image of emptiness was what Chantelle may have
seen reflected back to her through what she saw in her mother’s face; she then avoided her
mother’s gaze. But both worked to overcome this and by the time Chantelle was 1 year old,
her physical and social development seemed satisfactory.

26.3 Case vignette 3

A female patient in an in-patient psychiatric facility absconded and, repeating a pattern of
experiencing intercourse as violent, became pregnant when raped by a very drunk, violent
man. She had been sexually abused as a child and been a reluctant caretaker for her family.
She was very fearful that her son would become like his father and sometimes felt that he
was punishing her for the ‘terrible things’ that she had done. There was no contact with
his father and she felt that caregiving had been imposed on her again. There were
considerable negative attributions towards him, for example as a 1-week-old she
described him as difficult and demanding. Her affect was incongruous, either depressed
and mumbling, or giggling and manic. The mirroring he received contributed to a
disorganized attachment by the time he was 1 year old: his mother, who found it hard
to be empathic, increased his distress by laughing at him, so that he bit and hit out which
increased her giggling.

26.4 Introduction

Despite acknowledgment for centuries about the frequency of rape, there is a paucity of
data about parenting an infant conceived in rape. This important topic has been
described by an experienced pediatrician as ‘an unspoken subject’. A literature search
in Pub Med, Ovid and the general infant mental health literature did not reveal many
relevant references. Yet it is, for example, estimated that in recent conflict in Rwanda up
to 10 000 infants were conceived in genocidal rape and in communities which are not at
war, there are many thousands of undisclosed rape-related pregnancies a year. I surveyed
over 80 professionals in the maternity services, the mental health services and the
community,1 and the help of all those who contributed directly or indirectly is gratefully
acknowledged.2 This chapter is written to outline some of the issues that caregivers face
and in particular some maternal representations of the infant and the infant’s attachment
patterns and father representations.

While many victims of rape do not disclose the rape out of a sense of shame or fear of
repercussions, many terminate the pregnancy before 20 weeks. A number arrange perma-
nent care if they feel that the infant is innocent. Of those who keep the infant, a number are
able to separate the nature of the conception from the child, while others are unable to be
other than rejecting. While a particularly complex case may stand out in a clinician’s
memory, it is often not known how the mother parented her infant. Resources such as
websites aim to publicize the effects of rape and help women access help for pregnancy but

1 In Australia, Argentina, Germany, Japan, Pakistan, UK and USA and including academics, counsellors, hospital chaplains,

midwives and nurses, pediatricians, physicians, protective workers, psychoanalysts, psychotherapists, psychiatrists, psychologists,

social workers, speech therapists and teachers.
2 In particular Campbell Paul, Amanda Jones, Judy Coram and Lisa Bolger.
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until recently contained little about parenting infants conceived in rape. Three published
case reports describe work with a mother who was conceived in rape who herself conceived
a child in marital rape [2], and the psychotherapy of a 15-month-old infant and a
17-month-old infant of refugee mothers [3, 4].

26.5 Context

Different contexts of rape are considered as, along with psychosocial conditions and
cultural background; these are likely to determine how well a mother comes to terms
with the rape. The range of possible contexts makes it difficult to cover all the likely
consequences. The severity of the effects will depend on the woman’s experience, her
internal and external supports and subsequent life events. What little is known currently
applies more to clinical populations; much less is known about mothers who make a more
successful adaptation to their infant’s existence. The following subdivisions indicate the
range of contexts rather than constituting a classification. In complex cases there can be a
considerable number of compounding factors for women who already suffer a number of
disabilities. Clinical and research evidence suggests a probable link between child sexual
abuse and a woman being re-victimized in rape.

Within the family

Intimate partner violence

Intimate partner violence is universal but little is known about it [5]. It may be regarded as
part of some subcultures. If the mother does not want an infant but feels that she had to
conceive one for a partner, she could feel raped. Adolescent girls may continue a pregnancy
under duress from the father or their family; health professionals tend to support adoles-
cent girls who are experiencing non-voluntary sex, rather than rigorously enforcing stat-
utory rape law.

Incest

Some professionals advocate replacing the term ‘incest’ with ‘rape’ because use of power in
family relationships is abusive. Some young mothers may want the pregnancy to continue
so that the rape is revealed. In other cases where incest is suspected and the infants are
globally developmentally delayed, the women often conceal paternity, provide ‘names’ of
putative fathers and rarely consent to DNA tests.

In the community

‘Date rape’

The incidence of non-voluntary sexual experiences in adolescence which lead to pregnancy
is greater than previously thought. Women who become pregnant through ‘date rape’ may
not know who the father is, if they have been drugged.
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Rape of sex workers by client or employer

While sex workers have a low rate of continued pregnancy, underage girls are particularly
vulnerable to rape during prostitution or enslavement.

Rape while homeless

Homeless women are raped more than housed women and mothers who taking care of
young children represent two of the most rapidly growing subgroups of this population [6].

Rape during impaired consciousness

The influence of drugs or alcohol and the experience of serious mental illness are likely to
affect a woman’s capacity to protect herself (including during in-patient psychiatric
admissions). Substance-using women often experience a considerable degree of violence
throughout their lives and some counselors suggest that the women expect to have forced
sex; they often say that the infant is ‘unplanned’.

Rape in a cult

Little is known, although exploitation of the transference seems implicated.

Breakdown of civil order

This includes rape during war or imprisonment with (gang) rape, and rape as ethnic
cleansing or torture [7]. Sexual violence against women and girls has been described as
the ‘war within the war’ with them as the invisible victims. Rapes by official personnel such
as the UN peacekeepers have been documented including in post-disaster contexts such as a
tsunami.

In exile, refugee camps or during resettlement

About 80% of refugee women are estimated by the United Nation’s High Commissioner for
Refugees to have been raped; children as young as 10 are bearing infants [8]. The women
often face isolation, feelings of loss and survivor guilt in addition to the trauma of rape.

26.6 Outcomes of pregnancy

Termination

Many women, particularly when they have been raped as a weapon of war, feel unable to
care for the infants and try to abort or abandon them, often refusing to look at them.
Some clinicians report a high level of abortion in cultures with considerable violence
towards women (although if the pregnancy is not terminated, the mother may be relatively
accepting of the infant).
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Continuation of the pregnancy

Clinicians working with women who present to support services for sexually assaulted
women find that their first thoughts are about the infant, whether positive or negative.
Often women do not feel that anything good can come from their body, which is felt to be
bad. Some women may, despite facing several difficulties such as supporting substance use
by sex work, decide to do what is best for the infant and arrange good antenatal care,
including meeting the foster parents. If they keep the infant, they have often found that the
infant can become a driving force for a better life.

26.7 Perinatal period

Clinical experience suggests that birth can be difficult, re-traumatizing women, triggering
flashbacks and dissociation. The mothers may push the infants away and find it difficult to
bond. They may find aspects of breastfeeding difficult especially if suckling reminds them of
the rape or if they feel they cannot control those watching them feed. Other women feel
breastfeeding helps them view their body more positively and to bond with their infant.

Some mothers feel uncomfortable or distressed touching their infant, particularly
during bathing and nappy changes. Some may find that caring for an infant of one gender
is more difficult than the other: when a son gets an erection they cannot look at or touch
his penis and are unsure how to diaper him; others find cleaning their daughter’s
genitals stressful. The difficulties with loving touch may continue so that kissing and
demonstrativeness are affected.

26.8 Maternal representation of the infant

Most of the psychological, social and cultural effects of rape have repercussions for the
mother-infant dyad including fear and anger and perhaps particularly shame, which
contributes to the subject being covered up to protect mother and child. Guilt and self-
blame felt may lead them to feel that they should acquiesce with the pregnancy. Their
fantasies and difficulties during pregnancy and birth are likely to have a highly significant
effect on their identifications with their infants. They have to care for an infant while
recovering from the trauma of being assaulted. They are likely to be suffering post-
traumatic stress, and without help this may become chronic. They report a continuum of
oscillating states from rejecting to accepting the infant.

When infants are conceived in rape many mothers wish that they or their infants would
die. Looking at the infant can be very painful, reminding the mother of the perpetrator and
of herself as victim [2, 4]. She may have very negative projections about her infant, who can
be seen as punishing and evil. The mother may defend against shame by responding to her
infant with anger, rejecting the infant and trying to pass on the pain. She may have difficulty
resolving her responses. She may be very depressed and traumatized. She may want to hurt
and humiliate her infant the way that she felt treated, and cannot bear to hear his or her
crying out of fear and have to respond to this, let alone the ordinary baby needs which may
feel like the demands of an adult man. Fear and feelings of lack of control in pregnancy,
birth and early parenting may connect in the mother’s mind to an earlier experience of
rape, even if the infant is not conceived in rape.
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If mothers do not disclose around the birth they are likely to close up about the subject,
unless they overtly reject the child. They may only later define the experience as rape. If they
can talk about it, their self-blame and sense of violation can lessen, increasing the possibility
of re-finding internal and external loving figures. If there is a perception within the culture
the woman lives in that rape is not so violent an act or she feels that she contributed to it,
this may lessen her ambivalence. If she is in a relatively satisfactory relationship, she may be
able to compartmentalize the rape.

Mothers with a religious faith and family support are more likely to accept the infant.
Some mothers feel that they do not want to victimize their innocent child. They feel that to
not terminate is a way to heal the inner infant and make a new start. Some feel that if they
can get through the pregnancy they will have conquered the rape and reclaimed lost self-
esteem and that giving birth is a generous and courageous act. While many women
steadfastly maintain that to sever emotional ties they do not wish to see the newborn
infant, some find that they are won over immediately. Some feel convinced they made the
right decision, that it was love at sight and surprisingly easy to love the infant. Others feel
that the infant brought peace and healing to their lives. One substance-using mother who
made good foster care arrangements wanted to hold her daughter once at birth and, when
she saw her, cancelled the fostering arrangements. A Bosnian single mother, who had been
raped by soldiers, said that her son was her whole life and that he would be a good man.
A mother has to work through seeing the infant as the damaged part of herself to being able
to feel that she is the infant’s mother, that she has chosen to love and protect her infant who
is a new person rather than a representative of hate, a raping penis.

26.9 Maternal attachment

If the infant is experienced as an alien object invading her body there may be a transge-
nerational transmission of trauma. The following are important factors: the mother’s
mental state at the time of the rape (whether endured for survival for herself or her
children and the intactness of her mind under the effect of pain, terror or disintegration),
what she felt was in the perpetrator’s mind and whether she felt the rape was denied or
condoned e.g. in a breakdown of civil order. A boy’s approach to his mother may act as a
trauma trigger so that she may startle or freeze. Girls may also trigger such responses if the
mother is obsessed by the need to protect her child’s vulnerability. Harmless acts that
resonate with the trauma, e.g. a mother’s tears, may dysregulate feelings and activate
insecure or disorganized attachment behaviors [4, 9, 11]. A denial of the impact of the
rape can lead to mothers avoiding intimacy in the relationship with their infant; they
encourage early independence. Some mothers transmit difficulties with self-esteem,
assertion and joyful sexuality. The effects of the mother’s difficulties are discussed further
under ‘26.11 Infant attachment’.

Cultural differences are important: when having children is highly valued, many
mothers seem to do well and to be able to put aside the nature of the infant’s conception.
Some are more idealizing of the infant and try psychically to obliterate the nature of the
conception and compensate with the quality of their mothering. Some women parent very
well, e.g. becoming clean of drugs and finding housing, supported by relatives and other
services. Many mothers are resilient, becoming protective on behalf of their infants. One
mother who had horrific experiences (she saw her husband murdered, endured gang rapes
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during months of imprisonment while pregnant and infected with HIV), was nevertheless
able to overcome this. Some resilient infants also help ease their mothers’ pain and
suffering, and are able to re-connect quickly if their mother becomes sensitively available.

Mothers may be concerned for the safety of their infant, particularly in times of armed
conflict. They often prefer to have a girl who will resemble them more than the rapist; more
girls are kept than boys. Conception in intimate partner rape is usually hidden for the sake
of the children whom the mother tries to protect by staying with their father.

26.10 Infant attachment

If as a result of the rape mothers have a fear of attachment and feel rejecting of the infant, a
wide range of psychological difficulties are likely [10]. If the pain, shame and the fear arising
from the violence and the powerlessness remain unresolved for the mother, this is likely to
predispose the infant to having a disorganized attachment style with its expectation of
catastrophe [11]. This attachment style would be over-represented in comparison with the
norm. If infants conceived in rape arouse fear in their mothers, they grow up unable to
understand this, and lack a representation of a mother to turn to for help. They may then
lose awareness of wanting a response from her and feel that they have to protect themselves.
To achieve coherence infants may develop irrational fears or become aggressive, projecting
their own fear while trying to make sense of their mother’s fear of them. They use freezing
or hypervigilance to cope with feeling frightened and unwanted. If they have identified with
their mothers’ projections of them as violent, violence may be a way of getting their mother
to experience their feelings of terror and rage when they feel abandoned.

26.11 Representations of the father and disclosure to
the infant

The possibility of someone filling the father role is important. The myth of Narcissus,
conceived in rape, who drowns while gazing at his reflection, points to the difficulty of a boy
growing up in a mother–son dyadic relationship who, without a father, is vulnerable to a
lack of separation between mother and child [1]. Children try to construct a representation
of the father, to complete the representation of their own self. How a mother tells her child
about their conception depends on whether she has been able to maintain an internal good
father representation alongside the biological father representation. Mothers whose infants
present with difficulties and who say that the father is not around face the clinician with
whether or not to explore this with the mother.

Mothers often fear that giving their infants information about their father will damage
them. Often the conception is not discussed so as not to ‘hurt’ the child, although they may be
concerned about whether it would be worse if the secret were revealed. While telling the child
may never arise when the infant is born of intimate partner violence, in other situations it
may be of major concern for those involved. Questions about when and how to tell a child
feature prominently on websites about parenting infants conceived in rape. Some mothers
plan to tell the infant using a ‘short truth’, e.g. ‘Your biological father and I were together (for
a short time) and it didn’t work out.’ Others describe a ‘soft truth’, e.g. a mother told her son
that his father and she were friends but he wanted her more than she wanted him and he
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thought they should make a baby; further details were added later as appropriate. Others
suggest telling the infant that their father made a mistake and hurt the mother (emotionally),
while stressing to the infant that they are the most important part of their life.

A number of women from African countries report acceptance of the infant who was
conceived of rape, such as a Rwandan mother who said that she would tell her son about
his conception and add that God is not angry with either of them, that it happened
because of war, and that God loves them [12]. In therapeutic groups for mothers and
infants who have experienced family violence, the mothers seek help about explaining
this to the infant while often wishing to deny that questions will arise in the child’s mind
before adolescence.

In online debates, parents discuss whether to provide their child with the name and
location of the father and allow telephone communication. One mother, who was very
loving towards her son, initially tried to get the father involved because she did not want her
son to resent her for not knowing him. She did not plan to tell him the details of his
conception as she did not want him to think that he was unwanted, but would support him
if he wanted to find his father when he was older. Some adoptive parents who wish for or
have an open adoption are aware that biological and adoptive mothers need to agree on
what they say to the infant. If the rape was carried out with extreme severity, some adoptive
parents are determined to protect the adoptees from knowing the father or his family, to the
extent of changing the child’s name, and dread being asked about him.

The older infant with an absent father has fantasies and questions about him. The infant
son of an adolescent asylum-seeking mother was at birth given the surname meaning ‘God’s
child’. His mother could only care for him if she imagined she had conceived him with God,
as his father was a brutal military guard and she needed this defense for a long time. But
after his second year, he began to ask where his father was (Jones, personal communication,
21 June 2009). Mothers have to balance the information the infants ask for about their
father’s whereabouts and what they can cope with [12]. Is it enough to say he is ‘far away’? If
infants are told that the father who does not live with them was bad, they might worry that if
they are ‘bad’ they could also be removed. When a mother cannot allow a space for the
infant’s questions about the father, curiosity may be inhibited. Some mothers, however,
encourage the child’s reflective function by saying they do not understand why he did what
he did. When 2½-year-old Sara’s mother said that her daughter’s aggression reminded her
of her father’s violence, Sara stopped playing and said to her mother, ‘No, no mama, no
dadda, (pointing towards herself) Sara’ [3].

26.12 Adoptive and foster parenting

Little is known about the situation for an infant in permanent care or adopted.
Children construct representations about their biological parents while there is con-
siderable variation about the information adoptive parents are given about whether the
infant was conceived in rape or incest, and how open the adoption is (see previous
section). A Bosnian woman conveyed her claiming of her adoptive son. She was
terminally ill and in great conflict about whether to tell him that his Muslim mother
had been raped by a Serbian soldier, and had abandoned him. His adoptive mother did
not think he should try to find his biological mother as he was loved by the adoptive
parents, his mother especially. Adoptive parents may give a sanitized story to their
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adopted children but some have not liked discovering the distortion. Adoptees some-
times trace their biological mother, occasionally to thank her for her courage in
continuing the pregnancy.

26.13 Siblings

There is a potential for splitting of maternal ambivalence towards siblings depending on
their conception. One mother responded very differently to her two children, her first
having been conceived in rape in a refugee camp. When she was settled in another country,
she re-partnered, had another infant and rejected the older child who became emotionally
disturbed.

26.14 Being parented in ongoing difficulty

If mother and infant continue to live in a situation of ongoing violence, this increases the
likelihood of the infant being aggressive. For mothers to feel attached and attuned to their
infants is very difficult if they are in a situation where they are being tortured while they are
pregnant and lactating. In situations of armed conflict when women are raped by members
of the opposing side, mothers may be rejected with their children labeled as children of the
attackers. Mothers may protect the fact of the children’s conception from everyone
including husbands out of fear of the children being regarded as ‘filth’ or ‘children of
hate’ [10].

Cases in the child protection system of infants conceived in rape are heavily weighted
with violence, drug and alcohol use and transience; the rape is usually by a ‘stepfather’
rather than the father. Sometimes the mother continues to be raped in the home in the
presence of an older toddler; one mother was threatened with a gun and raped by the father
of the toddler who witnessed the rape.

26.15 Support and therapeutic intervention for the family

Reports in the literature of cases treated by individual or group psychotherapy are infre-
quent. Clinicians report that patients either leave therapy early or that aspects other than
the rape were more challenging. While a crucial role for health professionals is to help lessen
the powerful projections onto the infant, women may present with infants with a range of
common infant mental health pediatric problems and be unable to divulge their rape.

The following infant mental health intervention shows how enduring the effects of rape
can be despite the mother appearing to have accepted it. Elle, a 20-year-old mother in a
refugee camp, had a very ambivalent relationship with her second child, 1½-year-old Dee,
who was failing to thrive. She had been in the hospital nutrition ward for six weeks for a
ruptured bowel and food refusal. She lay quietly on the bed emaciated, miserable and
completely disinterested, with her arm covering her face. When the clinician talked gently
to her about how fed up and sad she looked, Dee held her gaze expressionless. Elle brightly
related that Dee had been a happy infant who had breastfed fed well and only refused food
when recently weaned and, still brightly, told a story of loss and trauma. As a 14-year-old
Elle had been forcibly held down by the friends of a 35-year-old man who raped her and she
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became pregnant with her first child, now 6 years old, but he abandoned them when she
became pregnant with Dee. The clinician reflected that she might be feeling very angry.

At the next visit Elle and Dee’s mood had changed. Elle was sadder, admitting that she
thought Dee would die. Dee was more irritable as Elle struggled to console her, handling
her roughly on the bed; only when placed on her back did she quieten. When the clinician
produced a small soft toy dog Dee screamed and attacked it. The clinician attuned to her
anger by smacking the dog, saying ‘naughty dog’. Dee made a rapid recovery and was
discharged. Once Elle had been able to talk about the rape, and both expressed anger, Dee
improved immediately. (Elle’s only strategy had been to lay Dee on her back in a
sacrificial way; once she lay resignedly with Dee on top of her for over an hour,
reminiscent of Dolto’s conceptualization of infants born of violence while their mothers
lay down as if dead [15].)

26.16 The infant’s view of their life

There are occasional autobiographies or survivor accounts on the Internet. Some wonder
whether they have inherited evil genes, and will develop psychological problems. A series
of interviews with children conceived in rape in a war situation revealed that the mother–
child relationships were traumatic as they reminded the mothers of the perpetrator [14].
Some children who have been hated by their caregivers have found it helpful to know the
reason, rather than it remain a secret. A 17-month-old boy, whose mother had been
coerced by her partner into conceiving him, was chained to a tractor and beaten after he
urinated. He was treated with extreme cruelty by biological and foster parents. On
learning this as a 16-year-old from a clinician, he thanked her, volunteering that it was
better to know what had happened. Such resilient children seem to develop a capacity to
be reflective.

26.17 Conclusions

The chapter, with four illustrative case vignettes, has outlined some issues that caregivers
face as well as likely infant attachment patterns, father representation and development of a
positive self-representation. Mothers who keep the infant experience a continuum of states
of mind from acceptance to rejection. In terms of implications for practice and policy it is
important for support services for women who have been raped, and for hospital staff,
police and mental health services to be linked to make it easier for women and their infants
to feel safe enough to receive effective intervention. More therapeutic services are needed
and further systematic studies are indicated.
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27.1 Introduction

Discovering that your newborn baby is not the hoped-for healthy baby, but has significant
physical or mental impairments, is a significant source of physical, emotional and spiritual
distress for parents as well as siblings and the child’s wider family. Parents face the painful
process of understanding and adapting to the diagnosis and its implications for their future.
Becoming a ‘good enough’ parent may require significant changes of life routine and role to
provide the care the child requires. Ensuring good mental and physical health of such a
child’s parents is important, and providing parents with support, information and psy-
chological or psychotherapeutic interventions, when needed, will enable them to care more
effectively for their growing disabled child and the whole family.

Some of the problems and challenges faced by parents will be similar regardless of the
cause of the child’s impairment. This chapter will explore the various ways in which
stressors affect parental mental health.

27.2 Parental expectations

Reconciling expectations of having a normal child with the reality of giving birth to a baby
with a disability is an ongoing process, throughout which may not be easy for the couple
to agree about. Often, something akin to a bereavement reaction will accompany the birth
or diagnosis of an infant with a disability as parents grieve the loss of the ‘dreamed of’
child and perhaps of their personal freedom. This sense of loss may remain over time and
become more tangible at particular moments, for example, when the child fails to reach
expected milestones or engage with the usual rites of passage.
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Diagnosis is often the point at which parents begin the process of adaptation to their
child’s disability and is also the point at which access to services and support networks
relevant to the child’s condition may begin. Early access to support services can have a
beneficial effect on parental well-being as they identify goals towards which they can work
in partnership with relevant professionals.

27.3 Antenatal diagnosis

In the UK, routine antenatal investigations can identify women carrying a baby at increased
risk of having a disability. For example, screening for Down’s syndrome, usually using the
triple or combined test, is now routinely offered to expectant mothers. Women with a
‘screen positive’ result (a chance of having a baby with Down’s of more than 1 in 250) are
offered a definitive test to confirm or refute the diagnosis, usually fetal karyotyping using
amniocentesis or chorionic villus sampling [1].

A diagnosis of significant abnormalities will then present parents with an important
decision, as they must quickly decide whether to continue with or terminate the pregnancy.
Some studies have shown that the information given to parents about their child’s disability
is often presented in a negative manner assuming that parents will wish to terminate the
pregnancy [2]. Staff attitudes towards disability in the context of antenatal screening have
important implications for the decisions parents make.

Choosing to have a termination for fetal abnormalities can be a complex and painful
decision. For many couples it can be the right decision to take for their own personal
reasons. Some couples are able to come to terms with this and move on with their lives
despite their sadness about this longed-for child. Others are traumatized by the experience,
which may affect further parenting. These parents can benefit from specialist psychother-
apeutic treatment to help process their experience of loss.

27.4 Case vignette 1

An Australian couple decided to terminate their first pregnancy at a very late stage due to
the sudden discovery of severe abnormalities in their unborn baby. They had to make this
decision within days. A year later they presented to a specialist perinatal psychotherapy
service, as the woman was still in an extremely distressed and depressed state. It seemed as if
the loss had occurred the day before, so acute was her grief. The couple’s relationship was
strained and she was unable to work. It emerged that she felt she had killed her unborn
baby. This unresolved grief was having profound implications in preventing the couple
think about having another child The woman undertook psychotherapeutic treatment to
help address her grieving, traumatized state.

27.5 Case vignette 2

A South American couple decided not to terminate their first pregnancy even though the
unborn baby had a severe neurological condition and chances of survival were poor. They
had a few weeks to prepare for her birth. The baby girl died two days after birth but the
couple felt grateful to have become her parents even for this brief period. After burying their
daughter they were able to begin processing their grief with psychotherapeutic treatment,
hopeful that they would be able to go on to have more children in the future.
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As shown in the above examples, for those parents who choose to continue with an
affected pregnancy, knowledge of the child’s disability before he or she is born can affect
their reactions to the diagnosis in different ways. For some, it allows time to prepare for and
come to terms with the prospect of having a disabled child, making it easier to cope once the
child is born. For others, receiving unwelcome news during pregnancy and facing a difficult
decision about whether to proceed with the pregnancy, which may not have been easy for
the couple to agree about, can result in disruption of bonding during pregnancy between
mother and unborn baby and/or significant maternal anxiety. Chronic anxiety in preg-
nancy is known to have adverse consequences for a baby’s healthy development. The high
cortisol level in the mother is believed to affect the development of the physiological stress
response in the child. It has been associated with disturbed antenatal attachment and
disturbed infant behavior and temperament, as well as behavioral and emotional problems
in children [3].

27.6 Postnatal diagnosis

If pregnancy has gone well with no problems picked up on routine screening or scans, the
birth of an infant with severe disabilities is a devastating shock. The new parents are faced
with sudden grief, disbelief and overwhelming disappointment at the loss of their dreamed-
of child. They may also be dealing with confusion and anger about whether there has been
hospital negligence in not identifying the problems earlier.

27.7 Case vignette 3

One new mother from North Africa had an emergency Caesarean for maternal health
reasons, only to discover that her baby had severe abnormalities. On the first day she sat in
the middle of her bed, stock-still, unable to move physically or emotionally in the midst of
her pain and shock. The next moment she would be weeping with upset and anger, not
understanding how this could have happened without warning. Helping her cope with this
experience, and to grieve for the baby she had hoped for, enabled her to begin to love and
accept her baby. In order to establish bonding and breastfeeding, these first few days are
important for the mother–infant relationship.

How the news of the impairment is broken to parents will be influential. Sensitive and
constructive disclosure may help parents to adjust to the reality of the ways in which this
baby will be different from most other babies. Ensuring parents are well informed from the
time of diagnosis seems to enhance long-term coping mechanisms. Research suggests that
maternal satisfaction at method of disclosure significantly affects maternal adaptation [4].

Several examples are given by Hollins [5] of parents’ recollections of how the news of
their baby’s condition was given to them.

27.8 Case vignette 4

One mother recalled how the midwife and the doctor had seemed reluctant to give them any
information except the bare minimum. She thought they knew that her daughter had some-
thing seriously wrong with her, and indeed there were signs that all was not well in her
appearance. As time went by she experienced a similar reluctance from other professionals. But
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she says that she and her husband really needed a guide whom they could trust to be open and
honest so that they could get on with their parenting role, knowing the worst from the
beginning rather than having to face repeated disclosures. Looking back she realized that it was
possible that the staff could not have known the extent of her multiple impairments. However
she felt that it had been down to her and her husband to know what questions to ask. Why
hadn’t they helped them to find out rather than leaving them to make sense of it on their own?

27.9 Diagnostic uncertainty

The importance of diagnosis to mental health outcomes goes beyond when and how it is
delivered. Diagnostic uncertainty can be a major psychological stressor that contributes to
the long-term emotional burden of having a child with a disability. Mothers of children
with an intellectual disability of unknown origin show psycho-emotional disadvantages
compared to mothers of children with Down’s syndrome, where the diagnosis is usually
obvious [6]. In fact, a definite diagnosis of Down’s syndrome has been associated with
emotional outcomes similar to those of parents with non-disabled children. This may relate
to the nature of the diagnosis. Down’s syndrome carries a good prognosis, standards of care
are well established, many support groups exist and it is well known to members of the
general public – all factors that may increase acceptance of the disability both by parents and
by the wider community. However, the good outcome seen in parents of children with
Down’s syndrome may also reflect the psychological benefit of a definite diagnosis.

27.10 Parental responses

How parents respond to their child’s disability will be affected by previous experience, personal
psychological factors and social circumstances. One influence will be their prior experience or
knowledge of disability. They may have had no experience of disability at all. Some will have had a
disabled sibling or other family member while others may have had a previous child with a
disability. A positive experience of coping with disability in their family will enhance parental
ability to cope and will ease the process of adjustment. A negative experience, however, may result
in maladaptive responses, which can affect the development of a secure attachment and have
long-term implications for the relationship between parents and their child. A particular disability
may be more devastating than others depending on personal circumstances, such as deafness in a
musical family, or a severe physical disability in a family who live in inaccessible housing.

Perhaps more importantly it is a time in which parents’ own psychological states will help
determine the personal resources they bring to parenthood. The personal meaning for a
particular mother or father in giving birth to an infant with a disability will play a central role
in their parenting ability. This means that some parents will struggle to adjust to what others
may see as quite minor challenges and others will appear to cope with unthinkable adversity.

Early help-seeking may result in better outcomes: Sloper et al. [7] found that turning to
informal sources for emotional support at the time of diagnosis was related to high satisfac-
tion at the time of the study and that the use of informal support at times of crisis also had a
protective effect. In terms of social circumstances, working parents were found to show lower
levels of negative affect and better psychological well-being, suggesting that taking a break
from caregiving and engaging in other tasks may protect parents from acute stress [8].

However what also needs to be considered is whether parents are able to make the
changes necessary to parent a child with more complex needs. This may mean working less
outside the home, and being able to provide appropriate education, treatments and

304 CH 27 PARENTING AN INFANT WITH A DISABILITY



appliances/aids. Having support from their extended family and community and from local
services will be key in making this possible.

27.11 Parent–infant relationship development

Being able to parent an infant with a disability can be affected by factors such as the severity
of the condition and feeding and communication problems [7]. An infant with severe
developmental delay due to physical and/or intellectual impairments will have more
demanding needs, for example he or she may not sleep as well as other infants. However
such problems can be exacerbated by a mother’s own difficulties.

27.12 Case vignette 5

One new mother described her infant as crying all the time and hardly sleeping. At times she
admitted hating him for not letting her feel competent as a mother. In these moments she
could find herself feeling desperate and shouting at him angrily. At just a few months old,
this baby began avoiding his mother’s gaze, which made her feel even more useless.

The resulting exhaustion and sense of failure in not being able to settle or comfort her infant
made this new mother feel useless and frustrated. His poor sleep and crying were in part
related to his condition, but her high level of anxiety and fury also seemed to be affecting his
ability to be soothed. His avoidance of her gaze suggested that he was overwhelmed by her
anger and distress and this in turn disrupted the development of a loving relationship.
What emerged in parent–infant psychotherapy was how critical this mother was of her own
successes and failures in life and how emotionally deprived her own childhood had been. This
helped her understand why she found it so hard to contain her baby’s distress and respond to
his extreme neediness. Through understanding her own emotional needs better, she became
more able to provide for his needs and he became a calmer, more communicative baby.

Parents of infants with developmental delay may also find their child difficult to ‘read’,
resulting in problems with interpreting their needs, and therefore being less able to provide
sensitive and responsive caregiving. An association has been demonstrated between infant
disability and insecure or disorganized parent–infant attachment [9].

A recent study looked at mother–infant interactions in high-risk infant siblings of children
with autism [10]. It found that these infants were less attentive to their mother, had less positive
vocalizations and were more neutral in affect. It also showed their mothers had less sensitive
responsiveness to their infants. This team are exploring what interventions may help reduce the
chances of autism developing, for example by helping parents to continue interacting positively
with their infants, even if they are not receiving the level of feedback and reinforcement they
would naturally expect. This will be pertinent to relationships with other infants with dis-
abilities, who may not be able to interact with their parents in the way their normal siblings can.
Interventions that support parents in the task of good communication with their child will
assist the child’s long-term emotional and cognitive development.

27.13 Case vignette 6

An English couple were surprised by how quiet and unresponsive their infant was when they
talked and sang to him. Eventually, profound deafness was diagnosed. The whole family
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decided to learn British Sign Language, so that their son would be able to develop his linguistic
and cognitive skills from infancy onwards and participate as much as possible in family life.

This couple were able to come to terms with the specific needs of their son, and the
commitment that they needed to make in order to improve his emotional and cognitive
development. Parents who find it too hard or painful to acknowledge the huge changes that
need to be made can be affecting their child’s future outcome and may need considerable
practical support or psychotherapeutic treatment in order to make this happen.

The extent to which parents are able to adjust to their child’s disability can also have
implications for the development of a secure attachment. Parents with unresolved feelings
towards their child’s diagnosis may display reduced sensitivity and emotional attunement
to their child, resulting in insecure parent–child attachments. Conversely, parents whose
grief or disappointment has resolved may form more secure attachments.

Parents can become over-protective of their disabled child, which restricts the abilities of the
child to make friends, gain independence and become part of the wider society. This pattern
can begin in infancy with parents being unable to let other people help care for their child,
feeling that no one else will be able to manage well enough. It is important to support parents in
allowing others to help, as this will also benefit the child as he or she grows and develops.

27.14 Depression in parents of children with a disability

An association between parenting a disabled child and maternal depression has been found in
a number of studies over the past 25 years, with risk factors for parental depression being
identified. Mothers are more likely than fathers to report depressive symptoms. The experi-
ence of being pregnant with a child with severe abnormalities can result in considerable
feelings of guilt in women, with feelings of shame and failure in not producing a healthy child.
These feelings of guilt can be even more acute in women who recognize that their child’s
disabilities are the result of their own health problems or behavior during pregnancy. For
example, women who drink excessively in pregnancy can cause fetal alcohol syndrome in
their infant, which includes both physical and intellectual impairments. Women with
anorexia nervosa are more likely to give birth to premature and underweight babies.

This higher risk of depression may also reflect the fact that mothers take on a larger
portion of the care and work that a disabled child requires. They are more likely to give up
employment and may be unable to pursue their own interests. Their psychological well-
being may be more related to their level of fulfillment as a mother, making them more
vulnerable to depression when difficulties arise. It is possible that fathers may show their
distress in ways other than depression [11], but it is also possible that we under-diagnose
new fathers with depression, expecting depression to be found only in mothers.

While the strength of the association between maternal depression and parenting a disabled
child is disputed, it nevertheless requires the attention of health professionals, as poor maternal
mental health is known to adversely affect child behavior and development. For children with
disabilities, whose development and well-being are already compromised, parenting practices
that further impair their development can place them at significant disadvantage (12, 13).

Certain characteristics of the child are also related to maternal depression. A diagnosis of
autism and significant behavioral problems are highly associated with depressive symptoms,
suggesting that challenging behavior is more difficult to cope with than physical or intellec-
tual impairments on their own [14]. High maternal stress levels, poor coping styles and poor
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physical health are also associated with depressive symptoms. Disabled children and their
families are more likely to experience poorer health associated with their socio-economic
conditions. Good family support and social cohesion are key determinants of psychological
well-being reflecting the importance of good support to maternal mental health.

27.15 Responses of family, friends and wider society

The response of family and friends to the birth of an infant with a disability can have a large
impact on parental experience and well-being. Parents may feel that friends and family fail
to understand their situation and seem uncomfortable in dealing with their disabled child.
This can result in isolation from potential sources of support and can reinforce the
difference between their situation and that of other families.

In many countries, the place of the disabled child in society has altered dramatically over
recent decades although in the past the shame associated with having a disabled child often
resulted in the institutionalization of the child. Bringing about an end to institutional care
remains a crucial goal, which is well advanced in Western countries but has not achieved
the same political imperative in many others. National strategies ensuring the availability of
community-based services for disabled children and their families are still a distant aspira-
tion in many low- and middle-income countries, despite the scandals in some Eastern
European countries in recent years. The WHO have recently launched a major program in
several low- and middle-income countries that will include attention to the needs of
disabled children and their families and is concerned with identifying disabled children,
supporting their families and developing community-based rehabilitation.

27.16 Economic and social implications

The practical effects of having a disabled child can take their toll. In many families, having a
disabled child necessitates one parent, usually the mother, leaving the workforce to look after
the child, thus limiting the family income. Also, work mobility and the ability to accept
promotions that require relocation may be lost as families feel unable to leave behind the
professional and community support networks they have fought for and developed over
time. Sometimes the child’s additional health needs require repeated hospital visits and
admissions, often in an emergency, for example, a child with severe epilepsy. Families can
therefore find themselves in a state of relative poverty. Leaving the workforce also has
implications for psychosocial well-being; it may precipitate a strong sense of loss and social
isolation which, coupled with a diminished social network, can impair parents’ ability to cope
with stress. If the child has physical impairments requiring lifting by carers, parents may
develop back problems themselves. Unless social care agencies are able to provide short
breaks to allow parents to recharge their batteries, the burden of caring can become too much.

Woodgate et al. interviewed parents of children with autism to gain insight into their
experiences and needs [15]. An overriding theme was that parents felt ‘in a world of their
own’ to the point that their role as parent of an autistic child defined their experience of life
was the essence of their experience. In response to this, parents struggled to preserve a sense
of self and to maintain some routine in their lives. A sense of isolation was felt to result from
society’s lack of understanding of their child’s disability, however parents may also isolate
themselves from social contact for fear of awkward encounters [16].
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27.17 Positive implications

Although parenting a disabled child may be experienced as stressful and can be associated
with negative mental health outcomes, there is also evidence that it can have a positive
impact on parental mental health, creating opportunities for personal and social develop-
ment that would not have otherwise arisen [17].

Parents of disabled children learn to speak out; they become the child’s advocate and
find themselves taking on new and fulfilling roles such as group leaders, teachers and
writers. Many parents are aware of becoming more compassionate, less self-focused and
of developing greater personal strength. Parents find that their marriages are strength-
ened and their friendship networks expanded, with relationships operating at a deeper
level. Parents may experience a change in their outlook on life that renders them more
resilient; for example, by trying to make the most of and appreciate each day [17].
Parental perception of the child having a positive impact in their life can moderate the
relationship between the challenge posed by the child’s behavior and parental stress.
Thus, the positive effects of parenting a disabled child in turn promote good parental
mental health [18].

27.18 Supporting parents

The twenty-first century has seen significant changes in the attitudes of governments,
health professionals and indeed of society towards disability. New aims have emerged,
the most important being to provide practical, emotional, professional and financial
support for families of children with disabilities, to reduce stigma and to include children
in communities.

To effectively cater for the needs of parents, their own perceptions of the support they
require must be sought. Beresford et al. have investigated the outcomes parents of disabled
children desire for themselves and their child [19]. As found by Woodgate et al., (ref 15)
parents described a loss of personal identity, with the role of carer dominating how they felt
about themselves and how others see them. Therefore work, interests and personal relation-
ships, which play a key role in an individual’s sense of identity, were identified by parents as
vital to their wellbeing, as was being able to sustain family life. Many parents felt that aspects
of their personal identity had been lost, with the role of carer dominating how they felt
about themselves and how others see them. Since work, interests and personal relationships
play a key role in their sense of identity, maintaining these aspects of life as well as
sustaining family life is all of importance to parental well-being.

MacDonald et al. found that in infancy, informal support was readily accessed. Family
and friends were comfortable with helping as care needs were generally in line with ‘normal’
infant care [20]. After starting school however, the child’s differences became more
obvious, and these researchers reported caregiving becoming increasingly onerous as family
and friends became less involved. Parents experienced fatigue, depression, boredom,
isolation and an inability to work outside the home. They also found it more difficult to
allocate time to their other children. This is also illustrated in the stories of six families
quoted by Hollins [5].

Parent groups and workshops can strengthen solidarity among parents, and provide a
robust source of emotional support. In the UK as soon as the diagnosis is made, parents

308 CH 27 PARENTING AN INFANT WITH A DISABILITY



must be informed of relevant voluntary organizations, which may be able to provide them
with relevant information and contacts, or be put in touch with parent support groups for
families parenting children with similar impairments. For example a pregnant woman who
is known to be carrying a baby with Down’s syndrome can be offered an introduction to the
Down’s Syndrome Association.

Parents require professional support, both practical and emotional, to enhance their
coping skills and to avoid ‘burnout’. Adequate financial support for families is vital as the
additional costs of parenting a disabled child can be considerable, particularly if a parent
gives up work to become a full-time carer. Adequate social worker or health visitor input
can offer emotional support and facilitate access to practical help and services. Respite care
in familiar surroundings, both on a planned basis and in response to acute ‘crises’, gives the
family a break as well as giving the child the opportunity to develop other relationships.

Child and adolescent mental health services (CAMHS) are an important source of help
and treatment for families with a child with a disability. This can address the experiences of
being disabled as well as secondary depression or emotional and behavioral problems.
CAMHS may be needed at different stages during infancy, childhood and adolescence, for
the child with the disability, for siblings and for parents. This may involve behavioral methods
or cognitive-behavioral treatments, family therapy or individual child psychotherapy.

27.19 Conclusion

In this chapter we have reviewed recent research about the mental health of parents
following the diagnosis of an intellectual, physical or sensory impairment in their infant
and during the early childhood years. While parents who have a disabled child will face
additional challenges, the majority will still enjoy the rewards of parenthood. The early
period following diagnosis appears to be the most challenging for parents with respect to
their own adjustment and well-being. Sensitive multidisciplinary assessment of the child’s
needs at an early stage is vital if parents are to gain and sustain access to the support they
require. They need help to anticipate their infant’s needs and how they may differ from
those of other children in the years ahead. The needs of the baby and those of the family
evolve continually over time; therefore regular reassessment is required, to ensure that
service provision remains appropriate and optimal. Parents recognize that they need to be
physically and emotionally healthy in order to properly look after their child. Many parents
describe accessing and dealing with services as stressful and distressing and have identified
having to use inadequate or inappropriate services as a source of anxiety. Clearly, it is
important that parents feel confident about the services they are using and know that
professionals are working in partnership with them.
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28
Being a parent with a disability

Adil Akram and Sheila Hollins
St George’s University of London, UK

28.1 Being a disabled parent

Being a parent is a richly varied social role that is highly valued as a cornerstone of society.
Parenting has public and private facets and can be one of the most enriching and fulfilling
experiences a person can have. Being disabled, be it from a physical or a mental cause, can
often conversely lead to social exclusion, discrimination and a negative attitude from
services. Despite this, it should be remembered that living with a long-term impairment
might also for many be an enriching and fulfilling life experience. In 2001 the World Health
Organization (WHO) disability and rehabilitation team declared that:

States must introduce comprehensive mandatory anti-discrimination laws to secure
the systematic removal of environmental and cultural barriers to disabled peoples’
meaningful participation at all levels and in all areas – economic, political and social –
of mainstream community life. [1]

To be a parent is in essence to be at the heart of community life. In this chapter, we touch on
parents with physical or intellectual impairments, or parents having a mental illness. It is
important to state at the outset that although we may speak of ‘being a disabled parent’, that
the disability itself frequently arises from the social and environmental barriers and
restrictions that people with impairments face in their communities. It follows that the
degree of someone’s disability may then differ across each country and community, to the
extent that people in some nations may not even identify themselves as being ‘disabled’,
even if they have some form of recognized impairment.
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In the USA over 8 million families include at least one parent with a long-term illness or
impairment [2]. Worldwide there are millions of parents raising children and living with a
disability. They comprise a widely heterogeneous group and their parenting needs may vary
depending on the nature of their specific impairments, the support they receive and the
societal barriers they face over time. But there is a dearth of literature on parenting with a
disability, despite the increasing numbers of these parents and the development of suppor-
tive networks online to allow disabled parents to share their experiences. The majority of
studies that have looked at parenting and disability come from high-income nations such as
the USA, Australia, Canada and the UK. Our discussion of the literature is mainly from a
UK perspective as one model of a nation which, over the past 20 years, has been developing
social policy and awareness around disability and parenting. Useful practice points and
important issues arising from the literature in these areas is discussed and highlighted.

28.2 The UK context

In the UK there are 14.1 million parents. About 12% of these parents identified themselves
as disabled [3], or up to about 2.1 million people [4]. The largest UK study on parenting
and disability to date is by Olsen and Clarke [5]. They interviewed disabled parents from
67 families. Their impairments were categorized as physical, mental, ‘physical and mental’
and ‘physical and sensory’. Of note, their study did not include parents of African or
Caribbean ethnicity and only 10 disabled fathers took part. This highlights some of the
major gaps that still exist in the research into this area.

The authors of this important study comment on this and describe the ‘invisibility’ of
disabled parents in the literature [5]. Previously researchers have specifically excluded
parents with disabilities from potentially positive and empowering studies about education
and support of parents in the parenting role. In this way, research focus itself has served to
further isolate and marginalize disabled parents into studies that focus solely on what
‘deficits’ may exist in their parenting. They had also previously been excluded from UK
policies and initiatives to promote social inclusion, parenting and family welfare, virtually
up to the end of the twentieth century. In some cases parents may be parenting while
experiencing both physical and mental illness or other impairment. The effects of each may
also differentially impinge on parenting over time as symptoms change.

A UK taskforce on supporting disabled adults as parents heard from disabled parents
that ‘negative attitudes towards disabled parents and unequal access to support’ [6] was the
main obstacle or difficulty they faced in being able to effectively exercise their role as a
parent, rather than any inability arising from a physical impairment, intellectual disability
or mental illness.

28.3 Parents with physical disability

The Olsen and Clarke [5] study highlights the ‘pathologising’ perspective from which
physical disability and parenting is viewed in the literature. The essence of parenting is
the relationship between parent and child. Yet studies have tended to focus on searching for
deficiencies or inadequacy of parenting and looking for direct causal associations, often
negating other important social factors such as home environment and social support.

The term ‘physical disability’ includes a wide range of diverse physical health problems
and their subsequent impairments, such as cancer, rheumatoid arthritis, multiple sclerosis,
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cerebral palsy, spinal cord injury, musculoskeletal injury or neuromuscular diseases like
motor neurone disease. Parents may have sensory impairments such as blindness or deaf-
ness. Parents with physical impairments may then experience disability and exclusion
through a lack of assistance with practical tasks, poor access to facilities for family social
activities or even their child’s school, poor transportation and poverty [7]. The poverty trap
faced by parents with physical impairments is especially harsh due to the fact they are more
likely to need financial welfare benefits compared to other parents, having additional costs
to overcome their disabling environment, e.g. for home adaptations, adequate transport
and social family activities [7].

Parenting assessments by statutory services often get reduced or operationalized into a
series of tasks which may translate into easy-to-measure research outcomes or ‘tick box’
checklists for professionals to assess. This reductionist ‘task-based parenting’ approach
serves to further exclude and undermine disabled parents, who may be unable to meet some
of these mainly practical criteria without support or adaptations. Being a parent encom-
passes much more than task-based activity, including providing emotional support,
guidance and love – arguably among the most important aspects – and also the most
difficult to assess, measure and research.

A UK taskforce identified major obstacles to supporting disabled adults as parents [6],
which are summarized in Box 28.1. These barriers result in poor and inadequate service
provision and increase the risk of family breakdown and of disabled parents losing children
into care [6].

Box 28.1 The barriers to supporting disabled adults as parents in the UK [6]

• A lack of consultation or involvement of disabled parents in developing policies to
support their role as parents

• Disabling attitudes such as: ‘impairment . . . in itself, and inevitably, leads to child
deprivation, potential harm or abuse’ or ‘disabled parents are considered in need of
‘‘care’’ rather than in need of assistance’ [6]

• Poor access to information to help support a disabled parent in the parenting role

• Poor quality information that does not address their concerns and fears

• Health-care and social workers lacking in knowledge, expertise or confidence in
supporting disabled parents in their parenting role

• Confusion about disabled peoples’ rights to community care

• Labeling disabled parents’ children as ‘in need’ to get assistance

• Differential national access in the UK to direct payments for supporting disabled
parents

• A lack of promoting and enhancing parenting by disabled adults, instead viewing
assessments through the prism of ‘incapacity’

• A lack of joint working between children’s and adults’ services.
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28.4 Parents with intellectual disability

Parents with intellectual disability tend to face more social barriers and discriminatory
attitudes than other groups of disabled parents. The number of parents with intellectual
disability in the UK is unknown, which makes service provision and resource planning
difficult [3, 8]. Of the limited research that has been done, it is clear that many parents with
intellectual disability are rendered further disabled by poverty, reliance on services that
presume parental incompetence, and professionals that do not have adequate training in
supporting their needs in the family unit [3, 5, 8, 9].

There is particular difficulty around accessing support for parents identified as having
‘mild to moderate’ intellectual disability [3]. This group of parents may not meet threshold
criteria for community support provided for adults with intellectual disability. The dual
role of social workers is also an issue due to conflicting responsibilities of supporting the
family unit with one hand and intervening if things deteriorate with the other. This may
serve to promote a fatalistic attitude of the disabled parent being unable to cope. Social
services may then only respond to crises when children have been identified as ‘at risk’ with
the emphasis shifted to a child protection ‘judgemental’ perspective. This is a missed
opportunity to provide adequate support early and ‘think family’ and ‘think parent’
[8, 9]. Most research in this area has not looked at how to support the parent in their
family role [3].

This professional perspective is disempowering to disabled parents and can result in
children being taken into care. Disabled parents with intellectual disability or mental illness
are most vulnerable to this outcome and most likely not to have had a needs assessment
from adult services, as is their right in the UK [6]. This is just one example of ‘system abuse’ –
where people’s difficulties are exacerbated by the very services designed to support and
protect them [10]. Types of system abuse have been analyzed using case studies of parents
with intellectual disability and have been described by Booth and Booth [10], but all parents
with disability have been shown to be at greater risk of experiencing these [3, 5, 6, 9, 11].
These are outlined in Box 28.2.

Box 28.2 Types of ‘system abuse’ experienced by parents with intellectual
disability [10]

• Unintended negative outcomes from services intervening

• Misadministration

• Buck-passing between professionals and agencies

• Setting unrealistic or impossible standards

• Double standards

• Exclusion from decision-making

• Poor communication

• Poor access to professionals

• Lack of continuity in services provided
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Another important UK qualitative study of parents with intellectual disability by Booth
and Booth [11] used the research methodology of exploring parents’ ‘life stories’ by
in-depth interviewing. This gave rich levels of detail as to the under-examined lives of
parents bringing up children and living with an intellectual disability. Twenty families took
part in this study and fourteen of these families had experienced one or more children
placed into care. Most of these parents had experienced the trauma of losing a child into
care, permanently [8, 11].

At first glance, the findings suggest that parents with intellectual disabilities are see-
mingly doomed to failure. However, in many cases, ‘parents were not given the opportunity
to demonstrate their capacity to look after the child’ [11]. In one case a parent was
presumed incompetent due to low intelligence. This highlights one common misassumption
prevalent among professionals – that people with intellectual disability are simply unable to
learn new skills – which is patently untrue. Compare this to the wide perception of new
parents needing time to learn the skills to look after a baby and all the statutory support that
is typically provided to ensure this happens (antenatal classes, GP check-ups, midwifery
services, health visiting). This is in addition to the extended family support and skills passed
on from grandparents and other relatives that most new parents enjoy and can access.
Parents with intellectual disability often have no sound experiences of being parented
themselves to draw on, may have a reduced or absent family network, may be excluded
from antenatal classes and thus have reduced opportunities to develop parenting skills over
time [3, 5, 8, 11].

The personal stories described by Booth and Booth [11] form a valuable resource for
highlighting the challenges and obstacles faced by this vulnerable and relatively
‘hidden’ group in society. The researchers strove to obtain and understand the experi-
ences of these parents directly, compiling data from hours of taped interviews, phone
calls, meetings, photographs and social outings. For example, to recount the story of
one subject, ‘Rosie Spencer’, required frequent contact over 18 months and over 100
hours of time getting to know her [11]. This level of intensive working and analysis is
arguably what health and social care professionals should be striving for to support
their clients with intellectual disabilities and children. This can lead to assessing
relative strengths as well as problems that parents with intellectual disability may
experience [8, 11].

What appears clear is that the majority of problems that parents with intellectual
disability encounter are in fact the same types of problems as all parents may face – social
problems with inadequate housing, poor access to transport, financial difficulties and poor
social support networks. What also is evident is the additional burden of social isolation,
discrimination, negative attitudes from services and lack of parenting skills from personal
childhood experiences [3, 5, 8, 12].

Generally the research on parents with intellectual disability has focused on
mothers, with fathers relatively ignored [3]. Studies in this area have limitations in
their methodology, for example small sample sizes, lack of control groups or explana-
tions about data collection. This may affect the validity and reliability of results. There
is a dearth of studies looking at parenting with intellectual disability across the life
cycle as the child grows up and how the parenting roles and responsibilities change
over time [3].

Key messages from the UK experience include the need for statutory services to first
and foremost recognize the parenting rights and responsibilities of parents with intellectual
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disability, to develop and deliver parenting skills training packages that are home-
based and to promote self-determination in decision-making around parental
issues [3].

28.5 Parents with mental illness

Historically people with severe and enduring mental illness (SMI) were largely institutio-
nalized and removed from society and the chance to engage in wider social roles. Efforts
were made to deny or prevent the opportunity to become parents by controlling their
fertility, including enforced sterilizations or abortions for women. Traditional neuroleptic
medications also had significant sexual side effects affecting fertility [13].

Over the past 30 years things have changed in the UK and other high-income countries
as care of people with mental illness has gradually moved out of the asylum into the
community, with new opportunities to take on meaningful social roles in work and family
arenas. Studies from Norway and the USA have also suggested that the fertility of women
with severe mental illness has increased with deinstitutionalization [13, 14]. Reproductive
rates among women with SMI such as schizophrenia were similar to healthy controls in
US studies [13]. In addition, second- and third-generation neuroleptic medications have
less effect on fertility. These factors have contributed to the increasing number of parents
who live with severe and enduring mental illness such as bipolar affective disorder and
schizophrenia.

There has been little research into the needs of women with SMI who may wish to
become, or in many cases already are, parents. Studies have tended to focus on the potential
risks of negative outcomes for the children of mothers with SMI and the deficits in the
mothers’ parenting skills [15]. Hardly any studies have been published on SMI and the
impact on fatherhood [16].

Limited data from other countries indicates that the sexual health of women with SMI is
much more at risk than for women in the general population. They appear to have higher
rates of unprotected sex, coerced sex, unwanted pregnancies, terminations, children taken
into care and sexually transmitted infections [12]. Women with SMI may also have more
lifetime sexual partners and be at greater risk of violence in pregnancy but less likely to
receive antenatal care than controls [12].

There is little data about the attitudes of mental healthcare professionals towards
supporting patients in their role as a parent. One review by Miller [13] argues that
reproductive health services should be offered in conjunction with mental health services,
as the logistics of attending separate clinics may be a barrier preventing women with SMI
from seeking advice about family planning. Locating the perinatal psychiatry services in the
same location as the obstetric and gynecology services would also allow pregnant women
with SMI access to psychiatry care in the same vicinity as where they attend for routine
antenatal checks and ultrasound scans [17]. This would also help reduce stigma and
barriers to accessing appropriate care in a timely, convenient way.

In the UK maternity services often do not make adequate provision for the complex
situation of pregnancy and severe mental illness or of pregnant women who have experi-
enced major trauma. There is variable access to perinatal psychiatry services to support
such women through pregnancy and the postnatal period, nor to support them in parent-
ing their new infant.
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28.6 A recovery perspective on disabled parents with
mental illness

The traditional research perspective in this area has focused on deficits in parenting, based
on the views of children being at risk from maltreatment, abuse and mental illness
themselves [5]. Supporting people with mental illness in their role as parents has been
largely ignored both clinically by healthcare professionals and by researchers. This is despite
the parenting role potentially having an important ‘normalizing’ therapeutic social role to
play from a ‘recovery’ perspective of well-being.

The recovery model has now been widely accepted across many high-income nations as
the favored approach to delivery of mental health services. Important central elements of a
recovery perspective include instilling hope, providing a secure base, supporting a sense of
self empowerment, social inclusion, developing personal coping strategies and a sense of
meaning [18]. This approach can also easily translate to a framework for the rights to and
services from social and healthcare services that disabled parents with mental illness should
be offered and expect. There is now increasing recognition in the UK that mental health
policies should explicitly acknowledge the needs of parents with mental illness [6].

28.7 The social model of disability

This model, described by Oliver [19], proposes that the extent of any disability that results
from an impairment is a function of environmental factors. These are external social
barriers and include things like negative attitudes, poor access, inadequate facilities and
provision of services. By definition, Oliver’s model strongly argues that disability is not
located within the person with impairment, but exists around them in society. The general
findings from studies of disabled parents certainly support this view and more studies
incorporating a social perspective of disability could elucidate the social barriers to
parenting with a long-term physical or sensory impairment or illness [5, 11].

28.8 Cultural representations of parents with
disabilities

Depictions of disabled parents in popular culture through film and television largely serve
to perpetuate entrenched societal attitudes that disabled parents are inadequate parents.
They almost without exception portray negative role models and usually show family
discord or breakdown as a result of the disability, rather than of other significant dis-
advantages that disabled parents may face, such as poverty, poor access to support, social
deprivation and having to overcome discrimination.

Despite this, films such as ‘I am Sam’ (US) [20] attempt to dramatically explore the
fictional experiences of disabled parents (in this case with intellectual disability). These
dramatic interpretations may serve to raise some wider awareness about the struggles
disabled parents face behind closed doors. However, the vast majority of films from both
high and low-income nations depicting disabled parents only reinforce the negative
stigmatizing stereotype described above of parents unable to adequately raise their children
and who ultimately always lose their children into care.
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28.9 UK policy perspectives

Over the past 20 years the UK has developed and published a range of policies for social and
health-care services meant to apply to all members of society. More recently at the outset of
the twenty-first century, policies have specifically been introduced to support and recognize
the needs of disabled people. These are outlined in Box 28.3. In general these policies and
guidelines all promote values of equality of access to statutory support for and recognition
of disabled peoples’ right to engage in parenting roles. Despite this, studies still show a
failure of systems and professionals in meeting these values [3, 5, 6, 8, 9, 11].

28.10 Solutions to support disabled adults as parents

There has been an increase in the peer support available worldwide through online forums
and organizations which are accessible through the Internet, e.g. Parents with Disabilities
Online [2], Disabled Parents Network [21]. The rise of these groups has increased the
availability of useful information by and for disabled parents, allowing a pooling together of
experiences and resources, as well as being a source of support. Positive stories of parenting
while managing a physical or intellectual disability or mental illness help to counter
negative public and professional attitudes or assumptions head-on with enlightening
snapshots of real family life. These online groups demonstrate how disabled parents are
sharing practical advice about parenting (e.g. shopping, pregnancy, wheelchair adaptations
to carry children) and overcoming barriers by sharing their expertise with others. At least in
the UK, disabled parents themselves are now, more than ever before, in a position to
challenge societal discrimination and demand their right to an equal opportunity to raise
their children and provide care with the same statutory obligations for support from
services that non-disabled parents are entitled to [5].

Development of innovative services and new professional roles can help bridge the gaps
between different professions expertise. For example, the development of a specialist

Box 28.3 UK policies to support the rights of disabled parents [3]

• The Disability Discrimination Act (1995, 2005)

• The Community Care Act (1996)

• Human Rights Act (1998)

• Department of Health (2000) Framework for the Assessment of Children in Need
and their Families

• Health and Social Care Act (2001)

• Department of Health (2003) Fair Access to Care Services

• Prime Minister’s Strategy Unit (2005) Improving the Life Chances of Disabled
People.
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mental health midwife role recognizes that women with severe mental illness can and do
choose to have babies and will require appropriate support during pregnancy and after
delivery as do other women [17].

Parents with intellectual disability can benefit from educational programs to develop
parenting and other life skills. These may be most effective if delivered in the home
environment, provided that this is stable [3]. Recognizing that adults with intellectual
disability may take longer to learn skills or concepts, but that learning is possible is vital.
Effective forms of teaching may include practical ‘hands on’ experiential learning, using
reinforcement, visual aids and repetition [3].

Case working and service provision for disabled parents can be done from different
enabling or impeding professional perspectives. In the literature on parents with intellec-
tual disability, Mount and Zwernik [10, 22] differentiate between a ‘deficiency orienta-
tion’ and a ‘capacity perspective’. A ‘deficiency orientation’ focuses on personal
limitations and deficits. A ‘capacity perspective’ focuses on personal strengths and
abilities. Booth and Booth [11] in their biographical study describe one case through
these opposing perspectives. They argue that a deficiency orientation results in an
assumption of incompetence, apportioning blame for difficulties on parents themselves
rather than external factors.

Support can come in different guises that can serve to enhance or impede independent
parenting. Tucker and Johnson [23] have defined these ‘competence-promoting’ or ‘com-
petence-inhibiting’ types of support, also discussed in the cases studied by Booth and Booth
[11, 23]. These are shown in Table 28.1

Table 28.1 Types of support for parenting [11, 23]

Competence-promoting support

• Parents feel in control

• Advocacy offered

• Involved in making decisions about what support they need

• Feeds back the usefulness of the support offered

• Acknowledges relative parenting strengths

• Attempts to build skills within the family unit

• Practical assistance with finances, benefits, appropriate furniture

• Perspective aimed at promoting self-reliance in community.

Competence-inhibiting support

• Professionals prejudge parental incompetence

• Assume outside intervention required

28.10 SOLUTIONS TO SUPPORT DISABLED ADULTS AS PARENTS 319



Environmental pressures on the parents can influence these models of support offered by
social services. In one case of parents with intellectual disability, these were identified as
including debt, discrimination, social isolation, lack of means of communication or trans-
port, deprived neighborhood, and lack of exposure to parenting or life skills due to separate
upbringing of disabled people from the mainstream [8, 11]. The difference between the
controlling and enabling aspects of support offered by the professionals directly involved
may make the vital difference between keeping or losing the child into care.

Confusion about whether support should come under adult or child services often leads
to professionals lacking confidence in offering support to disabled parents or knowing what
form effective support may take [3, 6, 7, 8, 9]. Studies have found that insufficient joint
working exists between agencies such as health, housing and education to support disabled
parents, with confusing legislation [3, 6, 8, 9]. However, it was also found that the best
solutions came from disabled parents themselves, often finding creative, simple and small-
scale ways to meet their needs. These are summarized in Box 28.4. An important message
from the studies conducted was for policy-makers to ‘think parent’ and not equate ‘disabled
parent’ with ‘child in need’ [3, 5, 8, 9, 10, 11]. This highlights the cultural shift required in
‘placing support for disabled parents within a broader strategic commitment to the princi-
ples of independent living across social care, housing, health and employment.’ [9].

Table 28.1 (Continued)

• Does not encourage development of parenting skills

• Professionals provide assistance as they judge or see fit

• Lack of acknowledgement of parenting strengths

• Isolating perspective from wider social networks.

Box 28.4 Supporting disabled adults as parents [8, 9]

• Make information accessible on an equal basis to all parents as required, e.g. school
reports in Braille or on tape

• Recognize individual needs differ, even between parents with the same impairment,
i.e. ‘one size does not fit all’

• Supporting family life in ways that help disabled parents exercise control and
choice, e.g. through individual budgets

• Giving adequate training to professionals in disability issues

• Making support more flexible, timely and responsive to the changing needs of
disabled parents as their children grow up

• Providing support that is also in keeping with the parents’ and families’ cultural
background, e.g. around language, food customs and interaction

• Setting up peer support groups to share ideas and experience, e.g. online
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Discussion with disabled parents and professionals conducted by Olsen and Tyrer [9]
led to a set of principles of good practice for supporting disabled parents, set out in
Box 28.5.

28.11 Involving disabled parents in research

In the last 20 years there has been a small but gradually increasing research interest in the
experiences of disabled parents. The studies discussed in this chapter are located within a
social model of disability and sought to examine the interface between societal barriers and
individual impairment in causing and exacerbating disability. They acknowledge that
employing both quantitative and qualitative research methods bring about the most useful
insights into the lives of parents with disability.

Qualitative biographical methodologies such as life stories and in-depth interviewing
have allowed participants to tell their stories: ‘. . . it is essential for the researcher first of all
to listen to those who know’ [11]. A biographical approach avoids the pitfalls many
researchers and professionals make of over-simplifying the family relationships being
assessed, comparing parents with intellectual disability against inappropriate standards,
ignoring parental achievements and assuming inadequate care solely results from poor
parenting [3, 5, 8, 11].

UK-based knowledge reviews and research briefings from the Social Care Institute for
Excellence (SCIE) have identified a need for more research into disability and parenting
[3, 7, 24]. There is a need for more research into the changing nature of parenting with a
disability across the lifecycle, as parents become grandparents and continue caregiving as

Box 28.5 The nine principles of good practice with disabled parents

1 Focus on rights and entitlements of disabled parents

2 Focus on how barriers to fulfillment of the parenting role can be tackled

3 Be needs led and recognize the needs of disabled parents vary greatly

4 Promote parental choice and control

5 Involve working in partnership across teams and agencies, and with parents
themselves

6 Work from a sound knowledge base of practice, policy, legislation and research

7 Involve management commitment and strategic direction

8 Underpin rather than undermine parents in fulfilling their parental role

9 Be non-discriminatory to disabled people as parents.

(Adapted from Olsen and Tyrer, 2004 [9])
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part of the wider family. The studies that have been done so far have generally been limited
by small sample sizes, lack of replication and focusing on the experiences of mainly disabled
parents from Caucasian populations living in high-income countries. There is a need for
the development of innovative services and promotion of inter-agency working to support
disabled parents. Just as pressing is the need for research into the effectiveness of these
models to combat the social constructs of disability and exclusion. There is also a startling
lack of accurate data about the numbers of disabled fathers and their experiences and
parents with intellectual disability and their needs, not just in the UK but also worldwide.

28.12 Conclusion

There are a large number of disabled parents around the world. They comprise a diverse
group of people who number in the millions, but have been largely ignored in the parenting
literature. Studies conducted in high-income countries suggest they often have difficulty
accessing services, and services have often not suitably been meeting their diverse parenting
needs. In large part however, their needs are likely to be the same as non-disabled parents in
today’s society, namely the opportunity to access support and advice about their parenting
role, suitable childcare and nursery facilities, receiving health care and social care according
to individual need. More research is urgently needed to examine the experiences of disabled
parents in middle- and low-income countries and look at developing social care and health
policies and models of service delivery in these diverse populations.

The combination of disability and additional social factors such as ethnicity (cultural
and language barriers), poverty, social exclusion, social deprivation and poor housing also
need to be further explored. The limited research that does exist has been done almost
exclusively in high-income countries. From these studies on parents with impairment of
any form, what is clear is that environmental external barriers that exist in society have a
major impact on an individual’s ability to parent, as argued by the social model of
disability. Essentially living with an impairment and being a parent need not mean being
disabled as a parent. Unfortunately, the significant additional barriers in society faced by
these parents have often resulted in doing just that. It is hoped that with increasing
awareness of the issues at stake, more research and strong advocacy by disabled parents
themselves setting the agenda using new technologies to share support and promote good
practice, that the twenty-first century will finally herald the wider social acceptance of
parenting with a disability.
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29.1 Introduction

Culture and parenthood, in the meaning shared by psychoanalysts, psychologists, psychia-
trists and pediatricians, and also philosophers, teachers, social workers and policy-makers, is
the challenge of the twenty-first century [1]. It is tempting to suggest that the most important
issue is for each individual to find their own style of parenthood, to transfer or pass on the
bond, the tenderness, the protection of self and others or – in a word – life. Oddly enough,
the English parenthood has only in recent years appeared other languages (French, Spanish or
Italian) as a neologism (such as parentalité in French). It is as if we have only recently realized
that we have in our hands something precious, and that parents all over the world possess it.
We have seen that some parents, those that are vulnerable or that find themselves in difficult
or even inhuman situations, are so preoccupied with finding strategies to survive – in all
senses of the word, mentally or materially – that they find it difficult or impossible to pass on
anything but the precariousness of their surrounding world. This is why it is important to
study migratory situations, since for the parents these situations lead to changes and in some
cases to breakdowns that make the establishment of parent–infant relationships more
complex. And indeed, today, migrations are part of modern societies, which are multiform
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and multicultural, and migration should be a focus of our clinical concerns. This is all the
more true because once this variable is taken into account, the risk is converted into creative
potential, both for the children and their families and for caregivers, as will be seen hereafter
from a French experience in infant care set up in Avicenne Hospital and Jean Verdier
Hospital in the Paris multicultural suburbs [2, 3, 4, 5, 6, 7].

29.2 The ingredients of parenthood

You are not born a parent, you become one. Parenthood is constructed from complex
ingredients. Certain of these are community ingredients, and belong to the society as a
whole; they change over time, they can be historical, legal, social and cultural. Others
are more personal and private; they may be conscious or unconscious, they belong to
each parent as separate persons and future parents, to the couple, and to the family
history of each parent. What is played out here is the part that is passed on and the part
that remains hidden, childhood traumas, and the way each individual has patched
them up.

There is also another set of factors belonging to the child, who changes those who gave him
birth into parents. Certain infants are more gifted than others, some are born into an
environment that makes things easier; others, because of the circumstances of their birth
(prematurity, neonatal distress, physical or mental handicap), have numerous obstacles to
overcome, and must develop numerous, often costly strategies to enter into a relationship
with the distressed parent. Since the work by Cramer, Lebovici, Stern and many others, we
know that the infant is an active partner in the parent–infant interaction, and thereby in the
construction of parenthood [8, 9]. The infant contributes to the emergence of the maternal
and paternal identities of the adults around him that are handling him, feeding him, and
giving him pleasure, within a process of exchange of actions and affects that are a central part
of the first moments of life [10].

There are very many ways of being a father and being a mother, as has been shown by
a large volume of work by sociologists and anthropologists (for instance [11, 12, 13, 14, 15]).
The difficulty for professionals resides in the need to leave room for these potentials to
emerge, and to refrain from any form of judgement on the ‘best way’ to be a father or a
mother. It is a difficult task, because any professional will tend to think he or she
knows better than the parents how they should behave with their child, what his needs
are and what his expectations are. Social and cultural elements contribute to the
construction of parental functioning [16, 17, 18]. Cultural elements have a preventive
function and enable anticipation of how to become a parent, if need be giving meaning
to the daily ups and downs of parent–child relations, and preventing distress from
setting in.

Early on, cultural elements mingle and become profoundly entangled with individual,
family and social elements [19, 20, 21, 22]. Pregnancy, on account of its initiatory nature,
recalls our mythical, cultural and fantasized belonging. How can we protect ourselves in
exile? How can we have fine and healthy children? In some places the pregnancy must be
concealed, in others certain fish should not be eaten, or certain tubers that soften when
cooked; in others again the husband should not eat certain sorts of meat while his wife is
pregnant, or dreams must be kept and interpreted and the demands made complied with,
because in dreams it is the child who is speaking [13]. In exile these elements belonging to
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the private sphere can find themselves in contradiction with new, outside, medical, cultural
and social manners of thinking.

Then comes the moment of childbirth. Here again there are many ways of giving birth,
receiving the child, presenting him to the world and thinking about his otherness and
sometimes his distress. There are also all sorts of ‘trivial’ things that are reactivated in
situations of crisis, reawakening representations that may have remained dormant, or that
were thought to have been outlived.

In the name of a sort of empty universality and simplistic ethics, we professionals do not
integrate these complex manners of thinking in the design of prevention and care provi-
sion, nor in our theorizing. The issues we approach rarely enter the cultural dimension of
parenthood, and above all we do not view these ways of thinking and doing things as being
of use in establishing an alliance, understanding, anticipating and providing care. We no
doubt feel that technique is unclothed, that it has no cultural impact, and that it is enough
to observe a protocol for the action to be correctly implemented.

Yet several clinical experiences [2, 7] show that once these different representations are
shared, efficiency is patent. From a theoretical viewpoint they renew our manners of
thinking, lead us to ‘de-center’ and complexify our models and to set aside our over-
hasty judgement. Apprehending this otherness is to enable these women to experience the
different stages of their pregnancies and parenthood in a non-traumatic manner, and to
become familiar with other ways of thinking and other techniques. Migration does entail
the need to change. But ignoring otherness is not only to miss the creative side of the
encounter, but also to run the risk that these women will never find their place in our
prevention and health systems, and it also restricts them to solitude of thought and living.
To engage in thought we need to build together, exchange ideas, confront perceptions with
those of other people. If this is not possible, then thought rests on itself and its own
mechanisms. Non-confrontation of this sort can also lead to rigidity and withdrawal. It is
exchanges with others that enable us to change.

Psychic transparency, cultural transparency

Besides these social and cultural dimensions, paternal and maternal function can be upset
by manifestations of individual mental functioning, or by earlier suffering that has not
found relief, appearing often in a sudden and violent manner at the time when the line of
descent is being enacted: for instance the various forms of post-partum depression, and
even psychoses, leading on to loss of meaning. The vulnerability of the mother – whoever
she is – in this period is well known and has been theorized, in particular via the concept of
‘psychic transparency’ (transparence psychique). By transparency what is meant is that, in
the perinatal period, the mental functioning of the mother is easier to read and perceive
than it usually is [23, 24]. Indeed, the alterations occurring during pregnancy are
accompanied by a more ready, more explicit expression of desires, conflicts and impulses.
In addition, childhood conflict is relived, reactivated in particular by Oedipal revival.
Later, functioning once again becomes opaque. This psychic transparency is less recog-
nized in fathers, who also experience upheavals relating to the reliving of their own
conflicts, to the re-enacting of their own status as a son, and to the shift from being a
son to being a father. The perinatal period thus enables regression and expression that are
quite specific to it.
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Exile merely potentializes this psychic transparency, which expresses itself in the two
parents in different ways in the mental and cultural spheres. In the mental sphere it is
expressed by the reliving of conflicts and the expression of emotions. It is expressed in the
cultural sphere by way of the same process but here applied to cultural representations, and
ways of doing and saying things that are specific to each culture. All these cultural elements,
which we thought belonged to the preceding generation, are reactivated, and suddenly
become valuable and alive. Thus it is appropriate to suggest the concept of cultural
transparency to apprehend and represent what the parents are experiencing. Their relation-
ship with their culture and their own parents is altered.

Early prevention of setbacks in parenthood

In this reality in which different levels interact one with another, the psychological dimen-
sion has a specific position in terms of prevention and care. Prevention, indeed, starts with
the pregnancy. It is important to provide help for mothers experiencing difficulties in
thinking of the baby to be born, in investing in it, and in welcoming it despite their solitude –
which is social and, even more so, existential. Sharing a culture makes it possible to
anticipate what will happen, to think about it, and to establish protection. The culture is
a base on which to build a place for the child to be born. The setbacks in this construction of
the parent–infant bond find cores of meaning within the experience of the social group; but
these meanings are far more difficult to apprehend in a migrant situation. In this case the
only fixed elements are the body and the individual mental make-up, since everything else
has become shifting and precarious. Women living in their communities but excluded from
their own societies, equally isolated, also find themselves alone in the task of humanizing
the child, a task common to all births. The child is a stranger that the mother must learn to
know and recognize.

In the perinatal period, adjustments are needed between mother and infant, and also
between husband and wife. Dysfunction is possible, sometimes inevitable, but it is often
short-lived if early intervention is possible. To intervene early, demands need to be
recognized in their somatic or functional ‘translations’ – these demands are often difficult
to express because individuals do not know to whom they should be addressed, or how this
should be done. It is therefore important to learn to recognize the distress and doubts of
migrant women through small things (somatic complaints, complaints concerning the
child, requests for social assistance). Most important of all, they should be allowed to say
things, in their own language if necessary, through other women in their community.

Early prevention is positioned from the start of life in prevention centers, maternity
wards, pediatric departments, infant welfare centers and GP consultations. This perinatal
prevention work is essential because the period is crucial for the child’s development; it is
also the time when the child’s place in the family is constructed.

Prevention is an important issue, but care is another. The day-to-day difficulties of
migrant or socially underprivileged families and their children are leading us to alter our
psychological care provision techniques and our theories so as to adapt them to increas-
ingly complex clinical situations [25]. This in turn leads us to alter our own frameworks so
as to adequately cater for these children and their parents, and to refer them on to
specialized consultations if necessary, within a network enabling links and to-and-fro
movements between prevention and care facilities: this complementary functioning is
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essential. The aim is to enable the parent to move from the inside to the outside that he or
she is afraid of, and to be what Michel Serres [21] called the ‘weaver’, working to seam
together two worlds set apart by a sudden catastrophe.

The tree of life

Each of us, according to Serge Lebovici, carries a trans-generational mandate: it can be said
that our ‘tree of life’ sends its roots down into the earth that has soaked up the blood from
the wounds caused by the childhood conflicts of our parents [8, 9, 26]. Yet our roots, he
says, can enable the tree of life to develop and blossom, if they are not so far buried in the
soil that they are inaccessible. Generally – and happily so – filiation, with its neurotic
conflicts, does not prevent the processes of cultural affiliation. The child’s tree of life, that is
to say the mandate he is given via trans-generational transmission, thus brings his grand-
parents’ generation into his psychic life through the childhood conflicts of his parents,
whether pre-conscious or repressed [8, 9].

More contemporary conflicts, and in particular migratory trauma for instance, can also
take their place in this tree of life, and such events of course give new meaning, in the
aftermath, to childhood conflict and traumas. This is the case for migratory traumas. When
the weight of transmission is too great and translation too direct, this becomes for the child
a ‘pathology of destiny’ [26]. This is when there are ‘ghosts in the nursery’ [27]. These are
visitors that re-emerge from the parents’ forgotten past, visitors that were ‘not invited to the
christening’. In favorable circumstances the ghosts are driven away from the nursery and
return underground. But in some unfavorable circumstances these representations of the
past in the present take over the field, settle there, and seriously affect the mother–infant
relationship. The therapeutic challenge resides here: with the mother and those around her,
starting from the child as an interactive partner, to create and co-create the conditions
needed to identify the ghosts, and rather than chasing them away to negotiate with them
and in a sense to humanize them. Once again, the task is to make something human even
out of trauma, whatever its nature; here the breakdown arising from exile.

29.3 Pregnancy and childbirth in exile

Traditionally, childbirth is an initiatory moment during which the mother-to-be is neces-
sarily supported by other women from the group: accompaniment, preparation for the
different events, interpretation of dreams and so forth [3, 28]. Migration leads to several
breaks in this supportive process that constructs meaning. First there is the loss of the
accompaniment by the group, by the family, by cultural and social support, and an inability
to give a culturally acceptable meaning to dysfunction, such as the mother’s sadness,
feelings of inability, or inharmonious mother–infant relations.

In addition, migrating women are confronted with medical methods that do not allow
for traditional protective strategies. For these women, Western medical practice can be
violent, indecent, traumatic and even ‘pornographic’ (a word used by several patients). We
became acutely aware of the scale of the violation experienced by the pregnant migrant
women from the start of our work with them. The women referred to here are migrants
from the rural areas of North Africa, sub-Saharan Africa, or Sri Lanka. For city-dwellers,
these effects are also present, but probably in less explicit manner.
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Medina’s story: every day is a lifetime

I1 received Medina, a Soniké woman from Mali, who had been referred to me for post-
partum depression, apparently accompanied by elements of delirium, but this later was
shown to be the cultural expression of a traumatic experience, following trans-cultural
evaluation. There was no delirium, only trauma, even if its expression was unusual.
Medina is a fine, tall woman with a deeply sad look in her eyes. At our first encounter
she was wearing a bright yellow boubou and a cloth of the same color covering her hair. On
her serious face there were ritual scarifications: a vertical line on the chin, two horizontal
lines on the cheek-bones, and a small vertical mark on the forehead. She spoke Soniké in a
monotonous voice. From time to time a few tears ran down her cheeks. She took no notice
and went on talking about her complete incomprehension of what had happened to her
while her son Mamadu was still in her womb. On that day she had Mamadu on her back,
he was 2 months old and her first child. The child was very small, was not feeding well, was
crying a lot and moaning painfully. She was not able to breastfeed him, he sucked the
breast very feebly, and in addition Medina was convinced she had no milk, or at any rate
that her milk was not nourishing enough for the child. Medina had been in France for
one year, where she had come to rejoin her husband in the country for the previous
eight years.

There are several moments that can take the form of genuine mental and cultural
violations for these women from rural areas. But before any analysis is made, it is important
to emphasize that what is violent is the fact that actions are performed without preparation.
These technical acts are closely linked to the Western cultural context. For those who do not
share it, these acts, by their implicit content, become veritable inductors of mental viola-
tion. The women can neither imagine nor anticipate them. The conclusion to be drawn is
not that such acts should not be performed, which would be quite unacceptable both in
terms of ethics and in terms of public health. To refrain from practising these acts would
amount to excluding the women further from our health-care system, and contribute to
socially marginalizing them. On the contrary, the task is to ensure that these acts are
efficacious and fulfill their purpose. To adapt our care and prevention strategies we need
to apprehend this otherness so that, instead of being an obstacle to interaction, it can
become the opportunity for a new encounter.

Reporting the pregnancy

Traditionally, pregnancy should be hidden as long as possible, or at least it should be
spoken of as little as possible so as not to arouse envy among sterile women, or women who
have not had a boy, women who have had too few children and women who are outsiders.
This explains the fear that Medina experienced when she went to see the social worker for
her to complete the required pregnancy certificate forms. She felt threatened and unpro-
tected. Anything could happen to her, she could even be ‘bewitched’ and lose the child she
was carrying. This fear was with her throughout her pregnancy, and even when the child
was born she was still terrified: the child was not protected, he could at any time return to
the world of the ancestors, that is to say he could die.

1 Marie Rose Moro
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The ultrasound scan

In hospital things continued along the same lines for Medina. They took ‘photos’ that showed
what she had in her womb, that showed ‘what God was still keeping hidden’ she said. For her,
the scan was almost pornographic. All the more so because the medical team had shown her
the images almost without comment, since she understood very little French. These images
without words, and without accompaniment, were all the more violent. The practitioner
performing the scan did not understand her refusing to look, talked to her, no doubt
encouraged her to look, not to worry . . . She closed her eyes to avoid seeing. He interpreted
this refusal to look at the images as a difficulty in investing herself in the child. In contrast, for
other migrant women in the habit of asking for divinatory acts during pregnancy, such as the
Mina or Awa women from Togo or Benin, the scan is sometimes associated with these
practices, in which case it is felt to be familiar. Every situation is unique.

Childbirth

Then Medina gave birth, on her own, without an interpreter, with the virtually compulsory
presence of her husband, who was brought into the labor room because things were not
going well. A Caesarean was envisaged, which the husband, terrified, refused. Finally they
waited a little, and Medina was calmed by bringing in another Soniké woman who had just
given birth in the same ward. Then, she said, the child consented to come out ‘on his own’.
We now know the importance of allowing for the physiological labor wherever possible;
that is to say so long as the lives of the mother and child are not at risk.

For Medina there was the recurrent idea that the child she had borne and that came into
the world in these conditions was not protected; he was in danger, and so was she. In this
case it was the category ‘lack of protection of mother and child’, and also its cultural
consequence, vulnerability towards an ‘attack by witchcraft’, that was the right category for
us to envisage, as was confirmed in subsequent work with Medina.

Medina did indeed begin to feel calmer following certain cultural acts that contributed
to shoring up the breach, the inadequate protection: the couple asked their families in Mali
to perform protection rites for their son Mamadu, so that the child was brought into the
generational chain and the wider family. At the same time, we explored the mother’s
sadness with her, and her lost support, by bringing to life cultural representations that
had lost their meaning because of exile and family conflict; in other words the cultural prop
was partly reconstructed in the therapeutic group. She had left Mali without her father’s
consent, and therefore her first child was unprotected. This work of co-construction of
cultural meaning was the first step, that of the construction of a framework.

In the second stage, the many losses that Medina had suffered were approached. Her
mother had died when she was born and she had been brought up by her father’s other wife.
In addition she was distressed and sad in her life of exile, separated from her sisters, one of
whom died before she could seen her again. Supported by the group [6] and the framework
offered, Medina went on to elaborate her sadness, she found meaning for everything that
had happened during her all-too-lonely pregnancy, and she constructed a secure relation-
ship with her son Mamadu. The protection of the maternal grandfather requested and
obtained by Medina then took effect.

In the preventive sphere, it can be seen from this story, and many others like it, that there
is a need to enable pregnant women to have a culturally acceptable representation of what is

29.3 PREGNANCY AND CHILDBIRTH IN EXILE 331



done to them. They can then build an individual strategy enabling them to shift from one
world to another without having to relinquish their own representations – thus constru-
cting a genuine métissage or cultural hybridization.

In intra-cultural situations, through pregnancy and childbirth a woman positions
herself in the line of mothers and grandmothers, thus finding efficient support (whether
family, medical or friendly). In a trans-cultural situation the women will no longer find the
outside support required to shore up their internal disarray, leading to a ‘potentialisation of
the mechanisms of confusion through exile’ [2].

Other attitudes observed among mothers need to be understood to be linked to the
trauma of certain exiles, and the way in which this reactivates previous conflict. There is
first of all the apparent ‘opting out’ of certain mothers: it is as if they are saying that the
abilities are with someone else, with the foreigners. They then go on to over-hasty
acculturation: everything that comes from me is bad, and everything good comes from
outside. Or, conversely, there is the development of cultural rigidity: the women tend to
return to practices that may be outlived in their original families, and there is, more
importantly, a loss of their adaptive flexibility to any culture, and more rigidity in behavior;
there are above all thoughts that are secondary to a trauma that cannot be expanded upon.

Pregnancy and childbirth in a situation of migration reactivates the loss of a framework.
When events are not accompanied by the group, their traumatic nature is enhanced. Thus it
is for childbirth, the time of a breach in the maternal shell, both mental and physical, which
is often a factor that reactivates the sufferings of exile.

Thus it can be seen that caring for migrant women and their infants is a quite specific
task: if there is a pathology of exile, the pathology cannot be positioned on the level of
content, since it is invariant and universal; however its nature can be sought in the
functioning of the ‘containers’, and the internal and external frameworks.

29.4 The infant, a cultural being

The infant develops within a cultural shell that pre-exists his birth. What is the nature of the
infant? Where is he from? These questions on his ontology have been with human beings
through time and under all latitudes. The questions seek to apprehend the otherness of the
infant by establishing him within ontological representations that are specific to each
cultural group. The infant is above all a stranger who will have to be identified [2].

These questions, and their answers, pervade the whole of family discourse. Overall, they
are an attempt to determine whether the infant is a ‘virgin’ being, or whether he has arrived
already possessing his own abilities. In North Africa it is sometimes said that the infant is an
angel until his first chuckles – so long as he has not opened his mouth, they say, he is pure,
and if he dies he will go straight to heaven. In India in some families it is sometimes said that
the infant is a trans-migrant, loaded with baggage containing tendencies and experiences
from his previous life [22]. In certain West African countries it is said that the infant is not
human; he is a stranger from another world, a visiting stranger, who may leave again
without notice if the world of humans does not please him. Thus it is the infant that decides
his own death, and this strange ability is all the more significant of his otherness. In so-
called traditional societies where infant mortality is still high, this ontological representa-
tion is an attempt to give an acceptable meaning to this unacceptable event. In other places,
it is thought that the infant will only really achieve human status when he has reached the
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age of talking and walking: after two years of life, the risk of mortality decreases markedly.
In Mongolia in certain regions it is only with the first haircut – between the ages of two and
five – that the child shifts from an intermediate being to a human being [29].

In western Europe between the two world wars popular representations saw an infant
carrying no trace of any sort, a dough or clay that was to be shaped; educational prerogative
belonged to the parents, who were supposed to shape the infant in their own image. Later
academic theory, with pedo-psychiatrists like Lebovici, Cramer or Brazelton, set out very
different representations: the infant then came to be thought to arrive in the world with a
baggage of abilities that the adults had the task of bringing out [8]. If this theory had such
success, it is because popular representation had already noted, beyond prevalent discourse,
the specific abilities of the very young infant.

The ‘enculturation’ of the infant as defined by Margaret Mead in 1928 and 1930 is
enacted through the body, care and mothering, and also through education, speech and the
implicit components of discourse [14, 15]. Enculturation is the incarnation of culture in
each one of us. Culture embeds itself in perceptions and sensations as the child develops.
In Niger, in order to be considered handsome, Peul infants should have a thin nose; among
the Touaregs, the mother will pull and pinch the child’s nose, a symbol of honor. In West
Africa, Bambara women massage their infants energetically so that later they will have ‘sure
feet in the bush’ and become brave hunters [11]. Thus each of these mothers implicitly
passes on a fundamental value belonging to the group to her child. This enculturation is
part of what Devereux has referred to as the cultural ‘envelope’ or shell, a shell that clothes
each one of us and forms a sort of second skin [30].

Enculturation of the human child becomes a more delicate matter when it occurs in a
cultural environment that is not that in which the mother and those around her have grown
up. The mother, undergoing the multiplicity of the worlds around her, is more prone to
states of confusion, and even perplexity, and this will make her function of ‘object-
presenting’ to the baby more difficult [10]. The mother will in this case transfer her own
perception of the world, a kaleidoscope perception, sometime pervaded with anxiety. Her
classic function of guarding the infant from over-excitation is compromised; she has
difficulty presenting the world ‘in small doses’ so that the child is constantly at risk from
encountering the world in a traumatic manner.

However certain interactive patterns, even if altered by migration, retain coherence and
are performed and passed on with sufficient serenity to enable good-quality mothering.
This is true for instance of massages performed on the infants. Enculturation transits via
specific interaction modes – the voice, the ways of looking and touching, kinetic stimula-
tions. These patterns are variously implemented according to the cultural group into which
the infant is born. Thus mothers in sub-Saharan Africa and Asia do not talk much to their
babies and avoid visual interaction: the voice and the eyes can be filled with evil intentions.
There are various practices aiming to counter the effects of the evil eye or the evil tongue. It
is easy to understand that in this cultural context the voice and the eyes are not the main
channels for interaction. Our ‘quite natural’ way of smiling and talking to babies is thus
often seen as threatening by mothers from other cultures.

Naming the infant is the first step in humanization. In sub-Saharan Africa, to affiliate a
child to the community and to his mother, the main task is to separate the child from the
‘other world’ from which he is supposed to have come: the superhuman and supernatural
world of the ancestors and the genies. Generally, when the infant is seven days old, the ritual
of naming the child is performed, and this will consist in identifying which ancestor
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(or which genie) is returning in the child. The infant is indeed a messenger moving from
one universe to another, and to correctly identify the ancestor is to apprehend the message
the child brings. It is when the ancestor has been correctly identified that the infant can
embark on a process of humanization. There is then a breaking-off between the superhu-
man world and the human world. This breaking off is the sine qua non condition for the
infant to be able to develop harmoniously and finally settle among humans.

In this mode of humanizing the infant, the primary separation is seen first of all as
occurring between the ancestor and the infant. This separation enables the child to settle
into the primary relationship with the maternal figure. In this logic, the infant is not at first
in a symbiotic relationship with his mother. The child does not belong to the mother. If
there is symbiosis, it is with the ‘other world’, the world of the ancestors. So long as this
symbiosis is sustained the child cannot become human, and may present serious somatic or
mental dysfunction, described by different etiological theories, such as that of the child-
ancestor or a djinna baby [7, 18]. Through the naming ritual and primary separation can be
seen a whole theory of the humanization of the infant: so long as those receiving the child
have not settled their accounts with their ancestors and forerunners, the child runs the risk
of paying dearly. Psychoanalysis confirms this, in particular in studies on trans-genera-
tional issues. The naming rituals as practised in sub-Saharan Africa are an attempt to guard
against subsequent serious disorder by forcing each member of the community to see him-
or herself as part of a chain of generations, in a trans-generational interaction that is cleared
of major conflicts that could hinder the child’s development.

29.5 Conclusions: parents in exile

The consequences to be drawn for day-to-day work with parents and future parents in a
situation of immigration are considerable [6, 16, 31, 32, 33, 34, 35]. The task, for psychol-
ogists and psychiatrists, midwives and child nurses, obstetricians and nurses, social workers
and child education specialists, is to attempt quite simply to do their job better by way of an
adaptation to these families from elsewhere [36]. This work, sometimes seen as fraught with
difficulty, once one becomes involved, proves rewarding and fascinating. To be affected and
‘transported’ by these parents and their infants is necessary to allow them to draw on their
own resources. Better understanding, better care, better provision for migrants and their
children are the challenges for early prevention and clinical care in today’s society.
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processus de socialisation précoce. Champ Psychosomatique, 15, 91–108.

19. Rabain-Jamin, J. (1989) La famille africaine, in Psychopathologie du bébé (eds S. Lebovici and
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30. Devereux, G. (1970) Essais d’ethnopsychiatrie générale. Gallimard, Paris.

31. Koniak-Griffin, D., Logsdon, M.C., Hines-Martin, V. and Turner, C.C. (2006)

Contemporary mothering in a diverse society. Journal of Obstetrical, Gynecology and

Neonatalogy Nursing, 35, 671–78.

29.6 REFERENCES 335



32. Kotchick, B.A. (2002) Putting parenting in perspective: a discussion of the contextual

factors that shape parenting practices. Journal of Child and Family Studies, 11, 255–69.

33. Bornstein, M.H. and Cote, L.R. (2004) Mothers’ parenting cognitions on cultures of origin,

acculturating cultures, and cultures of destination. Child Development, 75, 221–35.

34. Moro, M.R. and Serre, G. (2002) Désirs d’enfant. L’autre, Cliniques, Cultures et Sociétés, 3, 2.

35. Cauce, A.M. (2008) Parenting, culture, and context: reflections on excavating culture.

Applied Developmental Science, 12, 227–29.
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30
Parenting and poverty:
a complex interaction

Mark Tomlinson
Stellenbosch University, South Africa

30.1 Introduction

In 2005, 1.4 billion people in low- and middle-income (LAMI) countries were living in
extreme poverty – on less than $1.25 a day [1]. Of the 559 million children under 5 years old
in LAMI countries, 219 million can be considered to be disadvantaged (stunted or living in
absolute poverty) which equates to 39% of all under-5 children in LAMI countries [2].
Parenting is a complex and difficult task even when conditions are optimal. In the context
of poverty, parenting is likely to be compromised. Parenting and poverty are complex areas
of contestation in their own right, with divergent views of the causal role of parenting in
child outcome [3], and considerable debate about definitions of poverty and its
measurement.

In this chapter, consideration will be given to the complex interplay between parenting
and poverty and whether poverty is directly and causally related to poor infant and child
outcome or whether there is a distal effect magnifying vulnerabilities and adding to stress
that in turn affects outcome, the effect of which is mediated by other factors. This will be
done by way of an examination of concepts such as absolute and relative poverty and the
concept of upstream and downstream effects. I will outline some of the complexities of
conceptualizing the relationship between parenting and poverty using a systems model that
takes account of both individual (micro) and institutional and structural (macro) factors.
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Finally, I will focus on two areas central to the early life of infants – maternal depression and
malnutrition/non-organic failure to thrive – in order to elucidate the complex interplay
between poverty and parenting.

30.2 Poverty

In the 60 years since the end of World War II, the world beyond North America and
Western Europe has seen breathtaking improvements in health care and living conditions
[4]. There have been improvements in life expectancy, the eradication of smallpox, lower
infant mortality rates, better access to safe water, the availability of health-care services, and
improving levels of literacy in LAMI countries. This improvement is misleading however,
in that due to population growth the actual number of people living in poverty has hardly
changed. The worst ‘performer’ has been Sub-Saharan Africa where almost 50% of the
population lives in extreme poverty [5].

Absolute versus relative poverty

The most widely used definition of poverty makes a distinction between absolute poverty
and relative poverty. Absolute poverty is defined as the severe deprivation of human needs
such as food, safe water and basic shelter [6], the form of poverty characteristic of many
LAMI countries. It often includes a lack of education and access to services. Relative
poverty, on the other hand, refers to income in relation to the average of that particular
country. Relative poverty is no less detrimental and it has been shown that morbidity is
more closely related to relative income within countries than to differences in absolute
income, while countries that have lower levels of relative deprivation tend to have lower
national mortality rates [7]. The concept of relative poverty or of ‘relative deprivation’ is
crucial in any discussion of parenting because it is likely that the effect of relative poverty on
parenting occurs via psychosocial mechanisms [8].

30.3 Upstream and downstream factors

Parenting occurs in and is particularly sensitive to perturbations in the psychosocial
context. Link and Phelan argue that behavioral or proximate risk factors are simply the
mechanism through which the more fundamental societal and contextual factors operate [9].
This interaction can be conceptualized using the concepts of upstream and downstream
determinants. Upstream determinants are defined as features of the environment, such as
socio-economic status or levels of discrimination in a society [10]. Downstream determi-
nants on the other hand are physical health, parenting and disease. One of the tasks is to
determine how upstream determinants or specific social environments ‘get under the skin’
and affect downstream variables such as parenting and infant outcome [10]. Halpern has
described this as trying to understand how poverty (which appears to be such a global
variable) comes to influence specific processes in the lives of infants and children [11].
Research that looks at poverty and the specific processes in people’s lives has often found
that the role of poverty is smaller than more immediate factors (partner violence) in, for
example, the development of mental disorders. This is a common mistake that assumes that
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upstream variables are less important because of their smaller effect sizes [12]. This is
misleading in that upstream factors (for example poverty) exert their influence by way of
the downstream factors (parenting).

30.4 Parenting and its determinants

Bronfenbrenner’s ecological model of human development offers a systems perspective that
describes the factors that influence the interaction between parents and their children [13].
Bronfenbrenner’s model is a hierarchical one with four levels. These four levels of factors are:

1 Socio-cultural (macro system)

2 Community (exo system)

3 Family (micro system) and

4 Individual (ontogenic).

The model outlines how social, community, family and individual factors contribute to
developmental outcome. With specific regard to parenting, the premise of the ecological
model is that the effect of parenting is embedded in a myriad of social factors that may
affect child development [14], and the model is useful in that it considers the ecological
niche in which infants and children live. An important premise of this model is that there
is a potentially inexorable co-variation of risk factors in the environment of any child
[14]. The seminal work of Sameroff illustrates how consideration of a single risk factor in
the etiology of infant and child outcome is problematic [15]. Sameroff and colleagues
developed a multiple risk score based on 10 environmental variables. Risk variables
included maternal mental illness, education (maternal), family size, family support and
stressful life events. They found that the severity and chronicity of the mental disturbance
combined with persistent poor environmental conditions such as poverty and family
instability [15] were more important than the specific psychiatric diagnosis of the
mother.

In such a systems understanding it is important to consider how poverty not only
affects parenting, but parenting may also have an effect on poverty, creating ‘cycles of
disadvantage’ [16]. So for example, a poor diet and smoking during pregnancy is
associated with low birth weight. Low birth weight infants require heightened levels of
parental care and medical resources. Parents in poverty are less able to provide the
heightened care necessary and may have little or no access to adequate medical interven-
tions as a result of weak health systems. As a consequence the infants have an increased
likelihood of developing later developmental and cognitive deficits which place increased
demands on parents. Children, when performing poorly at school, are likely to drop out.
When this occurs in a poor environment characterized by high crime levels and gang-
sterism the child is more likely to join a gang (if a boy) or fall pregnant (if a girl), which in
turn creates additional stress in a parenting system that is by this time severely compro-
mised. This has implications for the parenting of that child but also other siblings.
Adolescent girls in this context are more likely to take substances and eat poorly, which
is likely to result in the second generation infant having a low birth weight, thus
completing the cycle of disadvantage.
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30.5 Parenting and poverty

In the light of Bronfenbrenner’s model it is important to distinguish between the immedi-
ate and direct consequences of poverty on infant and child development (which will in turn
effect parenting given the vulnerable infant), and the more indirect effects such as those
mediated by depression and parenting practices. Various stress models describe the family
as an interconnected, interdependent system in which different factors play a role in
determining stressful experiences that in turn influence parenting and infant and child
development. These factors include the individual psychological characteristics of parents,
the couple characteristics, antecedent factors from each parent’s family of origin, child
characteristics and environmental characteristics [17]. Belsky has described three sources of
influence on parental functioning: parental factors and the personal psychological
resources of the mother (father); child characteristics such as temperament and gender;
and finally contextual sources of stress and support [18].

Figure 30.1 illustrates some of these interactions and attempts to account for the complex-
ity of the relationship between poverty and parenting within an ecological niche. Poor
living conditions (context) and a violent community will affect the choices parents make in
order to protect their children. This might for instance result in harsh and intrusive
parenting. In this scenario, poverty exerts its influence on infant and child outcome in a
distal way via parenting practices. Poverty may also contribute to familial stress and
maternal depression which in turn affects parenting, and by extension child outcome.
Biological factors such as nutrition and intrauterine growth restriction may affect outcome
in a proximal way (increased mortality and morbidity), but also in a distal way by
increasing the vulnerability of the infant to an already stressed and adverse environment.
Factors such as fetal alcohol syndrome may result in mental impairment which may result
in heightened levels of abuse and neglect. Parenting is rendered more difficult with a child

PARENTING
•  Remote
•  Intrusive
•  Harsh
•  Inconsistent
•  Abuse/neglect

BIOLOGICAL FACTORS
•  Intrauterine growth restriction
•  Nutrition
•  Iodine/iron deficiency
•  Fetal alcohol syndrome

CONTEXT OF POVERTY
•  Toxins
•  Infectious diseases
•  Living conditions/danger/violence
•  Access to health care

INFANT FACTORS
•  Temperament
•  Gender
•  Intellectual/behavioral disability

PARENTAL FACTORS
•  Parent personality
•  Mental state
•  Single parent
•  Adolescent parent

INFANT
OUTCOME

•  Mortality
•  Morbidity
•  Developmental difficulties
•  Attachment
•  Behavioural difficulties

Figure 30.1 Poverty and parenting: complex interactions within an ecological niche
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who has fetal alcohol syndrome, but it is the mental impairment that compromises
parenting practices rather than the direct effects of poverty. Halpern has described a
negative triad of a constitutionally vulnerable infant, and a vulnerable parent in an
unsupportive community context [11].

Biological factors

Poor maternal nutrition and infections during pregnancy (common in many LAMI
countries) are linked to intrauterine growth restriction [19]. Low birth weight is associated
with lower cognitive scores at age 2 and 3 years, greater inhibition, less vocal and less happy
children [19], while in China low birth weight has been associated with a greater risk of
behavioral problems in adolescence [20]. Alcohol use during pregnancy is a major problem
in many LAMI countries, and children with fetal alcohol syndrome are less likely to
complete school and also have a variety of concentration and behavioral difficulties [21].
All of these factors (and there are many others) are related to poverty and in turn to various
aspects of infant and child functioning. The infants and children with these behavioral
problems are more difficult to parent and place additional strain on what is often already a
sub-optimal parental system, and increase the likelihood that the parenting practices that
develop in response will be negative further compromising development.

Context of poverty

Parents living in poverty face a broad range of issues other than material deprivation that
may affect their ability to effectively parent. These include low levels of education, lack of
access to jobs and services, social isolation, mental and physical ill health and domestic
violence [22]. These factors may act independently to influence childrearing outcome, but
they are also likely to interact with one another and complicate outcomes. The correlates of
poverty, such as unemployment, low income and poor housing, are associated with higher
rates of child maltreatment, particularly physical violence and child neglect [23]. Family
conflict is associated with higher rates of child maltreatment, hostile parenting and
behavioral problems [24]. Low-income parents are likely to be less nurturing, use more
inconsistent, erratic and harsh discipline and are more likely to inadequately supervise their
children [25]. Poverty and poor education are strong predictors of poor infant and child
safety. The breakdown of the family and lone parenting is strongly associated with parent-
ing difficulties and adverse outcomes for children, due to reduced family resources as well
as psychological distress [26].

Large families also tend to be more stressful as parents have to manage a combination of
increased demands and limited material and resources to meet these demands. High-risk
contexts for child maltreatment are areas that are physically degraded and run-down, where
relationships between neighbors are less positive, and those that lead to more stressful day-
to-day interactions for families [27], resulting in parents who are depleted and unable to
muster the necessary energy to parent [11]. Ghate and Hazel have argued that while many
parents do well (even those living in poverty) parenting in environments characterized by
poverty is more ‘risky’ than parenting elsewhere, and that the poorer the environment the
more difficult parenting becomes [26].
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Infant factors

A limitation of early work on parent–child interaction was the emphasis placed on the role
of the parent in determining the nature of the interaction. It is increasingly understood that
effects in parent–child relationships are in fact bi-directional [14]. Difficult temperament in
infancy may undermine parental functioning [18]. Kochanska [28] has shown how
depending on whether the child is temperamentally fearful or more aggressive (fearless)
the optimal parental response is in fact gentle control (for the fearful child) or firmer
control (for the fearless child) in order to achieve the same emotional regulation. When
partner and extended family support is optimal and financial concerns do not predomi-
nate, the chances of the parental system being able to respond to a temperamentally
‘difficult’ (or fearless) infant or child are increased. An adolescent poor single mother
with no support is unlikely to be able to muster the psychological or emotional resources to
appropriately parent such a ‘difficult’ infant.

Parent factors

According to Hoff, Laursen and Tradif [29] parents with lower socio-economic status are
more likely than parents with a higher socio-economic status to adopt an authoritarian
parenting style. Authoritarian parents are demanding and directive towards their children,
and less likely to be responsive [30]. Katz and colleagues argue that parenting styles should be
separated from parenting goals and parenting practices [22]. According to this argument two
sets of parents who use similar parenting practices in different contexts may have different
child developmental outcomes depending on the parenting style. They also hypothesize that
the difference in parenting style among poor parents may not necessarily be the result of
deficit role modeling or inadequate socialization, but rather responses to their environment.
Attempts at increased monitoring in order to protect the child from dangerous environments
or from associating with an ‘inappropriate peer group’ may result in the escalation of the
harsh and coercive aspects of caregiving [22]. Halpern has also described how if a mother had
been hurt as a child she might struggle to identify with her young child’s need for protection
and in trying to avoid her own painful memories might in fact begin to avoid the infant [11].
Propper and colleagues have shown how the impact of income on development is in fact
small [31] and that it is rather the mother’s health together with early life events that play a
more important role in infant and child development.

30.6 Maternal depression

One aspect of parental functioning in the context of poverty that has attracted significant
research attention is that of maternal depression. Brown and Harris [32] have elaborated the
link between poverty and maternal depression and argue that there are two main factors
implicated in the etiology of maternal depression: provoking events, such as stressful occur-
rences (retrenchment), and vulnerability factors, which are personal factors that increase the
odds of developing depression when there is a stressful event. With regard to parenting,
depression is important in that it interferes with the ability to adequately parent. This has
particular resonance with regard to infants, as they are born primed for interaction with
others, and are particularly vulnerable to perturbations in interaction with their caregivers.
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Wilson [33] found that parents living in poverty were less happy and less involved in
their children’s lives than parents who experienced fewer stressors. Highly depressed, poor
mothers also hit and yelled at their children more frequently and relied less on reasoning
when disciplining them than their non-depressed counterparts [34]. Negative mood may
negatively bias a parent’s reactions and credit for their children’s behavior, and may cause
parents to selectively attend only to negative child behaviors [35], causing parents to
become more controlling, punishing or avoidant of child interaction [36].

In a study of the emotional well-being and behavior of adolescents, Conger and colleagues
[24] found that behavior was negatively affected, mainly due to disruptions in parenting
during economic hardship rather than from direct effects from the hardship itself. Parents
who moved into poverty became distressed and depressed and experienced marital dete-
rioration. This in turn leads to disruptions in their parenting practices. However, parents
with a robust marriage and social support were less likely to become depressed. Poverty
increases familial stress which may lead to depression [37], which in turn is associated with
harsher and/or more inconsistent parenting. In this cycle, it is the depression (proximal) in
the context of poverty (distal) that affects parenting and outcome [26].

30.7 Poverty, parenting, depression and infant attachment

A study conducted in a peri-urban settlement in South Africa, in conditions of extreme
social adversity and very high rates of post-partum depression, illustrates the complexities
of the relationship between parenting and poverty. In this study the prevalence rate of post-
partum depression was 34.7% [38]. Post-partum depression was also associated with
impaired mother–infant interaction. Cooper and colleagues have argued that maternal
depression and the endemic high levels of social adversity both have a significant adverse
impact on maternal sensitivity. However, the same team found that despite this adverse
context 61.9% of the infants were securely attached at 18 months [39].

Tomlinson and colleagues have argued that one of the reasons for the high rates of secure
attachment in a context of extreme poverty was the protective contribution of social and
cultural organization that characterized the community. Despite the extreme levels of
adversity and the legacy of the apartheid system that systematically attempted to destroy
family structures and community cohesion, there still exists a humanity and compassion
for neighbors and the wider community. In African parlance this notion of community
spirit and compassion for others is known as Ubuntu. Infants and young children are seen
as belonging, to some extent, to the community, and responsibility for their safety and well-
being is seen as a collective responsibility. In addition, the combination of extremely close
dwellings and small houses facilitates a great deal of social interaction in the narrow
portions of space in front of houses or in the street. This high-density living, and the
communal nature of the culture, combined with the survival imperatives of living in
extreme poverty (many mothers depend at times on the assistance of friends and neighbors
to, quite literally, feed their children) may mean that some of the more negative social
consequences of poverty that are often present in more developed societies do not arise.

There is also the possibility that the poverty experienced by many of the women is
attributed to the effects of decades of apartheid rule in South Africa [39]. Babarin and
Richter [40] make the point that much of the evidence of the relationship of income
poverty, material disadvantage and child development has been gathered from poor living
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conditions in countries with high standards of living. They argue that the meanings
ascribed to poverty and the allied negative or positive status ascribed to it may be very
different across contexts [40]. The psychological consequences of poverty may be very
different when the experience of poverty is a common and widely shared one, when it is
attributed to external sources rather than internal sources, and when it is treated with
empathy rather than moral censure [40]. In rich countries, being poor is often seen as
evidence of ‘failure’ while in poorer countries the ubiquity of poverty may carry less of a
moral judgement. Parents who feel that they have ‘failed’ are likely to find sensitive
parenting a challenge.

With regard to the role of poverty in infant attachment outcome, it was the features of
the mother–infant relationship, post-partum depression, and the mother’s experience of
partner support that were the strongest predictors of infant attachment outcome [39],
rather than poverty. This in no way omits the role of poverty and adversity in contribut-
ing to increased levels of post-partum depression or the lack of partner support (poverty
is instrumental in the genesis of both). Rather, these findings suggest that the simple
measurement of socio-economic adversity is not, in itself, sufficient for a full under-
standing of the factors involved in understanding parenting, poverty and infant and
child developmental trajectory.

Similarly, caution must be exercised in ascribing a causal role to parenting factors when
in fact there are a number of other unmeasured confounders (such as inherited factors) or
even unrecognized factors that we are not able to measure using available instruments.
With regard to poverty and parenting, the reality is that it is likely that the relationship
between poverty and parenting is a synergistic one.

30.8 Malnutrition and non-organic failure to thrive

Another area that aptly illustrates the complexities of the relationship between poverty and
parenting is that of non-organic failure to thrive. In a recent Lancet series, it was estimated
that stunting, severe wasting and intrauterine growth restriction were responsible for
2.2 million deaths for children under 5 years of age [41]. Poverty and poor nutritional
intake are significant causes of high levels of poor infant and child physical growth. In
young children, underweight and stunting have found to be associated with apathy, less
positive affect, lower levels of play and insecure attachment [19]. Traditionally, malnutri-
tion and poor infant physical development have been seen as a function of food intake and
by extension fundamentally a pure issue of poverty. In certain instances however, the
picture is in fact more complex. Other factors such as socio-cultural practices and maternal
mental health also need to be considered in how they may impact upon infant and child
physical development. For instance, it is well recognized that abuse or neglect may have an
adverse influence on infant physical growth [42].

Research conducted into infants who fail to thrive has typically examined the role of
factors such as abuse or neglect in the infant’s failure to gain weight. When this impairment
is as a result of non-organic factors it is known as non-organic failure to thrive (NOFT).
The proximate etiology of NOFT is insufficient nutrition [43] but there is often a complex
interaction of factors [42]. Given that infant feeding is such an interactive process, one of
the hypotheses is that anything that interferes with, for example, the ability of the mother
to be sensitive and responsive to cues from her infant during feeding, may then play
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a role in under-nourishment NOFT and be implicated in later growth difficulties. This
may include depression, worries about debt and financial problems or domestic violence.
All of these factors may be more prevalent in poor areas.

A number of studies have investigated the association between malnutrition and mother–
infant interaction. Associations have been reported between malnutrition and low levels of
home stimulation, low sensitivity and responsiveness [44], and disturbed attachments [45].
Under-nourished infants were also less competent in manipulation of toys during play and
were more passive when in contact with their mothers. Richter and Griesel [46] have argued
that the conditions associated with malnutrition are the same conditions that are likely to give
rise to depression and thus compromise interaction with an infant.

Is it the case that under-nutrition causes impairment in the mother–infant interaction,
in that underweight infants may be impaired in their ability to elicit and engage in positive
social interactions [45]? Alternatively, does maternal insensitivity and lack of responsive-
ness lead to faltering weight? Most likely the interaction would again be a transactional one
[47], where the impairment in the infant’s ability to elicit positive social interactions (due
to under-nutrition) occurs in tandem with the mother’s difficulties in sensitive and
responsive caregiving, resulting in maladaptive interactions between the pair. This is a
further example of the bi-directionality of the interactions between parents and their
children but on this occasion occurring in an adverse environment.

30.9 Conclusions

Many infants and children do remarkably well, even in the context of poverty. Many infants
and children however do not. It is undoubtedly the case that one of the reasons for this is
poverty. Poverty magnifies vulnerabilities and stigmatizes people as failures [11], contri-
buting both directly and indirectly to poor parenting and poor child outcome. The
relationship between parenting and poverty is a complex one, and due caution must be
exercised in drawing causal or inferential links between the two, or from one or both to
simple notions of infant and child outcome as there is a potentially inexorable co-variation
of risk factors [14]. There is no clear-cut or causal link between poverty and parenting as
individual vulnerabilities and strengths as well as the severity and chronicity of the poverty
will determine how people with respond to the stress of poverty. Finally, poverty must be
understood not just in terms of absence of resources but as part of a complex of social,
interpersonal and psychological factors which impact on individuals, groups and entire
societies. As such it exerts a ‘distal’ rather than a ‘proximal’ effect on parenting and infant
and child outcome.

30.10 References

1. United Nations (2009) The Millennium Development Goals Report. United Nations,

New York.

2. Grantham-McGregor, S., Cheung, Y.B., Cueto, S. et al. (2007) Developmental potential in

the first 5 years for children in developing countries. Lancet, 369, 60–70.

3. Harris, J.R. (1999) The Nurture Assumption: Why Children Turn Out the Way They Do. Free

Press, Illinois.

30.10 REFERENCES 345



4. Desjarlais, R., Eisenberg, L., Good, B. et al. (1995) World Mental Health: Problems and

Priorities in Low-Income Countries. Oxford University Press, New York.

5. United Nations Population Fund (2008). State of the World Population: Reaching Common

Ground: Culture, Gender and Human Rights. New York: United Nations.

6. United Nations (1995) World Summit of Social Development, Copenhagen. United Nations,

New York.

7. Wilkinson, R.G. (1997). Socioeconomic determinants of health: health inequalities: relative

or absolute material standards? British Medical Journal, 314, 591.

8. Hiliemeier, M.M., Lynch, J., Harpe, S. et al. (2003) Relative or absolute standards for child

poverty: a state-level analysis of infant and child mortality. American Journal of Public

Health, 93, 652–657.

9. Link, B.G. and Phelan, J. (1995) Social conditions as fundamental causes of disease. Journal

of Health and Social Behavior, 35, 80–94.

10. Gehlert, S., Sohmer, D., Sacks, T. et al. (2008) Targeting health disparities: a model linking

upstream determinants to downstream interventions: knowing about the interaction of

societal factors and disease can enable targeted interventions to reduce health disparities.

Health Affairs, 27, 339–349.

11. Halpern, R. (1993) Poverty and infant development, in Handbook of Infant Mental Health

(ed. C.H. Zeanah), Guilford Press, New York, pp.73–86.

12. Corrigall, J., Lund, C., Patel, V. et al. (2008) Poverty and mental illness: fact or fiction? A

commentary on Das, Do, Friedman, McKenzie & Scott (65:3, 2007, 467e480). Social Science

and Medicine, 66, 2061–2063.

13. Bronfenbrenner, U. (1979) The Ecology of Human Development: Experiments by Nature and

Design. Harvard University Press, Cambridge.

14. O’Connor, T.G. and Scott, B.C. (2007) Parenting and Outcomes for Children. Joseph

Rowntree Foundation, London.

15. Sameroff, A.J. and Seifer, R. (1983) Familial risk and child competence. Child Development,

54, 1254–68.

16. Rutter, M. and Madge, N. (1976) Cycles of Disadvantage: a Review of Research. Heinemann,

London.

17. Cowan, C.P., Cowan, P.A., Homing, G. et al. (1985) Transition to parenthood: his, hers, and

theirs. Journal of Family Issues, 6, 451–81.

18. Belsky, J. (1984) The determinants of parenting: a process model. Child Development, 55,

83–96.

19. Walker, S.P., Wachs, T.D., Gardner, J.M. et al. (2007) Child development: risk factors for

adverse outcomes in developing countries. Lancet, 369, 145–57.

20. Liu, X., Sun, Z., Neiderhiser, J.M. et al. (2001) Low birth weight, developmental milestones, and

behavioral problems in Chinese children and adolescents. Psychiatric Research, 101, 115–29.

21. Viljoen, D, Gossage, J.P., Brooke, L. et al. (2005) Fetal alcohol syndrome epidemiology in a

South African community: a second study of a very high prevalence area. Journal of Studies

on Alcohol, 66, 593–604.

22. Katz, I., Corlyon, J., Placa, VL. et al. (2007) The Relationship between Parenting and poverty.

Joseph Rowntree Foundation, London.

23. Dietz, T.L. (2000) Disciplining children: characteristics associated with the use of corporal

punishment. Child Abuse and Neglect, 24, 1529–42.

346 CH 30 PARENTING AND POVERTY: A COMPLEX INTERACTION



24. Conger, R.D., Conger, K.J., Elder, G. et al. (1993) Family economic stress and adjustment of

early adolescent girls. Development Psychology, 29, 206–19.

25. Elder, G., van Nguyen, T. and Caspi, A. (1985) Linking family hardship to children’s lives.

Child Development, 56, 361–75.

26. Ghate, D. and Hazel, N. (2002) Parenting in Poor Environments: Stress, Support and Coping.

Jessica Kingsley Publishers, London.

27. Garbarino, J. and Kostelny, K. (1992) Child maltreatment as a community problem. Child

Abuse and Neglect, 16, 455–64.

28. Kochanska, G. (1997) Multiple pathways to conscience for children with different tempera-

ments: from toddlerhood to age 5. Developmental Psychology, 33, 228–40.

29. Hoff, E., Laursen, B. and Tardif, T. (2002) Socioeconomic status and parenting, in

Handbook of Parenting, vol. 2 (ed. M. Bornstein), Lawrence Erlbaum Associates, London.

30. Baumrind, D. (1991) The influence of parenting style on adolescent competence and

substance use. Journal of Early Adolescence, 11, 56–95.

31. Propper, C., Burgess, S. and Rigg, J. (2004) The Impact of Income on Child Health: Evidence

from a Birth Cohort Study. CASE Paper 85. CASE, London School of Economics, London.

32. Brown, G.W. and Harris T. (1978) Social Origins of Depression: A Study of Psychiatric

Disorder in Women. Free Press, New York.

33. Wilson, H. (1974) Parenting in poverty. British Journal of Social Work, 4, 241–54.

34. Longfellow, C., Zelkowitz, P. and Saunders, E. (1982) The quality of mother-child relation-

ships, in Lives in Stress: Women and Depression (ed. D. Belle), Sage, Beverley Hills, CA,

pp. 163–76.

35. Jouriles, E.N., Murphy, C.M. and O’Leary, D.O. (1989) Effects of maternal mood on

mother-son interaction patterns. Journal of Abnormal Child Psychology, 17, 513–25.

36. Crnic, K. and Acevedo, M. (1995) Everyday stresses and parenting, in Handbook of

Parenting: Applied and Practical Parenting, vol. 4 (ed. M.H. Bomstein), Erlbaum,

Mahwah, NJ, pp. 277–98.

37. Dearing, E., McCartney, K. and Taylor, B. (2004) Change in family income-to-needs matters

more for children with less. In Child Care and Child Development: Results from the NICHD

Study of Early Child Care and Youth Development (eds. NICHD Early Child Care Research

Network), Guilford Publications, New York.

38. Cooper, P.J., Tomlinson, M., Swartz, L. et al. (1999) Postpartum depression and the

mother-infant relationship in a South African peri-urban settlement. British Journal of

Psychiatry, 175, 554–58.

39. Tomlinson, M., Cooper, P. and Murray, L. (2005) The mother-infant relationship and infant

attachment in a South African peri-urban settlement. Child Development, 76, 1044–54.

40. Barbarin, O.A. and Richter, L.M. (2001) Mandela’s Children: Growing up in Post-Apartheid

South Africa. Routledge, New York.

41. Black, R.E., Allen, L.H. and Bhutta, Z.A. (2008) Maternal and child undernutrition: global

and regional exposures and health consequences. Lancet, 371, 243–60.

42. Skuse, D. and Bentovim, A. (1994) Physical and emotional maltreatment, in Child and

Adolescent Psychiatry: Modern Approaches (eds M. Rutter, E. Taylor and L. Hersov),

Blackwell Science, Oxford, pp. 209–29.

43. Frank, D.A. and Zeisel, S.H. (1988) Failure to thrive. Pediatric Clinics of North America, 35,

1187–207.

30.10 REFERENCES 347



44. Cravioto, J. and Delicardie, E.R. (1976) Malnutrition in early childhood and some of its later

effects at individual and community levels. Food Nutrition, 2, 2–11.

45. Valenzuela, M. (1990) Attachment in chronically underweight young children. Child

Development, 61, 1984–96.

46. Richter, L. and Griesel, L. (1994) Malnutrition, low birthweight and related influences on

psychological development, in Childhood and Adversity: Psychological Perspectives from

South African Research (eds M. Rutter, E. Taylor and L. Hersov), David Phillip, Cape

Town, pp. 66–91.

47. Lester, B.M. (1979) A synergistic approach to the study of prenatal malnutrition.

International Journal of Behavioral Development, 2, 377–93.

348 CH 30 PARENTING AND POVERTY: A COMPLEX INTERACTION



31
Assessment of parenting

Marc H. Bornstein and Magdalen Toole
Eunice Kennedy Shriver National Institute of Child Health and Human Development, Bethesda MD, USA

31.1 Introduction

Theory and research have focused on assessing two broad domains of parenting infants.
These are parenting cognitions and parenting practices. Both are significant because the ways
that parents interact with their infants often, but not always, reflect their ideas about
parenting [1]. Therefore, studying parenting beliefs allows researchers to gain insight into
how and why parents behave as they do. Broadly construed, parental cognitions include
parents’ values, goals and attitudes as well as actual parenting knowledge of childrearing and
child development. Cognitions serve many purposes, such as shaping parental expectations
and practices and mediating the effectiveness of parenting [1, 2]. For example, research has
shown that mothers who have more confidence in their parenting abilities are more
empathic, less punitive and more appropriate in their developmental expectations [3].

Perhaps more obvious as influences in the lives of infants are the practices that parents
exhibit and the experiences that they provide their infants. Five main categories of parent-
ing practices during infancy have been identified. These are nurturant, social, didactic,
material and language.

• Nurturant caregiving is concerned with meeting the infant’s physical and survival needs.

• Social caregiving refers to the practices that parents employ to engage their infants in
interpersonal exchange.

Parenthood and Mental Health: A Bridge between Infant and Adult Psychiatry Sam Tyano, Miri Keren, Helen Herrman and John Cox

� 2010 John Wiley & Sons, Ltd



• Didactic caregiving includes various strategies parents use to orient and introduce their
infants to the environment around them.

• Material caregiving consists of the ways in which parents supply and organize their
infant’s physical environment.

• Language addressed to infants is valuable in itself and crosses other categories of parenting
practices [1].

To assess parenting cognitions and practices, several methods are commonly employed
(Table 31.1). One is to ask parents to report on their own parenting cognitions and
practices, either through questionnaires or interviews of parents. Also, others who are
close to the parent, possibly a spouse or an older child, can report about them. A second
method is to observe and record the parent’s behaviors, either in a natural setting or in an
artificial one, such as a laboratory. Third, one can test parents experimentally to assay
their cognitions and practices. Parenting cognitions are most easily studied through
reports of some sort, whereas parenting practices are commonly studied through reports
and observations. Each method holds unique advantages and disadvantages and offers
distinct perspectives on parenting. Furthermore, the field is not dominated by one
method; instead, researchers advocate the use of multiple methods of assessment when
studying parenting [4]. For example, interviewing mothers, coupled with behavioral
observations, allows researchers to reach a more complete understanding of parenting.

31.2 Self-report measures

One method used to collect information on parenting is to ask parents to report on their
own cognitions and practices. If parental cognitions about their parenting are the focus of

Table 31.1 Assessments of parenting infants: major methods, advantages and disadvantages

Method Advantages Disadvantages

Reports

Self-reports

Questionnaires and

Checklists

Interviews

Focus groups

Others’ reports

Helpful in early stages

Ecologically valid

Only way to know about

cognitions

Economical, labor-saving

Best for frequent, concrete and

public issues

Questionable relation to

performance

Unsystematic, overgenerous,

biased

Often retrospective

Conditioned by life circumstances

Worst for infrequent, abstract and

private issues

Observations Ecologically valid

Based on performance

Direct, objective, reliable

Limited, constrained, incomplete

Dependent on parameters of

setting

Labor-intensive, time-consuming,

expensive

Requires coder reliability

Tests Performance-based

Controlled, equal, fair

Not (necessarily) ecologically valid

Labor-intensive
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research, then self-reports are ideal forms of measurement. Historically, much research on
parenting infants has consisted of reports. Parents kept detailed diaries on the progress of
their infants’ motor development and emotional and cognitive capacities as well as their
own parenting [5]. This method is particularly helpful in the early stages of development
where many practices are infrequent to observe and hard to test. Furthermore, young
infants are not always willing participants in structured assessments, and therefore it may
be difficult to observe all parenting situations. Because self-report data come directly from
the parent, reports are also thought of as an accurate way to gather information. Parents are
the only ones who know how they think about their role as a parent, and therefore self-
reports are the only way to learn what a parent thinks or why a parent behaves as she or he
does. Parents can also report on situations that experimenters would be unable to observe
or test. Another advantage of this method is that it is economical and not labor-intensive.

However, several disadvantages attend the report method. First, data gathered by those
who are not professional researchers may be unsystematic. Furthermore, because parents are
not trained, they may either be overgenerous or miss important information because they do
not know what to look for. Parent reports are also often retrospective, which could yield
inaccurate data, as memory is faulty. An associated difficulty with parent reports is that,
although parents may be relatively accurate when reporting about their current parenting, they
may rely on generalized stereotypes [4]. In addition, life circumstances color parents’ reports.
For example, education, psychological functioning and expectations regarding parenting can
all lead to inaccurate reporting [4]. While parents spend the most time with their infant, and
therefore possess the most information about their own parenting, parents are also biased
reporters. Because of this, they may distort their reports of their own cognitions and practices
in relation to their infant. (One of the ways such reactivity is addressed in social psychology is
by having the parent also complete a ‘lie’ or ‘look good’ scale.)

Two major variants of parental reports are questionnaires/checklists and interviews.
Questionnaires and checklists can increase the validity of assessments of parenting because
they do not rely as heavily on memory as do other types of self-reports. However, because
they are structured they may miss information as well. An example is a questionnaire used
to assess self-perceptions of competence, satisfaction, investment and role balance as a
parent [6]. The questionnaire consists of a list of statements such as ‘Some parents often
can’t figure out what their children need or want’, but ‘Other parents seem to have a knack
for understanding what their children need or want.’ The parent chooses which statement
describes the parent best and then selects either Sort of true for me or Really true for me.

Structured interviews that ask specific questions in specific ways can also increase the
reliability of parent reports. The Home Observation Measurement of the Environment
(HOME) is an inventory that evaluates the quality and quantity of stimulation and support
parents make available to a child in the home environment as well as aspects of family
organization, routines, and involvement with extended family [7]. Focus groups, which are
usually discussions centered on a set of structured but open-ended questions, are also used
to gather report data about parenting [8]. However, coding interviews can be time-
consuming; furthermore, group settings may discourage participants from explicitly stat-
ing much they might otherwise convey.

Parents are more reliable when reporting on certain types of activities compared to
others. For example, when asked about frequent, concrete and public practices, parents
report more accurately than when asked about practices that occur infrequently, are
abstract, or private [4]. Thus, parents may be more reliable in reporting on actual practices,
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such as feeding, but may be less accurate when reporting on their feelings, such as how they
think about discipline.

31.3 Reports by others

Another method for gathering information about parenting is to ask others who are close to
or spend time with the parent and infant. For example, mothers may be asked to fill out
questionnaires or report during interviews about the parenting of the infant’s father [9].
Parents may also be asked about their relationship with each other as a means of determin-
ing the type of parenting environment in which the infant is growing up, and how the
parents function as individuals as well as a co-parenting unit. The co-parenting relationship
is an important aspect of parenting, as it concerns childrearing agreement, division of labor,
support, and joint family management. Furthermore, the nature of the co-parenting
relationship can impact the development of infants [10].

31.4 Observational methods

Observational methods are widely used when studying parenting infants. Observations are
made either in a naturalistic setting, such as the family’s home, or in a laboratory. When an
observation takes place in a laboratory, researchers can exercise greater control over objects,
people and the overall environment surrounding the participants [11]. However, an
advantage of using naturalistic home observation is that, unlike experimental methods, it
is thought to have sound ecological validity because data are gathered in a setting that the
family normally encounters in their everyday lives. In general, observational methods are
considered direct, objective and reliable [12].

Nonetheless, assessments obtained through observation are samples and so are necessarily
constrained and incomplete. During an observation session, researchers are only able to
evaluate a small percentage of the parent’s everyday life, which limits the scope of data
collected. Also, the situation in which parents are observed can impact the results. For
example, observing a parent during free play will elicit a different set of parenting practices
than will observing the same parent feeding an infant. In an observational situation different
parenting practices may be missed because, for example, if an infant is content during an
entire observation session then observers will not be able to see the parent soothe the infant.
Likewise, if the infant is fussy then it may prove a challenge for the parent to play with the
infant as she or he would normally. For that reason, the choice of parameters, such as
location, objects, people available and activity presented, may alter the results obtained via
observation. To make comparisons between different parents it is important to consider all
aspects of observation situations. Another disadvantage of observational methods is that
coding and transcribing data from observations can be labor-intensive, time-consuming and
expensive. It can also be difficult to establish reliability between coders for some situations.

One study used observational methods along with questionnaires of parenting beliefs
among Japanese American and South American mothers of infants [13]. Observers video-
recorded mothers and infants in the dyad’s home. Mothers were asked to ignore the
observer and act as they naturally would during that time. Later, the observations were
coded for social and didactic parenting behaviors, and the frequency and duration of those
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behaviors were calculated. Mothers also completed questionnaires about their parenting.
This allowed the researchers to compare the amount of time that mothers actually engage in
social and didactic behaviors with the amounts of time mothers say they engage in the same
behaviors.

31.5 Experimental testing

Experimental testing is a third way that researchers assess parenting. Such tests might
contain specific sets of activities or other items on which a parent receives a score that can
be compared to other parents’ scores on the same tasks. So imagine giving mothers pairings
of play or language items and asking them to say which item of each pair is more advanced
developmentally. Mothers’ orderings of items can be matched to those established in the
developmental literature [14]. Experimental testing methods are controlled and therefore
considered equal and fair. However, it is always possible that a parent’s performance is
affected by the testing situation itself. Furthermore, results may be influenced in part by the
parent’s personality. Also, if tests highlight a parent’s capacity, or lack thereof, for a
particular activity, it is not clear whether results from tests apply to other situations.
Additionally, testing methods are labor intensive.

31.6 Parental influence

Research has shown that parents influence infant development in many ways. For example,
mothers who speak, prompt and respond with greater frequency during their infant’s first
year have 6-month-olds to 4-year-olds who score higher in standardized evaluations of
language and cognition [15, 16]. In addition, the relationship between parents or with
other caregivers can positively or negatively impact parenting as well as infant develop-
ment. For example, parents who report greater marital satisfaction and lower levels of
conflict are more competent and more sensitively responsive to their infants than parents
whose relationships are unsupportive [17]. A spousal relationship full of conflict can
detract from attentive parenting which may, in turn, cause infants to learn that parents
are not reliable sources of caregiving. When confronted with an ambiguous stimulus,
infants often look to a trusted adult for guidance, an act called social referencing. Infants
socially reference their maritally satisfied fathers more than their maritally dissatisfied
fathers [18].

Four key developmental characteristics distinguish the broad domains of parenting
cognitions and practices with infants and so are often the subject of assessments of
parenting. The first, individual differences, is that parents differ considerably in the ways
that they parent, regardless of their cultural or economic group. For example, during the
course of a fixed-duration home observation some mothers talked to their 4-month-olds
3% of the time whereas other mothers talked 97% of the time [19]. The second character-
istic is the consistency with which parents parent. Parents tend to be relatively consistent in
their cognitions and practices from day to day, but over longer periods of time, as infants
grow and develop, parents alter their activities accordingly [1, 20].

The third feature relates to the relative independence of parenting domains from one
another. Mothers engage in certain practices more than others, and although a mother may
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engage more frequently in one practice, such as face-to-face play, she will not necessarily
engage more frequently in other practices, such as didactics [1]. Last, relations between
parenting cognitions and practices vary [21]. Some researchers have found that parenting
cognitions correspond with practices, others have not. For example, mothers’ caregiving
competence corresponds with their cognitions about the effectiveness of their parenting
[21]. However, parents’ cognitions about their parenting styles often do not correspond
with their actual parenting practices. For example, Japanese American and South American
mothers claimed to engage in more social than didactic interactions with their infants
when, in actuality, both groups engaged in more didactic than social practices [12]. This
suggests the importance of multimethod approaches that take into consideration both
observations and self-reports.

31.7 Conclusion

Parents influence many aspects of infant growth and development through their cognitions
and practices. To understand how, it is helpful to employ multiple methods of assessment.
Self-reports, reports by others, observations and testing are often combined in research to
yield the most comprehensive assessments of parenting.
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32.1 Introduction

This chapter addresses the assessment of parenting relationships between adults responsible
for the care and socialization of infants and young children, relationships hereafter referred
to as co-parenting alliances. The centrality of co-parenting alliances in families became a
regular focus of family-oriented clinicians following the publication of S. Minuchin’s
structural family theory in 1974 [1], but did not fully penetrate the consciousness of
other mental health professionals who work with parents, infants and very young children
for another two decades. Since the mid-1990s, there has been an upsurge in both basic and
applied research studies of co-parenting, though most published reports have involved
two-parent Western nuclear families headed by children’s mothers and fathers. This has
been an unfortunate, unnecessarily limiting constraint, because co-parenting alliances exist
in all families where more than just one person assumes responsibility for a child’s care and
upbringing [2]. The broad principles we describe in this chapter are relevant in assessing all
kinds of co-parenting systems, at any age and in any form of family; however, for cases where
special considerations or circumstances are known to bear meaningfully upon co-parenting
assessments, we provide additional commentary concerning these considerations.
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Why would co-parenting be a key aspect of adult mental health? Among the essential,
existential motivations of human beings, including those suffering from mental illness, is
the wish to be a good-enough mother or father. Co-parenting alliances are hence critically
important because the odds of being good enough improve when the adult is supported by
an effective co-parenting partnership. Helping patients to be good-enough parents
therefore involves understanding and fortifying co-parenting relationships, too.

32.2 What is effective co-parenting?

McHale defined effective co-parenting partnerships as those in which adults agree about
how the child should be raised, cooperate in carrying out shared objectives, and demon-
strate mutual support and commitment in rearing their common child [3, 4, 5, 6]. As
S. Minuchin outlined, in effectively functioning families an adaptive hierarchy exists with
the two (or more) co-parenting adults at the helm, coordinating together in joint planning
and decision-making and sharing executive power in the system [1]. The adults work
collaboratively as a parenting team, consult each other so that each person has formative
influence with no one individual exerting unilateral or dictatorial control, and resist overt
or covert actions that co-opt children or triangulate them into positions of allying with one
co-parenting adult against the other [4, 7, 8].

When assessing co-parenting alliances during infancy and early childhood, the essential
facts clinicians must ascertain are:

• Have the adults reconciled ideological differences about how ‘best’ to parent sufficiently
well so as to have established mutually agreed-upon, predictable routines for the child?

• To what extent do they provide (or fail to provide) mutual support and validation for one
another’s parenting efforts?

• And how well do they tend to children’s emotional security within the family unit?

Parents’ capacities to perspective-take and prioritize children’s needs when co-constructing
co-parenting alliances have been a prominent theme in the writings of Talbot and McHale
[9, 10]; to be effective as co-parents, adults must take children’s perspectives sufficiently
well to recognize that:

• Children desire and profit from positive connections with each person who parents them;
and that

• Oppositional parenting stances and covert denigration of the child’s other parent or
caregiver harm children [4].

32.3 Co-parenting as a triangular concept

Talbot and McHale’s explicit focus on development of co-parenting alliances within a
caregiver–caregiver–child triangular emotional system resonates with Fivaz-Depeursinge
and Corboz-Warnery’s work on the primacy of the family triangle during infancy [11], and
stands as a key conceptual distinction setting co-parenting apart from marital systems in
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the family. Though marital and co-parenting subsystems show some overlap in families
(effective co-parents successfully contain their own couple conflicts when actively tending
to children [12, 13]), co-parenting is by definition a triadic or polyadic construct. To wit,
McHale outlined how the same two parenting adults do not co-parent their different
children in the same way [14], while Fivaz and her colleagues have shown how through
their own contributions to the family process even very young babies meaningfully shape
the dynamic that develops between their parents [15, 16].

32.4 Co-parenting and division of labor

In some conceptualizations of co-parenting in nuclear family systems, extensive attention is
given to who does what in the childcare labor division [17]. While relevant to co-parenting
dynamics in many families, labor division comes into play principally in situations where
one caregiver feels overburdened and put upon and acts out her or his frustration by
undermining the other parent. In many other families where one partner provides far more
direct care than the other, co-parenting alliances function quite effectively as both partners
agree on and are comfortable with the nature of their arrangement. What thus matters most
is each parent’s perceptions [18].

32.5 Co-parenting and children’s adjustment

Why advocate investing substantial additional effort in evaluating the family’s co-parenting
alliance if evaluations of mothers and of the dyadic mother–child relationship system (and
in many cases, even of the children individually) are already planned or available?
Compelling evidence for the ‘value added’ of triangular assessments has come from dozens
of empirical studies linking co-parenting dynamics during infancy and early childhood to
central aspects of children’s early social and emotional adjustment. This body of work was
reviewed by McHale [14]; high co-parental antagonism and/or low co-parental mutuality
and cohesion is tied to insecure attachment [22]; increases in child disinhibition across
time [23]; externalizing and internalizing behavior problems [24, 25, 26]; and less well-
developed pre-academic skills [14], academic competencies [27, 28] and peer competencies
[29]. Speaking to the value-added issue, associations linking co-parental process to child
adjustment typically remain in evidence even after statistically accounting for variability
that can be traced to mother–child, father–child and marital relationship functioning
[21, 23, 24, 30, 31, 32]. In other words, disruptions in the family’s co-parenting alliance
often explain why children’s behavioral problems persist even though parent–child dyadic
relationship systems appear to be functioning adequately.

The mechanisms by which co-parenting discord or detachment impairs infant and child
development are likely both direct and indirect. Solidarity (or lack of it) in the co-parental
alliance can indirectly affect children by influencing parents’ engagement or sensitivity.
Support between adults around childrearing challenges and dilemmas strengthens and
enhances the parenting practices of each adult individually [6, 33, 34], and studies assessing
marriages, parenting and co-parenting separately find that co-parental functioning is more
proximally related to parenting than is marital quality [35, 36, 37]. A positive co-parenting
alliance also supports fathering in families where parents are not married [38, 39]. Besides
these indirect effects, there are likely also many direct ones. Chronic dissonance in
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caregivers’ management of infants’ feeding, crying, going-to-bed and night-time awaken-
ings, and other regulatory demands and challenges undermine babies’ quests to detect
patterns of caregiving regularity and to attain stable internal rhythms. There are likely also
attendant effects of caregiving dissonance on evolving physiological systems and processes,
both cause and effect of early regulatory efforts [40, 41].

Infants become disorganized when parenting dissonance they encounter overwhelms
them. Extreme cases of dissonance occur in families with parents suffering psychiatric
disorders. In a study of triadic interactions in families of 9- to 18-week-old infants with
mothers suffering from psychotic disorders, Gertsch et al. [42] found levels of triadic
engagement in these families, compared to a non-clinical comparison group, to be far
lower. Subsequently, Philipp, Fivaz-Depeursinge and colleagues [43] studied trilogue play
in the context of therapeutic consultations with families of mothers who had suffered
psychotic post-partum breakdowns, and found observable differences at all levels of
interaction between the women, their young babies and the babies’ fathers. As with dyadic
pairs in this population, most of these families’ interactions oscillated between disengage-
ment and intrusion. Importantly, fathers’ interactions appeared as, and sometimes even
more, disturbed than those of mothers (often appearing quite controlling of babies). And
almost inevitably, parents failed to support each other; ignoring signals or blatantly
interfering with one another’s interactions with the baby. Faced with paradoxical and
very confusing stimulations the infants, even at this young age, adopted a hyper-vigilant
stance. The impact on the child’s emerging sense of self and development of defensive
strategies appeared to be a powerful one.

More broadly, dissonant rule-setting and enforcement, mixed messages from parents
about acceptability of anger and fear expression, denigrating portrayals of a parent by the
other, chronic mis-coordination, and active interparental undermining confuses infants and
young children, sabotages their internalization efforts, threatens felt security and assurance in
the safety and integrity of the family unit, and may eventually entrain secrecy and disrupt
moral development [2]. It is for these reasons that work with patients who parent young
children must proceed from a multi-caregiver, at least triangular stance, so as to adequately
address the context of the parent’s socialization efforts. For unfortunately, the traditional
two-person assessments clinicians are most accustomed to conducting with parenting adults
(be they parent–child or husband–wife evaluations) overlook altogether the very potent
socialization experiences and effects attributable to triangular co-parenting relationships.

32.6 What do mental health professionals need to know?
The essentials

To be useful, an essential ‘read’ of the family’s co-parenting alliance by clinicians must start
by establishing identities and involvement of all the important parenting adults in the
child’s life, followed by evaluation of how the family’s unique co-parental alliance functions
with regard to:

• Mutual involvement/engagement by major co-parents;

• Presence/extent of active solidarity and collaboration between these individuals; and

• Presence/extent of co-parenting dissonance between them.
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Establishing who is involved

In heterosexual two-parent family systems, the key co-parenting figures will be the child’s
mother and father. In gay and lesbian two-parent family systems, it is the two women or
two men raising the child together. In some two-parent families, it will be sufficient simply
to evaluate the co-parental alliance between these two people. If they are the ones providing
the overwhelming preponderance of the child’s care and socialization, then resolving
problematic co-parental functioning between just the two of them will be the key to
improving the child’s adjustment.

However, in many other ostensibly two-parent family systems, there will be additional
impactful co-parenting figures in the child’s life. For example, grandparents and
extended kin are co-resident and play active roles in caring for, regulating and socializing
infants and young children in millions of households. Further, in industrialized countries
where both parents work, daycare providers or other adults frequently spend as much or
more waking time with infants and toddlers than do the child’s parents. While these
individuals are clearly not ‘parents’ in any literal sense, major child problems can and
frequently do ensue if their socialization practices are incompatible with those of the
child’s parents. In short, even when children are parented in two-parent households,
clinicians need a sense of who besides the parents might also be partners in co-parenting
the referred child.

What of those families where only one biological parent is co-resident with the child? We
have learned that co-parenting alliances operate in the majority of these families as well. In
countless families where infants and young children reside alone with their mothers, non-
resident fathers spend significant segments of time with the child and it is very important
that they be involved in the clinician’s co-parenting assessment. According to a major US
study designed to better understand unmarried fragile families with both co-resident and
non-co-resident fathers, positive co-parenting alliances during the early months and years
after a baby’s birth increase the odds of fathers remaining involved with their children into
the school years; poor early co-parenting alliances, by contrast, are a risk factor for eventual
father disengagement and disappearance from the child’s life [39].

In Western countries, it is also common for women who may be ‘single’ mothers
by census definitions to co-parent together with their mothers. Adaptive mother–
grandmother co-parental alliances do evolve in such family systems, and grandmothers
who co-parent can exert important ‘gatekeeping’ effects by enabling or blocking access
of the child’s non-co-resident father – thereby shaping children’s emotional connections
to their fathers, for good or ill. More broadly, in many cultures worldwide, relative
caregiving and co-parenting in extended kinship systems is a normative family adapta-
tion, though culturally informed conceptualizations of adaptive and problematic
co-parenting among kinship family systems in non-Western cultures remains in short
supply [6].

Co-parenting alliances also endure post-divorce, and so infants and young children will
frequently have meaningful parent–child contact with not just their two biological parents
but also with the new partners of their parents if the children share time between residences.
Finally, in many situations where neither of the child’s parents is able to care for children
owing to abuse, neglect or other significant parenting problems, and kinship caregivers are
not accessible to aid with co-parenting, children are ordered to be placed out-of-home for a
period of time with a foster family before being reunited with their parents. In such
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instances, it is proper to consider the temporary foster family as co-parents and to carefully
assess the degree of coordination or mis-coordination between their parenting efforts and
those of the child’s natal family. To reiterate: co-parenting alliances exist for virtually every
parent and child; the responsibility of the clinician is to understand this, to ascertain who
the relevant individuals are, and to gather as much information as possible about – if not
from – each of these individuals.

Assessing co-parenting quality

Once the principals have been correctly identified, evaluation of how the family’s co-
parental alliance operates with respect to mutual involvement, solidarity and dissonance is
completed. Ideally, both individually based and family group assessments would be
completed, employing both interview and observation. The aim is to pinpoint the family’s
dynamics, assets and problems related to co-parenting. In approaching this process, it is
useful to imagine how, from the child’s perspective, the family functions along each
dimension.

Mutual involvement/engagement

First, to assess the extent to which the different parenting adults are mutually involved/
engaged with the child, a determination is made (usually from individual interviews) as to
how well each parent manages to maintain active and ongoing involvement, provide input on
major parenting issues and decisions, and increase level of participation in response to
situations demanding heightened effort to best support the child. When ideal, the family
ethic will be one of shared, open and mutual involvement with the child, and this should be so
noted if it is already the case. In many other families, the judgement will be that periodic
physical or emotional absenting by an important co-parent does occur, albeit episodically; in
some cases such absenting will trigger (or be triggered by) another parent’s over-involvement,
while in other cases it will not. This is likewise noted. Finally, data from still other families will
reveal either substantial exclusion of or disengagement by one of the child’s important
co-parents. Observations of the triad can be very useful in helping to substantiate parents’
reports of levels of involvement, and in providing additional specific insights concerning the
family’s particular dynamics regarding co-parenting detachment and exclusion.

Active solidarity and collaboration

Second, a determination must be made about degree to which the central co-parenting
adults trust, support, validate and cooperate with one another. In the ideal, the predomi-
nant impression would be that each co-parenting adult exhibits and experiences trust and
support. In other families, however, the clinician will take note of feelings of distrust or of
non-support expressed by one or more family members; even when not the interview’s
predominant theme, the presence of such sentiments does signal a theme worth pursuing.
Finally, for a smaller subgroup of families, the clinician will take note of pervasive feelings of
isolation, exclusion, invalidation and/or non-support articulated by one or more family
members.
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Co-parenting dissonance

Finally, a determination must be made about the extent to which there is major incompat-
ibility in the viewpoints of at least one important caregiver about the nature of the child’s
difficulties and/or about how best to approach and handle the child. Degree of dissonance
in any given family can be noted as being minimal, identifiable or substantial. It is
important to note that, normatively, women are more likely than men to express discontent
during initial interviews [14]; the absence of critical commentary about the co-parenting
alliance during initial interviews with men cannot be taken as a reliable indicator that there
are no underlying concerns. By contrast, voiced criticism by men is usually worthy of note
and is of diagnostic value. We have also found that maternal grandmothers are prone to
temper their criticism of their daughters’ parenting during initial interviews, with criticisms
tending to be more subtle and indirect. It is for these reasons that both the private
survey responses provided by the two women and the use of observations to augment
interview-based data are important. We will have more to add about mother–grandmother
co-parenting alliances later.

32.7 Instruments of choice: observational, interview
and self-report survey data

Observations

Because infant mental health clinicians have classically used observations of the mother–
infant dyadic relationship and relied on maternal reports of marital co-parenting support
to complement assessments of the parent’s individual psychodynamics, the proposition
that the clinician evaluate the entire family together during initial evaluations may seem
excessive. Yet without seeing the entire family in action together, there is really no way to
get a thorough and accurate read of the family’s signature co-parenting dynamics.

Assessing trilogue play: the Lausanne Trilogue PlayTP

The clinician has at her disposal a powerful, brief, semi-structured assessment paradigm
that can provide a read on both the co-parenting dynamics and on the infant or young
child’s contribution to the family process. The Lausanne Trilogue Play (LTP) [11] leads
families through four distinct forms of interaction. In the first part, one parent plays with
the baby while the second parent is instructed simply to be present. The parents then switch
roles for the second part of the task. In the third part, all three family members play together
and, finally, the adults interact while the baby is placed in the ‘third party’ position. Family
members sit en face in a triangular configuration as they enact these four parts; even very
young infants can participate if properly seated upright in an infant carrier or seat that gets
placed on a table so that the infant’s face and body rest at what would be chest height for the
adults. Families should understand the purpose and set-up of the interaction in advance;
detailed guidelines for proper employment of the clinical LTP assessment are detailed
elsewhere [44].

Typically, interactions are videotaped and reviewed by clinicians after the assessment
session ends and before the following session with the family. As with all assessments
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informed by family systems approaches, when evaluating the video footage special credence
is given to the behavioral sequences and interactions revealed during the interaction. Such
interactions belie much of what is necessary to know about structural and communication
patterns and problems in the family; clinicians are looking for signs of co-parenting
cooperation, interference and disengagement. The adults’ behavior with one another and
with the child will provide useful insights into family resources as well as problems; the
family hierarchy (who takes charge, whether leadership is ultimately shared) and roles of
the different adults and of the child in the family’s dynamics can later be queried with the
co-parenting adults as relevant footage is reviewed with them [45]. Of ultimate interest is
identification of problematic coalitions and boundaries within the system so that these can
be addressed during interventions with the family [7, 45].

Though initially designed as a three-person assessment, the LTP has been adapted to
accommodate families with one or more siblings, in two versions: the Lausanne Family Play
(LFP), structured in four parts as the LTP [11], and the Lausanne Pic-Nic, a free play
situation where the family is asked to simulate a picnic [46]. Inclusion of all principals in
family assessments is strongly recommended. As family therapists caution, observations are
most useful when all of those individuals principally involved in the maintenance of the
problematic patterns participate in the session. Impressions of family dynamics and com-
munication patterns often shift significantly when a sibling participates in an assessment [14].

Especially pertinent to co-parenting assessments is how the co-parenting dynamics can
change if a live-in grandparent who had been absent during earlier family sessions subse-
quently attends a session. In such cases, a different sequence pattern or alliance structure is
often revealed [1]. Hence at minimum, the clinician must obtain but be sensitive to the
limitations of triadic data alone in such families, for the entire point of taking the time to do
an observational evaluation at all is to better understand the invisible family structures that
may be maintaining the child’s referral problem.

Semi-structured play/teaching observations

When there are several family members, the clinician can elect to use semi-structured
observations (most typically some form of teaching and family play) to augment or
substitute for the formal LTP or LFP assessment. Such data can be particularly revealing
if compared with parallel dyadic (caregiver–child only) or triadic (co-parents and one
child) assessments that employ an identical teaching/play format; distressed co-parents’
parenting behavior deteriorates as they shift from dyadic to triadic settings, whereas the
parenting of non-distressed adults stays more consistent across settings [47].

Another major advantage of use of semi-structured teaching and play tasks is that they
would usually involve a wide variety of objects and games, allowing the family members to
move freely about the room rather than remaining in one assigned place. These advantages
are counterbalanced by several major disadvantages – that the crucial systematicity of the
LTP or LFP assessment is lost, that family members can and often do wander out of camera
view or get distracted by some peripheral object or event, and that the presence of subtle,
often very meaningful, behaviors can more easily go undetected given the challenges in
tracking multiple mobile people.

It is usually most ideal, especially with young children, to have the family seated for some
interactions and mobile for others. This also often allows the clinician to establish whether a
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seemingly less-dominant partner becomes more active when constraints are removed, or
whether the same partner structures and organizes things regardless of the nature of the task.

Assessing withdrawal during co-parenting discussions

An assessment paradigm especially useful for evaluating withdrawal from co-parenting is a
staged ‘who does what’ dialogue between adults [48], using Cowan and Cowan’s [17] Who
Does What (WDW) instrument. Each parent individually completes the WDW, rating 24
childcare activities on a scale from 1 (she does it all) to 5 (we divide equally) to 9 (he does it
all). After independently completing WDWs, partners are instructed to share their
responses and reach consensus on each item; neither partner knows in advance they will
be asked to share or adjust their original answers. Discussions are videotaped, so clinicians
can take note of and later review with partners segments where each person broke off from
active communication and collaboration by shutting down, participating minimally, show-
ing little or no resistance when confronted with dissonant views, and/or allowing the
partner to unilaterally determine the ‘consensus’ co-parenting ratings. In some families,
no evidence of withdrawal or non-participation will be evident. In others, clinicians will see
multiple instances of acceding to and distancing from the partner and little to no provision
of input. These episodes are useful touch-points when pursuing later discourse between
partners about what happens when they disagree.

Co-parenting interviews

Interviews with co-parents are indispensible in assessments of co-parenting. They provide
succinct, relevant information about how the adults function, and reveal concerns har-
bored by parents not always accessible from observational data. A number of formal
interview protocols have been published in the empirical literature, but there is no one
favored instrument or protocol that has become a gold standard for clinical assessments.
Most begin by establishing:

• Who the different co-parents are;

• How much time each adult ordinarily spends with the child in a typical week, when, and
in what contexts (alone or as a family); and

• Which people get involved in which ways in looking after and socializing the child.

They then query individual parenting practices – what patients see as their own, and as each
of their co-parents’ strengths; and what they would want to change about both their own
parenting and that of each co-parent. It is useful and revealing to ask what things patients
believe their co-parents do especially well, for it can be diagnostic if someone is unable to
name any of their co-parent’s gifts or talents in parenting their shared child.

Also queried is what has gone well in how parenting has been shared between the
co-parenting adults, and what circumstances especially need to change if the adults are to
provide a healthier parenting environment for the child. If pressed for time, clinicians can
move straight to asking patients to name their major differences with their co-parent
concerning what is best for the child, and the ways they believe these differences might be
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affecting the child. Table 32.1 summarizes important general guidelines for interviews, and
questions that can be posed about specific co-parenting processes and dynamics. Such
details are helpful in planning co-parenting interventions.

Self-report questionnaire surveys

Finally, we wish to make brief mention of self-report surveys. Though used most often in
research settings, the constructs these surveys assess are of interest and can be of some use in
co-parenting assessments.

Surveys used to assess mother–father co-parenting alliances

Among the surveys used commonly with two-parent co-resident families are a 20-item
Parenting Alliance Measure [22] that queries the degree of support adults feel from
one another in their co-parenting alliance, and a 17-item Co-parenting Scale [14] on
which parents rate behaviors they engage in that strengthen or undermine their
co-parenting alliance. Alone, these surveys are of limited clinical utility but within
the context of a more thorough evaluation designed to identify both co-parenting
assets and co-parenting problems or liabilities, they can help crystallize problems for
later follow-up.

Table 32.1 Interviews: questions parents can be asked

General

• Who are the major people involved in (child’s) life as parents/caregivers?

• Tell me some things (co-parent) does that (child) responds really well to.

• What are the biggest differences of opinion that you and (each co-parent) have about what works

best for your child?

• In what ways do you think these differences might be affecting your child?

More Specific

• Do you have trouble trusting (co-parent) to handle your child in certain situations in a way that

allows you to feel comfortable? (Probe if yes)

• Does (co-parent) scrutinize your parenting far too closely? (Probe if yes)

• How often do you feel unsupported or not trusted as a parent by (co-parent)?

• When you are unhappy with how (co-parent) is handling the baby, how well are you able to say

something to him or her about your feelings?

• When you do try to discuss parenting differences, how frequently do you get ‘‘stuck’’ without

being able to come to a mutually agreeable decision?

• How often do you say things to (child) criticizing (co-parent’s) parenting or demeaning them to

the child? (Also probe answers to frequency questions)
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Surveying co-parenting in multigenerational families

Though used most often with two-parent nuclear families, the themes the surveys described
above address are also relevant for families where relative caregivers co-parent. Many core
issues in parent–grandparent co-parenting alliances mirror those of nuclear families, despite
unique distinctions in other ways. Lack of co-parenting support is an especially salient issue
in families where parents must be separated from their young children for periods of time,
such as when they serve jail or prison sentences for drug-related or other criminal offenses
[49]. Particularly when the incarcerated parent is a young child’s mother, a sense of disen-
franchisement consolidates and often triggers maternal depression and despondency.

In such family situations, it is most often the children’s maternal grandmother (and not
the children’s father) who takes on the primary co-parenting role though just as in nuclear
families, the co-parenting adaptations that are made vary widely. Some grandmothers take
pains to keep mothers’ spirit and positive presence very much alive for the child while
mother is away. Others berate the mother for her wrongdoings and inadequate parenting
and instill dread in the children about the eventual return of the absent mother. Still others
make no mention of mother at all during her absence. In these ways, the particular
dynamics of promoting family integrity, of creating conflict and dissonance, and of
exclusion that are captured by certain of the Co-parenting Scale items can be relevant in
mother–relative kinship families. These items may also be useful in capturing dynamics
relevant in ‘fragile families’ (where the child’s mother and father do not marry and are not
co-resident). Hence the Co-parenting Scale can be a useful tool when the aim is to heighten
co-parents’ sensitivity to positive and negative behaviors they may exhibit that serve to
strengthen or cripple co-parenting solidarity, though it does not provide useful diagnostic
guidelines or clinical cutoffs.

Surveying post-divorce family systems

Finally, because co-parenting relationships remain extremely important to the mental
health of both parents and children in post-divorce families, Ahrons [50] designed a
Quality of Co-parenting Communication Scale to assess both the quantity and quality of
parents’ ongoing communication about the child. Clinicians may find this survey useful in
work with post-divorce couples, but they can also ask directly about key parent behaviors
that telegraph how the co-parenting alliance is functioning. Parents’ responses to these
queries are of great aid in conceptualizing dynamics of the co-parenting relationship. Some
examples of pertinent co-parenting dynamics to inquire about include:

• Can the co-parents speak to one another without hostility, arguments and criticism?

• Can they control anger when communicating with one another?

• Do they shield or fail to shield the shared child from conflict?

• Do they assure the child that they support and value the child’s relationship with the
co-parent(s)?

• Can they discuss/agree about child discipline; children’s schedules/routines; TV/movies
the child is allowed to watch, and other related issues?
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• Do they interrogate the child about the co-parent’s private life?

• Do they have the child keep secrets from the other parent?

• Do they pressure the child to align or take sides with them?

• Do they campaign to alienate the child from the other co-parent and to hate that person?

• Do they make unilateral decisions or fail to share information with the co-parent about
the child’s education, activities and medical issues?

In summary, self-report survey data can be useful in the context of a comprehensive, culturally
informed co-parenting evaluation. Because a central aim of co-parenting assessments is to
identify the degree of incompatibility in the co-parents’ views of the child, and of what is best
for the child, reports by each co-parent of child behavior on formal survey checklists can also
be useful in helping to make this judgement. However, parents can also be asked directly how
they perceive the child; how they feel about discipline, brokering children’s peer relations, and
the like; and whether their views resonate or clash with those of the co-parent.

In families exhibiting co-parenting distress, there are significant differences between the
adults in whether or not they see their child as having problems of significance [15]. In
other words, when there are co-parenting problems, the adults do not always even agree on
whether their child is exhibiting problems that should be cause for concern. Knowing how
each adult perceives the infant or young child is centrally important in conducting
responsible co-parenting assessments, and self-report survey measures are one means of
facilitating this conversation with families.

32.8 Conclusion

Our aim in this chapter has been to introduce mental health professionals to the impor-
tance of co-parenting alliances as part of their evaluation and conceptualization process in
work with any patient who is a child or a parent. Such assessments augment in necessary
ways, but do not replace, responsible assessments of parenting competency, risk and other
core principles of ethical assessment practice [51]. It is essential to help establish functional
co-parenting alliances between the individuals who share the parenting role, including and
perhaps especially in those families where one or both of the parents are psychiatrically ill, if
the adults are to overcome the almost inevitable difficulties in their families. Unfortunately,
even the best designed of interventions often fails without the coordinated cooperation of
all adults involved.
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Legal assessment of parenting
competency

Jean-Victor P. Wittenberg
The Hospital for Sick Children, Toronto, Canada

33.1 Introduction

This chapter explores the role of the infant mental health professional assessing the parenting
competency of parents with infants or young children. Parenting competency, or parenting
capacity, is a concept that straddles the fields of infant and adult psychiatry and also the
medico-legal interface. Although inexactly defined in operational terms, it clearly refers to the
degree of ability and motivation that parents have for rearing a particular child in a safe and
supportive manner within a particular context. It becomes the salient question either when
we encounter a child about whom we have child protection concerns or when the child
protection system or the court system asks us to provide an opinion.

Infant mental health professionals are dedicated to improving the mental health of
infants and young children. Thus we are committed to promoting the support of their
families for those infants and of their communities for those families. To conduct a
parenting capacity assessment we must address the needs and rights, vulnerabilities and
strengths of both children and parents, and beyond that the vulnerabilities and strengths of
our communities and society in general. As with many concepts that fall into the border-
land of separate fields, controversies and compromises abound when we try to implement
the principles and philosophies of any one. For example there are large cultural and
religious differences between different parts of the world. These differences impact
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significantly on how babies, children and the responsibilities of parenting are conceptua-
lized. Not all are in keeping with findings in scientific literature. Ideally when we intervene
whether to provide therapeutic services or to conduct evaluations, our goal is to improve
children’s mental health. When we intervene with infants and toddlers to participate in
decision-making for their futures, what we offer may have lifespan consequences. There is
no one right way to conduct parenting competency assessments; there is no gold standard.
All assessments must take notice of the context within which the assessment takes place. It
is clear however, that much remains to be understood and there is much room for
improvement.

33.2 Definitions of maltreatment

The question of parenting capacity arises in the context of possible child maltreatment. Child
maltreatment is a legal concept, differently defined in different jurisdictions. Almost every
country in the world however has signed the United Nations Convention on the Rights of the
Child (1989) [1], which recognizes that families are the primary source of care and protection
for children. Beyond that the Convention requires nations to provide special protection and
assistance to children to enable them to reach their full potential as adults. Thus the
Convention requires us to support families and also to protect children within families.
Article 19 of the Convention requires governments to take all appropriate measures to protect
children from abuse and neglect while in the care of the parent or legal guardian.

Each jurisdiction defines abuse somewhat differently. A review of legal definitions is
beyond the scope of this chapter. Legal definitions are held within the context of cultural
beliefs. There are wide variations: e.g. between secular and religiously observant cultures,
between predominantly rural undeveloped and industrialized urban settings, between
wealthy and deprived areas, etc. There may be differences between different countries
and between different locales within the same countries, even within the same city. In
order to make significant differences for infants and families, assessors have to be knowl-
edgeable about the setting, the local beliefs and the scientific literature. Some parental
behaviors that are seen as maladaptive in one setting might be adaptive in another. This
chapter does not try to encompass the wide cultural variations that exist across the world
except to caution that they must be taken into consideration when a parenting capacity
assessment is carried out.

The Child and Family Services Act in Ontario, Canada, similar to laws in many other
jurisdictions, states that:

1 The primary goal is to promote the best interests, protection and well-being of children.

2 In addition, support should be given to support the autonomy and integrity of the family
unit and, wherever possible, should be provided on the basis of mutual consent.

3 It recognizes a child’s need for continuity of care and for stable relationships within a
family and cultural environment.

Thus our responsibility as a community and as a country is to support family functioning as
well as to protect children from maltreatment and developmentally adverse experiences
such as impermanence, instability and loss of cultural ties.
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A Parenting Capacity Assessment (PCA) provides an opinion from an expert consultant
as to whether a child should remain with particular caregivers or should be removed by
force of law. Impermanence of caregivers has special significance for infants and toddlers
who are in the process of forming attachments that optimally provide them with feelings of
security. Decisions to remove infants and young children from their caregivers thus have
implications for models of relationships that can persist for many years, even for a lifetime.
Secure models of relationships are associated with significantly better outcomes in many
areas of functioning. A decision to terminate a caregiver–child relationship or alternatively
to leave a child in a compromised caregiver–child relationship is a life-altering decision.
This is true for the child who is removed from parents and also for parents who lose a child.

A child is defined as being in need of protection when the child has suffered or is at risk
of suffering physical harm, emotional harm or sexual abuse which is either inflicted by the
person having charge of the child or caused by or resulting from that person’s failure to
protect the child. Thus maltreatment can occur either by acts of commission or by acts of
omission. Neglect is as damaging as abuse [2]. Parents are also responsible to provide
needed medical care for children and the care needed to protect their healthy development.

One difficulty in recognizing maltreatment lies in different perceptions of what mal-
treatment is. As early as 1992, Aganathos-Gorgopoulou wrote:

International data suggest that child maltreatment is the product of a complex interac-
tion of parental characteristics and the social and cultural conditions in which they exist.
The value placed on children, on different categories of vulnerable children, on child-
rearing practices (including views on physical punishment and the informal social
sanctions regarding children and family organization and functioning) are central to
the study of the phenomenon within each specific culture. [3]

More recent studies have supported that view. Many reports find that while extremes of
maltreatment are recognized with similarity across cultures, other forms of maltreatment
are overlooked and may be seen as normal within the culture (e.g. [4]). In other cases those
who experienced particular forms of behavior that might be considered maltreatment
tended to justify it [5]. Thus there are both cultural and individual factors which tend to
create bias. The same biases can be at work and must be brought to their awareness in those
who perform parenting capacity assessments.

Assessors must be aware of their power. In one review of British cases, 73% of disposi-
tions followed the assessor’s recommendations entirely [6]. Another study [7] found that
many parenting capacity reports did not conform to guidelines recommended by the
American Psychological Association. There is significant concern therefore, that parenting
capacity reports are failing to provide the unbiased and informed opinions that the judicial
system needs in order to make life-altering decisions for infants, children and youth as well
as their parents.

33.3 Assessment is an intervention

Insofar as the purpose of infant mental health professionals who carry out parenting
capacity assessments is to improve the overall mental health of individuals, attention
must be paid to the impact of these assessments on children and families. Do the
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assessments protect those children who need protection? Do they lead to better alternatives
for the children who are taken into care? Do the assessments lead to improvements in the
mental health of families and children who are kept together by helping them access
the help they need to function better? The data to answer these questions has yet to be
collected. At present decisions are made in the absence of good outcome data [8].

Even when guidelines for parenting capacity assessments are followed there are major
concerns about the effectiveness of the approaches that have been used not only by those
carrying out the assessments but by social policy in general. Devaney and Spratt [9] wrote
that there has been a perceived lack of progress in reducing the incidence of child abuse, and
in improving the outcomes for children in both the short and longer term. Rather than
trying to solve what they describe as a ‘wicked problem’, one that cannot be solved by
directly applied solutions, they argue for earlier identification of and intervention with
children who are experiencing multiple adversity, such as those living with parents misus-
ing substances and those exposed to intimate partner violence. Theirs is more of a
preventive approach that recognizes the failures of the present system.

Others have expressed concern about the present model for child protection. An
alternative model called Therapeutic Jurisprudence has as its goal to turn judicial decisions
to therapeutic goals [10]. At present the model has been much more developed within the
criminal court systems (e.g. drug abuse courts, domestic violence courts) but it is also being
developed in family courts (Canada) or juvenile courts (USA) where child custody issues
are decided [11]. The power of the court is used to support respectful, open-minded
relationships that recognize family strengths and potential, to coordinate child and family
needs and resources, to track progress and provide accountability, to educate professionals
about infant mental health, etc. [10].

At the same time, reports refer repeatedly to worsening trends in the mental and
emotional life of families that appear in family courts in the USA [11]. Data collected by
Wittenberg and Goodman (unpublished survey [12]) found that although referrals to child
protection in one region had increased over the past three years, court involvement had
decreased. This may seem to suggest that the severity of cases had decreased, however
changes in government policy clearly affected case disposition. Whether cases were being
handled with greater benefit to parents and children was unclear.

Reports based on studies from around the world identify maltreating families as more
isolated and socially disconnected than others (e.g. [13]. Thus it may be that those cases
which need it most are hardest to reach with offers of help.

Some interventions can be useful. For example, Zeanah et al. [14] found that some families
could in fact be helped by a comprehensive preventive intervention in that rates of maltreat-
ment for children who were taken into care decreased significantly subsequent to the
intervention. However they also found that a greater number of infants and young children
were not returned to their families of origin in the intervention group, probably because
family functioning and degree of risk to the child were more closely scrutinized in those cases.

33.4 Infants and toddlers are a special group

There are concerns about the fate of all children and adolescents who experience maltreat-
ment. Maltreatment is likely to have deleterious effects on children of all ages but there are
particular concerns for children who are maltreated in their first years [15]. A large
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literature has found lifespan difficulties that include social problems, learning problems,
self-esteem difficulties, mental health problems, physical disorders, etc. associated with
adverse experiences in the first years. All of these are related to problems in infants’ primary
relationships.

Infants and toddlers from the child protection populations are over-represented in adult
populations with high levels of pathology. They tend too to pass on their difficulties to their
own children. This becomes an expanding, perpetuated social problem associated with
many costs (financial, social, criminal, etc.) to our communities [16].

In part infants and toddlers are a group which is particularly vulnerable to lifespan
consequences because of the nature of brain development in the early years. Children and
youth who had experienced abuse were found to have smaller brains and larger ventricles, a
finding that was more significant for those who experienced the abuse earlier in life [17]:
‘Experience-based brain development in utero and the early years of life can set brain and
biological pathways that affect health, competence and well-being’ [16, 18]. Early experi-
ences affect not only brain development but also the endocrine system (e.g. cortisol), the
immune system and genetic expression through influences of the epigenetic systems.

33.5 Models of parenting capacity assessment

Caution must be exercised insofar as joining a mental health-care intervention with a
judicial intervention. In order to provide a neutral and objective opinion, if that is ever
possible, assessors should not be otherwise involved in the case. Previous involvement as a
therapist or as a professional who made the referral to child protection services can bias the
assessment. Even a professional who has carried out a clinical assessment of the child and
parents may be biased because the focus of attention and model for interactions are
significantly different in the two roles.

When accepting an undertaking to provide an opinion on parenting capacity, the
professional needs to know beforehand, what specific questions are to be addressed. The
relationship between the court or the child protection agency and the assessor must be clear
and should be at arm’s length. The assessor must be free to agree or disagree with the
opinions of the referring agency, if that agency has expressed an opinion. The assessor’s role
is that of a consultant expert in some areas relevant to child development and parent–child
relationships. The consultant can offer information and opinions within that area of
expertise but not beyond it. The consultant must be as aware of what he does not know
as of what he does know; of what is validated, empirically based information, the strength of
that empirical base and its limitations. These guidelines are as relevant to the consultant’s
report as to any appearance to testify in court.

When being introduced to the family, the assessor must be sure that they understand his
role. It is a role that is very different than that of health-care worker employed by the family
for its own benefit. Parents do not have the right to use their discretion as to whether or not
they will follow up on suggestions and recommendations made to them. They should be
clear that confidentiality will not be maintained; all information they offer and all observa-
tions and opinions will be made available to the referring agent, which may be the child
protection agency, the court, counsel for both sides, etc. At the same time it is important for
parents to feel able to present themselves freely and in as good a light as possible. What
parents and the assessor have in common, in almost all assessments, is what is in the best
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interests of the child or children involved. This can be made explicit and can help parents
feel able to share a goal and help them find a way to engage in the assessment process.

There have been a number of approaches described for carrying out parenting capacity
assessments. These vary as to the numbers of individuals involved, the frequency of
assessment meetings, the use of standardized measures, etc. Some are done within the
context of a therapeutic intervention such as a therapeutic access visits. A few have been
described for specific application to infants and toddlers.

Steinhauer and his group [19] developed a manual that organized the collection of
information into four areas: context, child, parent–child relationship and parent.

• Context including supports and stresses in the social environment; poverty; other rela-
tionships. This includes a careful assessment of the marital relationship if one exists.
Some partners enhance a parent’s functioning. Others compromise it and increase the
risk to children.

• Child vulnerabilities, challenges and needs in the child; the child’s history with these
parents and how that history has affected her behavior, self-esteem and any medical,
psychiatric, cognitive or social difficulties that make extraordinary demands on parents

• Parent–child relationship the predominant patterns in the parent–child relationship and
the nature of the attachment between parent and child. Direct observations of parent–
child interactions are called for in this assessment.

• Parent characteristics including impulse control, acceptance of responsibility, behaviors
affecting parenting, manner of relating to society and use of clinical interventions. The
parent’s history from infancy to adulthood needs to be reviewed carefully. A history of
being abused as a child does not mean the adult will be abusive as parent. If a parent shows
reasonable parental functioning at one point in time, but a long-term pattern of better
functioning and recurrent relapses into maladaptive functioning the assessor must consider
the depth of the regressive drops in functioning and the risks and challenges it poses for a
child. This can be the case for parents with serious psychiatric or substance abuse issues.

Many of the same categories are included in descriptions of other models. Almost all apply
to parenting children and adolescents as well as infants; however, although attachment
theory is often referred to, infants are almost a footnote in most guidelines.

Other authors cover the same territory with somewhat different emphases. Budd [20]
and Azar et al. [21] comment on the need to focus on the parent’s behaviors and skills as
they relate to a parent–child relationship and to rearing a specific child. They also discuss
parents needing to meet a minimal standard of parenting; however, this is very difficult to
define. Donald and Jureidini [22] prioritize the parental ability to use reflective functioning
in the context of the parent–child relationship. They write that parents must be able not
only to accept their particular child but also to ‘accept and be prepared to address their own
intrinsic characteristics’. Schmidt et al. [23] provide guidelines from a perspective that
emphasizes attachment findings. Each of these approaches clearly adds a useful perspective
to the assessment work.

Some approaches emphasize the use of standardized measures and these may be useful
for professionals trained in their application, scoring and interpretation. Some measures
such as semi-structured interviews tend to be quite long and demand a high degree of
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training to achieve reliability in administration and scoring. Azar et al. [21] also makes the
point that most measures assess individual characteristics and what is most relevant is the
functioning of the parent and child together, of the relationship. In addition these instru-
ments are not validated for use in this population [20].

There is a risk, when using measures, of creating an air of scientific truth but validity has
yet to be demonstrated. Even when test outcomes have been shown to have significant
associations with risks for maltreatment, it must be recalled that this data comes from
comparisons of group scores and is usually retrospective rather than prospective; true from
history but questionable when predicting future behavior. Parenting capacity is evaluated
in a court room on an individual basis. Decisions must be based on assurances that are
higher than the 5% level of confidence we accept for scientific validity. We would not want
to remove 1 in 20 children from their parents without cause. We would not want to leave 1
in 20 children with maltreating parents. Caution must be applied before drawing conclu-
sions of test results in individual cases. Nonetheless these measures can add useful informa-
tion in the context of a more comprehensive assessment.

33.6 Core competencies for professionals doing parenting
capacity assessments with infants

Some guidelines for PCAs have been written with infants and young children in mind.
Harden [24] and the Michigan Association for Infant Mental Health [25] both cover much
more than the PCA. Both emphasize the need for professionals who carry out PCAs that
involve infants or toddlers to have taken special training in order to become expert in infant
mental health. Professionals need to have knowledge about:

• How infants learn both cognitively and emotionally about the world and especially the
world of relationships.

• Healthy and deviant development in all domains including gross and fine motor func-
tioning, cognition, normal development from basic to complex emotions, emotional and
behavioral regulation, social development. (This is crucial knowledge because of the high
incidence of children with developmental delays in the child welfare population.)

• The development and presentation of secure and insecure attachment, with emphasis on
disorganized attachment and attachment disorders.

• Psychopathology as it appears in infants and toddlers including specific syndromes such
as post-traumatic stress disorders, pervasive developmental disorders, etc.

• Resources that are available in the community to support infants, toddlers and parents.

They need to have skills in assessing a parent’s capacity and motivation to:

• Attend to an infant’s physical needs, to protect an infant from harm and provide a safe
environment.

• Attend supportively to an infant’s normal development at different ages along all lines of
development.
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• Recognize illness or developmental difficulties in the baby and to seek help for them.

• Invest emotionally in the infant even when tired and stressed.

• Maintain a positive feeling for the baby and to understand the baby’s behavior as
informed by developmental understanding.

• Accurately read and effectively respond to an infant’s cues and signals about physical and
emotional experiences.

In addition these professionals need to be able to assess knowledge, skills and capacities that
a parent of a child of any age must have to parent effectively and to be aware of disorders
that may compromise parenting:

• Mental health and addiction or substance abuse problems and how they are likely to
impact parenting and the parent–child relationship;

• Impulse control and frustration tolerance;

• The parental relationship, any degree of conflict and especially of domestic violence; the
influence of parental partners (or other residents in the home) on each other as parents;

• The capacity to see the child as a separate being with a mind of her own when the parent is
relaxed and also when stressed, especially when stressed by the child;

• The parental capacity to recognize areas in which they need to improve including
those areas that may have led to maltreatment of the child; parent acceptance of their
responsibility for the child;

• The capacity to recognize the workings of one’s own mind and one’s own foibles and
vulnerabilities;

• The capacity to be involved in the community and to work with other parents, teachers,
health-care workers and other professionals as the child needs them.

There are a few further important points made in descriptions of PCAs and the profes-
sionals who conduct them:

• Professionals must be able to recognize parental strengths as well as deficiencies. The
possibility of bias in the assessor can blind them to parental strengths or deficiencies. Bias
can arise from culturally determined beliefs. When the assessor is from a different culture,
he may be more likely to be intolerant of unfamiliar behaviors in parents. When he is
from the same culture he may not notice maladaptive parenting practices.

• Professionals must directly observe interactions between parents and children especially
infants and toddlers. There are some calls for observations made in different locations at
different times. It may be sufficient to make observations in a location familiar to the
assessor who has seen many families interacting there and thus can make comparisons.
Alternatively it may be sufficient to observe interactions in a location with which parents
and child have become familiar, such as the parental home if visits occur there, or in a
supervised child protection site if access visits have been occurring there. If the child is in
foster care, observations of the child with the foster caregivers should be included. When
there are two or more adults who will have responsibility for the child, all should
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be observed together and individually with the child. If there are more children in the
home, it is useful to observe the parents with all the children to see how they cope with
those added demands.

Assessors must seek to observe and understand the effects of parent or caregiver and child
on each other. They must also assess to what degree the parent can make these observations
of interacting influences themselves and can use these observations to guide their interac-
tions with the children.

• Assessors must collect information from multiple sources. These include reports from
foster caregivers, pediatricians or family doctors, psychiatrists, psychologists, physical or
occupational therapists, individual or family therapists, etc. who provide health-care
services to child and/or parents; daycare workers and teachers, access visit supervisors;
child protection workers; etc. Interviews with other important informal sources of
support in the family’s social circle are also necessary if those supports are likely to
provide what the parents need in order to function reasonably effectively.

Finally the assessor must come to conclusions about the following questions:

• Under what circumstances if any, are these parents capable of providing the support,
stimulation, protection, treatment, education and recreation their child needs? Are they
able to provide the constancy, stability and predictability that children need for security
and healthy development?

• What are the challenges this particular child presents to these parents? What challenges
would the child present to any parent?

• What will the child need in the way of support, stimulation, protection, treatment,
education and recreation? In particular what extraordinary demands will this child
make on parents? What will be the outcome for this child in the absence of those
interventions as opposed to the outcome should those interventions be in place? Will
parents be able to collaborate with community professionals and other parents to make
those resources available to their children?

• What particular challenges do these parents present to this child? In some cases merely
the presence of the parents causes disorganizing anxiety for children who have been
maltreated.

• If parents need special education or treatment, will they avail themselves of those and are
these likely to make a significant difference to their functioning as parents?

• Are the circumstances and supports available to parents sufficient to maintain their
parental functioning?

33.7 Conclusions

1 The professional carrying out a parenting capacity assessment must integrate and apply
knowledge of multiple systems and bodies of knowledge, to provide information and
education to the child protection system or the judicial system with the goal of promot-
ing the mental health and development of infants, young children and their parents.
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2 Assessors must be aware of potential bias in themselves and others in the system.

3 Consultants providing PCAs that involve infants and toddlers need special training in
infant mental health and development.

4 Outcomes in the child protection field are not yet well understood or supported by
empirical data. Research is needed.

5 Parenting capacity is a functional, dynamic concept influenced by the nature of the
parents, the child or children, and the circumstances and context within which they find
themselves. Assessment must include observations and reports of functioning in differ-
ent circumstances that include more and less stress and should include a review over long
periods of time looking for significant fluctuations. These are in conflict with the degree
of permanence that infants and young children need.

6 It may be that optimal outcomes will be fostered by more preventive, therapeutic
approaches that include collaborations between mental health workers, child protection
workers, providers of social services and the judicial system working within a model of
therapeutic jurisprudence.
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34
Psychotropic drugs
and lactation: to nurse
or not to nurse

Zivanit Ergaz and Asher Ornoy
Institute of Medical Sciences, Jerusalem, Israel

34.1 Drug excretion into breast milk: general considerations

Human milk is the best nutrition for the newborn infant at least during the first few months
of life. It is perfectly suited for the infant’s gastrointestinal tract and also contains variable
growth factors and protective factors against infection. It addition, nursing is an important
factor in bonding and in maternal satisfaction with her growing child. Hence, breastfeeding
is strongly advised and indeed the percentage of mothers nursing their infants is constantly
rising [1, 2].

Nowadays, many women at childbearing age are on chronic medication including the
period of pregnancy and lactation. Among the largest groups of drugs of chronic and
continuous use are the various psychotropic drugs: i.e. sedatives, antidepressants, anti-
psychotic and antiepileptic drugs. These drugs are being used by more than 10% of
lactating women [1, 2].

Most medications used by the nursing mother enter to some degree into breast milk,
exposing the nursing infant to different levels of the drug (Tables 34.1 and 34.2). Its
concentration in the milk is dependent on adult drug T½ (the time required for a drug
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to be metabolized by half ) maternal dose, mode of intake and type of drug. Usually, the
doses entering breast milk are low and have sub-clinical effects and many of these drugs are
undetectable in the serum of the nursing infant. In addition, the total dose reaching the
nursing infant also depends on the amount of milk ingested by him. If the infant is fed on
milk only, the daily intake is about one sixth of the infant’s weight (i.e. about 150ml milk/kg
body weight). Therefore even if the ratio of milk to maternal plasma concentrations is 1.0 or
over, the nursing infant will ingest about one sixth of the maternal dose. For many drugs,
the milk/plasma ratio is less than 1.0.

However, the susceptibility of the young infant to some drugs may be higher than that of
the mother and therefore several drugs given to the nursing mother may cause definite
clinical symptoms in the nursing infant. On the other hand, for a mother that is using
psychotropic drugs, nursing might be a very important event that might contribute to her
mental health. Hence, the treating physician should take into consideration the benefits of
nursing to both the infant and mother before advising to refrain from nursing. It is also
important to note that Teratogen Information Services in Israel, Europe and the USA are also
qualified to advice as to the possible dangers imposed by specific drugs on the nursing infant,
and they can always be contacted either by the treated mother or the treating physician.

Most psychotropic drugs enter human milk in relatively low concentrations and there-
fore only rarely induce clinical effects in the nursing infant. However, as these drugs are
often used by nursing mothers we will refer to each one of these drugs separately, within the
group of drugs it belongs.

Table 34.1 Factors affecting drug concentration in breast milk

Maternal drug dosage "
Maternal plasma drug level "
Adult T ½ "
Proximity to the time of drug ingestion by the mother "
Drug pharmacokinetics

Drug molecular weight #
Drug protein binding #
Drug lipid solubility "
pKa "
First few days post-partum – large gaps between alveolar cells in milk buds "

Table 34.2 Factors affecting infant’s drug brain level

Breast milk drug level "
Infant breast milk intake "
Drug oral availability "
Infant’s plasma drug level "
Reduced infant’s liver and kidney function during the first few months "
Drug binding to albumin #
Immature blood brain barrier during the first few months "
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34.2 Benzodiazepines

Benzodiazepines are used to control anxiety, panic attacks and seizures. The data concern-
ing their use during lactation is based mainly on a small number of case reports.

According to the American Academy of Pediatrics (AAP) benzodiazepines, like
other psychotropic drugs, have an unknown effect on these nursing infants and their use
may be of concern [3]. On the other hand, the short-acting benzodiazepines: midazolam,
clonazepam, clobazam and nitrazepam – are considered by the World Health Organization
(WHO) group on human lactation safe for a short time if the maternal dose is low [3, 4].
Low passage was reported in lactating women supplemented with these drugs and no
adverse effects were observed. Schaefer et al. [5] consider low doses of oxazepam and
diazepam as the drugs of choice in this group for breastfeeding mothers, and put no
limitations on the use of one or few doses of any of the benzodiazepines.

All benzodiazepines are distributed into human milk with peak concentrations in
approximately 60 minutes. However, many of them are transferred in low concentrations.

The more commonly used benzodiazepines will be discussed here.

Clonazepam

Peak level: occurring within four hours of dosing. Adult T½: 18–50 hours; neonate T½:
140 hours; protein binding: 50–86%; milk/plasma concentration ratio: 0.33–0.37.
Clonazepam was detected in only 1/10 infants exposed to the drug during pregnancy and
the post-partum period, and not in the one whose mother was treated exclusively post-
partum. No adverse effects were described in any of these infants. A female infant that was
breastfed by a clonazepam-treated mother, who developed apnea, cyanosis and hypotonia
within a few hours from birth, recovered, and the symptoms resolved within five days
despite breastfeeding continuation.

Diazepam

Adult T½: 20–65 hours; neonate T½: 400 hours; protein binding: 99%; milk/plasma con-
centration ratio: 0.1–0.5. Diazepam has three active metabolites: desmethyldiazepam, tema-
zepam and oxazepam. Although no adverse clinical effects were found in several breastfed
neonates despite measurable drug levels, a case report of lethargy in a breastfed infant exposed
to diazepam 10 mg t.i.d. and finding of the active metabolite oxazepam in the breast milk and
infant’s urine, led to a recommendation of lower drug dosage during lactation [6].

Midazolam

Adult T½: 2.5 hours; neonate T½: 7 hours; milk/plasma concentration ratio: 0.09–0.16. In
several studies no measurable midazolam levels were detected in breast milk from mothers,
7 hours following 15 mg tablet intake but detectable concentrations were found in milk
from one mother who accidentally took an additional tablet. In another two lactating
women, breast milk concentrations of midazolam and its hydroxy metabolite gradually
decreased, until four hours after drug intake, when it became undetectable [7]. Thus, in low
doses nursing seems to be possible.
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Nitrazepam

Adult T½: 27–30 hours; protein binding: 82%; milk/plasma concentration ratio: 0.18–0.53.
Milk and maternal plasma concentration of nitrazepam was shown to increase by 60% from
the first to the fifth day of treatment, but the milk/plasma ratio remained low and did not
change during this time period.

In summary

It seems that breastfeeding is safe only with some of the benzodiazepines. Most adverse
effects in breastfed infants were described in neonates that were exposed to benzodiazepines
in utero and when the nursing mothers took relatively high doses. In women who take low
doses, adverse effects are unlikely to occur, and nursing is possible. However, since there is
insufficient information, the infants should be followed for signs of neurological depres-
sion, and caution should be taken if long treatment or high dose is necessary [8].

34.3 Phenothiazines

Phenothiazines are used in the treatment of psychosis, but also as anti-emetics and anti-
allergic drugs. The data concerning their use during lactation is based mainly on a small
number of case reports.

They are classified by the AAP as drugs of which the effect on infants is unknown but
may be of concern [3]. The WHO workshop recommended that chlorpromazine and
fluphenazine will be avoided if possible and, if used, the infant needs to be monitored for
drowsiness [4]. Schaefer et al. [5] consider chlorpromazine, perphenazine and triflupro-
mazine in low doses as the drugs of choice in this group for breastfeeding mothers.

Since women with schizophrenia suffer from increased risk of preterm birth and small
for date infants, it is often difficult to differentiate the influence of drugs transferred during
lactation from prenatal factors.

Phenothiazines are excreted into the milk. Their protein binding is about 90%.
The more commonly used phenothiazines will be discussed here.

Chlorpromazine

Adult T½ is 30 hours. In four nursing mothers no clear consistent milk/plasma relationship
was found, but in two cases milk levels exceeded plasma levels. The metabolites were also
found in some of the samples. Of two mothers who nursed their children, one infant of a
mother whose milk level was 92 ng/ml was lethargic and drowsy compared to no adverse
effects in the infant with maternal milk level of 7 ng/m [9]. While chlorpromazine was
detected in the milk following a single oral dose of 1200 mg (20 mg/kg), it was not detected
following a 600 mg oral dose.

Long-term adverse effects were found in three breastfed infants whose mothers were
prescribed both halidol and chlorpromazine and showed a decline in their developmental
scores from the first to the second assessment at 12 to18 months [10].

Normal development was reported in seven infants whose mothers received 50–150 mg/d
chlorpromazine during pregnancy and postnatally, and in adopted infants in Papua New
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Guinea whose foster mothers took chlorpromazine 100 mg/d, or metoclopramide 40 mg/
d or both to induce lactation [11].

Chlorprothixene

Adult T½: 8–12 hours. Chlorprothixene and its metabolite chlorprothixene sulphoxide in
milk exceeded plasma levels. The milk/plasma ratios were 1.2 and 2.6 respectively. The
estimated infant dose of chlorprothixene was calculated to be 0.1% of the maternal dose/kg
body weight.

Perphenazine

Adult T½: 8–20 hours. Milk/plasma ratio was evaluated in one lactating women during two
drug regimens, and found a milk/plasma ratio 0.7–1. The infant’s dose was 0.1% of that
given to the mother. No adverse effects developed during three and a half months’ lactation.

Trifluoperazine (trifluopromazine)

Adult T½: 15–28 hours. Milk and plasma drug levels were evaluated in two nursing women
who suffered from schizophrenia. Milk/plasma ratio was inconsistent; one milk level was
higher and one was lower than the plasma. Both infants were asymptomatic.

Zuclopenthixol

Adult T½: 12–28 hours. Zuclopenthixol decanoate peak serum concentration are obtained
one week after intramuscular injection with clinical effect lasting two to four weeks. The
milk/plasma ratio of zuclopenthixol levels from several schizophrenic women was found to
be less than one, corresponding to very low drug dosage. No adverse effects were noticed
and the infants were asymptomatic.

A relationship between sudden infant death syndrome and the use of phenothiazine-
containing medications is suspected. Although chlorpromazine is structurally related to
promethazine that is prescribed as antihistamine, and promethazine was related to apnea
and sudden infant death syndrome [12], there are no reported cases of either of these
adverse effects among nursing infants exposed to phenothiazines.

In summary

It is preferable to avoid the use of phenothiazines during lactation because there is
insufficient data on their long-term effects. If nursing is necessary, mono-therapy and
infant monitoring are recommended.

34.4 Butirophenones

The butirophenones are used in the treatment of schizophrenia and psychosis.
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Haloperidol

Adult T½: 20 hours. Haloperidol, the most important drug in this group, is classified by
the AAP as a drug which the effect on infants is unknown but may be of concern [3]. The
WHO recommends avoiding using it in lactating mothers [4]. Schaefer et al. [5] consider
haloperidol as compatible with breastfeeding.

Data considering breastfeeding during halidol treatment is sparse. The milk/plasma
ratio is relatively high, and their concentrations in the nursing infant may be in the adult
range. In most cases there are no behavioral changes.

Although developmental delay was demonstrated only in neonates under combined
therapy it is recommended that in women who need haloperidol treatment, human milk
will be given under strict supervision [10].

There is no data on milk concentration or usage during lactation of the other
butirophenones.

34.5 Atypical neuroleptics

Atypical neuroleptics are used in the long-term management of schizophrenia because they
have fewer side effects compared to the classical neuroleptics. The more common drugs are
olanzapine (T½: 12–54 hours), clozapine (T½: 12 hours), risperidone (T½: 20 hours),
quetiapine (T½: 6 hours), ziprasidone (T½: 7 hours), aripiprazole, sulpride (T½: 7 hours)
and benzamide amisulpride (T½: 12 hours). There are no recommendations on the use of
this drug group from either the AAP or the WHO. Schaefer et al. [5] consider several
atypical neuroleptics, especially clozapine, olanzapine, quetiapine and risperidone, as
acceptable for breastfeeding, while they advise to consider avoiding breastfeeding with
other atypical neuroleptics.

Aripiprazole

Adult T½: 75 hours. Milk/plasma ratio in a lactating psychotic woman was 0.18 and 0.2.

Clozapine

Adult T½ is 12 hours. Milk/plasma ratio was found 4.3 and 2.8 at 1 and 7 days post-partum
in a woman who was treated with clozapine from 9 weeks before the delivery [13].
Sleepiness in the breastfed babies of mothers using clozapine was reported in two case
studies [5].

Olanzapine

A milk/plasma ratio of 0.5 without detectable infant plasma levels or adverse effects were
found when a lactating woman developed psychosis 5 months after delivery. Milk/plasma
ratio of 0.84 and no adverse effects on the infants (3 weeks to 6 months) was also found in
5 lactating women. Adverse effects were reported in several olanzapine-exposed infants.
Gardiner et al. [6] found in 7 lactating women milk/plasma ratio of 0.1–0.6; no detectable

390 CH 34 PSYCHOTROPIC DRUGS AND LACTATION: TO NURSE OR NOT TO NURSE



infant plasma levels were found in the 6 neonates evaluated. Four had normal develop-
mental evaluation and only one of the infants had drowsiness that vanished when the drug
dosage was reduced [14].

Quetiapine

Adult T½: 6 hours. Milk/plasma ratio was 0.29 and no adverse effects were reported in a
lactating women during quetiapine treatment. Maximal quetiapine milk level 1 hour after
ingestion with pre-dosage level by 2 hours were found in a women whose infant showed no
adverse effects at 4½ months while being breastfed. Among 6 women receiving combined
drug therapy including quetiapine and either paroxetine, clonazepam or venlaxafine, only
2 had measurable milk levels with low estimated daily exposure below 0.01 and 0.1 mg/kg.
Four had normal developmental score, one was in the lower range of normal development
and one was one point of the normal in the mental score and in the normal range in the rest
of the evaluation [15].

Risperidone

Adult T½ is 3 and 20 hours for risperidone and its metabolite 9-hydroxyrisperidone.
Milk/plasma level was found to be 0.1–0.5 usually with very low plasma levels in the
nursing infant and no adverse effects in the infant. Milk/plasma ratio was 0.42 and 0.24
for risperidone and 9-hydroxyrisperidone, respectively. Normal development at 9 months
was described in another 2 breastfed infants.

Sulpiride

Adult T½: 7 hours. Sulpiride is an atypical antipsychotic that is also used for the initiation
of puerperal lactation by increasing prolactin levels and thereby augmenting milk supply.
There is no data on breastfed neonates.

Ziprasidone

Adult T½: 7 hours. Milk/plasma ratio was 0.06 in a schizophrenic mother treated with
ziprasidone from the ninth day post-partum. Milk drug levels were undetectable during the
first week of treatment and were considerably low later. The mother stopped breastfeeding
at the beginning of the treatment.

There is no data on breastfeeding during ingestion of benzamide amisulpride, amisul-
pride and sertindole.

In summary

There is insufficient data on long-term effects of the atypical neuroleptics. Low drug levels
were found in most milk samples studied and no certain developmental changes were
found in breastfed infants. Hence, it is preferable not to nurse when treated with this group
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of drugs. If indicated, it is recommended to prefer mono-therapy and continue close
monitoring of the infants.

34.6 Antimanic drugs

Lithium

Adult T½: 18–45 hours. The AAP consider lithium salts as drugs that have been associated
with significant effects on some nursing infants and should be given to nursing mothers
with caution [3]. The WHO recommends avoiding breastfeeding if possible [4]. Schaefer
et al. [5] consider low doses of lithium as compatible with breastfeeding, but suggest follow-
up of the nursing infant.

Milk/plasma ratio for lithium was around 0.5 in several studies with infants’ sera levels
about half the milk level and in 11 nursing neonates serum drug levels were up to one
third of maternal serum level and no adverse effect were found in the infants. However,
side effects were described in several infants including transient elevation of TSH, floppy
infant, or other clinical signs. The infants recovered once nursing discontinued [16].

34.7 Anticonvulsants that are also mood-stabilizers

Carbamazepine, oxcarbazepine and valproic acid are anticonvulsing drugs used for the
treatment of bipolar disorders. The AAP and WHO consider them as compatible with
breastfeeding [3, 4]. The WHO recommends nursing but also monitoring the infants for
side effects. Schaefer et al. [5] consider these drugs as compatible with breastfeeding.

Carbamazepine

Adult T½: 5–26 hours. Neonate T½: 8–37 hours. Milk/plasma ratio 0.07–1. Only few
adverse effects were reported: Poor suckling in one infant [17], and transient jaundice in
two infants who also had intrauterine exposure to carbamazepine [18].

Oxcarbazepine

Adult T½: 1–3 hours. Neonate T½: 22 hours. Milk/plasma ratio was 0.5 and 0.58. Normal
development was found in an infant who had intrauterine exposure to carbamazepine from
20 weeks gestation, which was changed to oxcarbazepine a week before the delivery, and
was breastfed for 18 months.

Valproic acid

Adult T½: 9 hours. Neonate T½: 9–49 hours. Milk/plasma ratio is very low, 0.01–0.1. The
infant’s blood levels are very low or undetectable. An infant who had intrauterine exposure
to valproic acid developed at 11 weeks anemia and thrombocytopenia that persisted for a
month and resolved only after breastfeeding was stopped [19].
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34.8 Central nervous system stimulants

The AAP consider amphetamines as drugs of abuse for which adverse effects on the infant
during breastfeeding have been reported; hence, nursing is not recommended [3]. A similar
view is expressed by Schaefer et al. [5].

Dextroamphetamine

Adult T½: 10–28 hours. Milk/plasma ratio was 3.3 among four breastfeeding mothers
whose 3.3–10 months infants had normal developments. Infants’ drug levels were unde-
tectable in one infant, 6% and 14% of the corresponding maternal plasma concentration in
another two infants, and were not measured in the fourth infant.

Methylphenidate

Adult T½: 2–4 hours. Milk/plasma ratio was 0.8–1.6. In one mother suffering from attention
deficit disorder milk/plasma ratio was 2.7. Her 6-month-old baby’s drug levels were unde-
tectable when taken 5.3 hours after the first maternal dose. The baby was breastfed for 5.5
weeks and supplemented during this time period with solid foods, without adverse effects.

34.9 Tricyclic antidepressants

Tricyclic antidepressants enter human milk, but no adverse effects were reported in most
breastfed infants. Hence, nursing is possible [1]. The AAP and WHO consider most drugs
of this group as drugs compatible with breastfeeding but they may be of concern as the
effects are sometimes unknown [3, 4]. Schaefer et al. [5] also consider these drugs as
compatible with breastfeeding except doxepin, which should be avoided.

Amitriptyline

Adult T½: 9–27 hours, and its active metabolite nortriptyline: adult T½: 37 hours. Similar
serum and milk of amitriptyline and the active metabolite nortriptyline levels were found in
a lactating woman receiving slow-release amitriptyline, with undetectable blood levels in
the infant. Based on 6 reported cases in the literature of amitriptyline ingestion by lactating
mothers, Weissman et al. calculated average milk/plasma ratio 0.8. They also analyzed 27
published cases of breastfeeding mothers taking nortriptyline and found no adverse effects
[20]. Wisner et al. followed 12 infants in 2 published studies and found low levels of
nortriptyline in one case and 10-hydroxynortriptyline in 3 cases but no adverse clinical
effects were observed in the infants [21].

Clomipramine HCl

Adult T½: 20–30 hours. Milk/plasma ratio around 1 without adverse effects in the nursing
infants were found in several cases. Among four nursing infants the parent drug and
metabolites were undetectable. No adverse clinical effects were observed.
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Desipramine

Adult T½: 7–60 hours. Milk/plasma ratio was 1–1.6 in several lactating women and no
adverse effects were reported. Neither the drug nor its psychoactive metabolite level could
be detected in the infant’s serum and no adverse effects were found.

Lofepramine

Adult T½: 5 hours. One of its main metabolites is desipramine. No data was found on the
possible transfer of this drug to milk. However, the drug leaflet states that it is excreted in
human milk. If low doses are used, it seems possible to continue breastfeeding with close
follow-up on the infant’s behavior [5].

Doxepine HCl

Adult T½: 6–8 hours. Milk/plasma ratio was followed in a breastfed infant for doxepin and
the active metabolite N-desmethyldoxepin and was found 0.51–1.44 and 0.54–1.45 respec-
tively in the pre-fed condition and 0.79–2.39 and 0.85–1.8 in the post-fed condition. No
detectable doxepin and very low levels of N-desmethyldoxepin were found in the infant
plasma. Poor sucking, hypotonia and recurrent indirect hyperbilirubinemia were found in
a 9-day-old infant who also had intrauterine exposure. Low doxepin and N-desmethyldox-
epin levels were found in the infant serum. His medical condition improved at 14 days
when breastfeeding was stopped [22]. There were several reports in infants with neurolo-
gical disorders due to doxepin that disappeared after nursing was stopped. Almost unde-
tectable doxepin infant plasma levels were found but accumulation of N-desmethyldoxepin
was found reaching maternal plasma levels. Thus, it may be advisable not to nurse when the
mother is taking this drug.

Imipramine

Adult T½: 6–18 hours. Milk/plasma ratio about 1.1–2 in 4 cases evaluated and unde-
tectable infant drug levels were found in 2 cases in a literature survey by Weissman et al.
[20]. Milk/plasma ratio was 1.2–2.3 in 5 women, normal neurological evaluation using
the Bayley scales of infant development was found in the 4 infants that were breastfed.

No data was found on breastfeeding with trimeprimine and dibenzepin.

34.10 Tetracyclic antidepressants

Mianserin

Adult T½: 6–39 hours. Milk/plasma ratio was 3.3 and 0.8 in 2 infants evaluated 15 hours
after last maternal dose. In the first case evaluated plasma and urine levels were undetect-
able, and in the second case plasma levels were not evaluated and only small amounts close
to the limit of detection of the assay were found in the urine. No untoward effects were
found.
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Mirtazapine

Adult T½ is 37 hours. Milk/plasma ratio was above 1 but infants’ serum levels were
undetectable. Milk/plasma was 1.1 in 8 infants evaluated. None of several infants studied
showed drug-related adverse effects and all were achieving developmental milestones.

As there is very little data on these drugs, a close follow of the nursing infants should be
carried out if the treated mother prefers to nurse her baby.

34.11 Selective serotonin reuptake inhibitors

Short gestation and poor neonatal adaptation are associated with selective serotonin
reuptake inhibitors (SSRI) treatment during pregnancy. An association between the
maternal use of SSRIs in late pregnancy and persistent pulmonary hypertension of the
neonate was also reported. Exposure to SSRI through breast milk was suspected to affect
infant serotonin metabolism. Infants’ 5-HT pre- and post-exposure to sertaline and
fluoxetine experienced no significant change in platelet 5-HT levels except one infant
with measurable plasma fluoxetine levels that had a decline in 5-HT levels that normalized
when fluoxetine levels were undetectable and had no clinical adverse effects. It is generally
accepted that nursing while the mother is exposed to SSRIs is possible [3, 5]. Schaefer et al.
[5] consider sertaline, paroxetine, citalopram and fluvoxamine as the drugs of choice in this
group for breastfeeding mothers. On the other hand, the AAP defines all SSRIs as drugs for
which the effects on infants are unknown but may be of concern.

Citalopram

Adult T½ is 35 hours. Milk/plasma ratio was 1.1–1.8 in several women evaluated. Peak
maternal level was found 3–9 hours post-dosage and milk/plasma ratio was 3 for both
citalopram and its metabolite demethylcitalopram in a lactating woman. Infant plasma
levels were at the limit of quantification for both citalopram and its metabolite, and no
adverse effects were reported. Low citalopram and demethylcitalopram levels were mea-
sured in some of the infants. No adverse effects were noticed and all had normal Denver
Evaluation. The neurodevelopment of all infants who also had intrauterine exposure was
normal up to the age of one year.

Escitalopram

Adult T½: 27–31 hours. Milk/plasma ratio for escitalopram and its metabolite demethy-
lescitalopram was found to be over 2.0 in several studies. However, drug blood levels in the
infants were undetectable and all had normal developmental milestones. Post-delivery
respiratory distress and necrotizing enterocolitis after intrauterine and breast-milk expo-
sure to escitalopram was reported in a full-term baby [23].

Fluoxetine

Adult T½: 1–16 days for fluoxetine and 7 days for its active metabolite norfluoxetine. The
National Toxicology Program, US Dept. of Health and Human Services, Center for the
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Evaluation of Risks to Human Reproduction claimed that there is insufficient data to draw
conclusions on how breast milk or therapeutic exposures to fluoxetine might affect devel-
opment [24]. The AAP defines fluoxetine as a drug of which the effect on infants is
unknown but may be of concern [3]. However, in most studies the infants’ plasma levels
were found to be very low and no infant had adverse effects. Normal neurological evalua-
tion was also reported by several investigators . In several studies slight abnormal behavior
or reduced weight gain were reported in some of the infants nursed while their mothers
were exposed to fluoxetine however, no long-term adverse effects were reported among
these nursing infants.

Paroxetine

Adult T½ is 21 hours. Although the milk/plasma ratio is around 1.0, generally infants’
plasma drug levels were undetectable as evidenced by many studies. No adverse effects were
reported. Normal pediatric examination was found in exposed infants at 6 weeks, 3 and 6
months. Normal weight gain and developmental milestones at 3, 6 and 12 months, among
them including 1 infant that suffered from irritability, were reported in a questionnaire
answered by 27 lactating women while taking paroxetine; 20 of them also during preg-
nancy. Combined drug therapy was evaluated in six women taking paroxetine of whom
four also had quetiapine augmentation and one was also treated by clonazepam. Two
infants whose mothers were taking quetiapine had slightly delayed mental and motor scores
despite undetectable milk drug levels [15].

Sertaline

Adult T½ is approximately 26 hours. Maximal milk sertaline level was 5–9 hours after the
dose in a lactating woman receiving sertaline and nortriptyline. Both drugs were undetect-
able in the infant’s serum and no adverse effects were reported. Mean milk/plasma ratio for
sertaline and its active metabolite desmethylsertaline was 2.3 and 1.4 respectively in 11
mothers. Drug levels doubled in hind-milk compared to fore-milk and maximized 7–10
hours after maternal dose. Low sertaline and desmethylsertaline plasma levels were detected
in 3 and 6 infants respectively. No adverse effects were observed. Many other studies
described mean milk/plasma ratio ranging from 0.4 to 4.8 for sertaline and its active
metabolite desmethylsertaline. In most infants, blood drug levels were undetectable and
all developed according to age and had no adverse effects. Highest drug levels were in hind-
milk 8–9 hours after ingestion.

34.12 Serotonin and norepinephrine reuptake inhibitors

Duloxetine

Adult T½: 12 hours. Milk/plasma ratio was 0.116–0.4 among 4 women treated with
duloxetine 40 mg/d twice daily for 3.5 days. Estimated infant dose was maximum 0.25%
of weight-adjusted maternal dose. All women suffered from adverse effects and none of
them breastfed their infants.
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Fluvoxamine

Adult T½: 15 hours. Milk/plasma ratio was 0.3 in a breastfed infant and no adverse effects
were found.

Venlafaxine

Adult T½ is 5–13 hours. Peak plasma level is achieved 2–4 hours from ingestion. Milk/
plasma ratio was 3.26–5.18 and 2.93–3.19 for venlafaxine and O-desmethylvenlafaxine
respectively. Undetectable venlafaxine and low O-desmethylvenlafaxine levels were found
in 3 infants. Estimated weight adjusted infant dose was 7.6% of maternal dose. No adverse
effects were noticed. Undetectable venlafaxine and low levels of its metabolite were found in
the sera of other two breastfed infants, who had normal weight and development according
to their age. Milk/plasma ratio was 2–3.2 and 2.3–3.2 for venlafaxine and its metabolite
respectively in 6 lactating women. One of their 7 infants had detectable low venlafaxine
levels and 4/7 had low O-desmethylvenlafaxine levels at an average 6.5 hours post-maternal
dose. No adverse effects were noticed and all had age-appropriate Denver evaluation.

34.13 Noradrenaline reuptake inhibitors

Reboxetine

Adult T½ is 13 hours. Milk/plasma ratio was 0.05–0.08 for both fore-milk and hind-milk in
4 women. Calculated weight adjusted infant dose was 2% of maternal dose. Two of the
mothers had additional drug treatment: one by escitalopram and the other by sertaline.
Reboxetine was present in low levels in the serum of three infants and undetectable in the
fourth. One of the infants had a history of poor neonatal adaptation that was related to
intrauterine clomipramine exposure, and has developmental delay evident before rebox-
etine treatment was started [25].

Trazodone

Adult T½ is 7–8 hours. Trazodone is a triazolopyridine derivative with antidepressant
activity unrelated to the other currently available psychoactive medications. The AAP
consider trazodone as drug which the effect on infants is unknown but may be of concern
[3]. Mean milk/plasma ratio was 0.142 in 4 healthy volunteers following ingestion of 50 mg
trazodone. Peak maternal level was 2 hours after the dose. The child’s adjusted dose was
about 2% of the maternal dose. No other data is available.

34.14 Conclusions

Patients who are treated by psychotropic drugs during pregnancy must usually continue
treatment also while they nurse their infants. Although most psychotropic drugs are
known to be transferred into milk, their concentration in breast milk is often signifi-
cantly lower than in the maternal serum. Moreover, taking into consideration that the
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infant’s daily milk intake is about one sixth of his body weight, and that not all the drug is
absorbed in his gut, it is not surprising that, in most studies, blood drug levels in the
infant are very low or undetectable. This is the main reason why nursing is permitted
with many of these drugs: SSRIs, tricyclic antidepressants, many of the phenothiazines
and antiepileptic, mood-stabilizing drugs. On the other hand, women who are treated
with benzodiazepines, tetracyclic antidepressants and lithium should, if possible, refrain
from nursing or at least carefully follow up their infants for any change in behavior ,
feeding or sleep habits. It is generally advised, while nursing, to use the lowest effective
drug dose to avoid polytherapy. It is not surprising that these rules are also advised for
pregnant women.
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35
Parent–infant psychotherapies
and indications for inpatient
versus outpatient treatments

Kaija Puura and Pälvi Kaukonen
Tampere University and University Hospital, Finland

35.1 Introduction

In previous chapters of this volume good-enough parenting and parenthood have been
described, as well as risk factors affecting them. In short, even though the parents are
sensitized and attuned to meet the needs of their newborn, psychological distress, mental
illnesses and drug and alcohol abuse have been shown to impair their ability to engage and
interact with their infants in a positive way. The infant may also have characteristics that
make parenting more stressful, like great difficulties in regulating his physiological and
emotional states, or chronic or recurrent illness or disability. For the child unsatisfying
parent–infant interactions have long-term consequences, resulting in insecure or disorga-
nized attachment and restricting the child’s cognitive and socio-emotional development.
Parenting is also a major developmental task in adulthood, and succeeding in this task can
maintain psychological well-being of parents and give them sense of purpose even when
they face adversities.

In infancy most emotional and behavioral problems can be seen as relational, occurring
within interaction with the parent, and not being stable individual characteristics of the
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child. In adulthood, individual problems and psychopathology of the parent can be seen
affecting the interactions with the infant in a negative way. Even when the individual
problems or illnesses of the parent are lifted, the quality of parent–infant interaction does
not necessarily improve [1]. However, without experienced support, distressed or ill
parents may not be able to focus on the infant and his needs [2]. Since parent–infant
relationship experiences are of great importance to the mental health and personal devel-
opment for both infants and parents, treating the relationship when problems occur seems
not only reasonable but necessary. At the same time the parents’ needs have to be
sufficiently met.

35.2 Different forms of parent–infant psychotherapy

General principles

Parent–infant psychotherapy is a model of treatment that has been developing over the last
40 years. The focus of the treatment is the parent–infant relationship, not the infant nor the
parent as individuals. The goal is to help the parent–infant dyad cooperate better in
everyday life, and so increase its mutual adaptive capacity [3]. On the parent’s side this
means helping him or her to detect, understand and respond to the infant’s needs appro-
priately and at the right time, e.g. to sensitize the parent to the infant’s needs. This in term
helps the infant to regulate his emotional and physiological states, and promotes his skills
and capacity for initiating and sustaining interaction with the parent, both for learning
purposes and for using the relationship as a secure base.

The ways for achieving this were named by Stern and Brushweiler-Stern [4] as ‘ports of
entry’, including:

1 Working on the parents’ representation of the infant;

2 Working on the level of interaction between the parent and the infant: and

3 Working on the infant’s behavior.

The approaches used can be divided into:

1 Psychodynamically oriented parent–infant psychotherapies concentrating on the par-
ent’s representations;

2 More behaviorally oriented interactional parent–infant therapies; and

3 Parent–infant therapies integrating elements from both approaches.

In the behaviorally oriented parent–infant therapies and in psychotherapies integrating
psychodynamic orientation and behavioral elements, some approaches also emphasize the
third port of entry i.e. infant’s active involvement and role as the initiator of interaction.
These approaches can also be called infant-led therapies. The length of treatment in
different approaches varies; in short interventions it can be from 1 to 20 visits carried out
usually on a weekly basis. In some cases the duration of the treatment can extend to several
years depending on the severity and complexity of factors affecting the parent–infant
relationship. Each approach has its own supporters, and they have all been shown to
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have beneficial impact on parent–infant relationships [2, 5, 12]. There is some evidence
showing that integrating both working on the representational and interaction level may
produce results in shorter time.

Psychodynamically oriented parent–infant psychotherapy

The psychodynamically oriented approach is the oldest form of parent–infant therapy. It
assumes that in therapy the parent’s mental model of his or her relationship with the infant
is modified by exploring the assumptions derived from parent’s relationships with his or
her own parents [6], named as ‘ghosts in the nursery’ by Selma Fraiberg [7]. The focus is on
the parent gaining insight by making links between the problems emerging in the current
relationship with the infant and with re-enactment or repetition of the parent’s early and
other past relationships. Increase in parental sensitivity and responsiveness is thought to
result from parent’s increasing capacity to differentiate the infant from him- or herself.

The infant is usually present in the therapy sessions, and the parent is instructed to
interact with the infant while talking with the therapist. The therapist observes the inter-
action and listens to parent’s description of his or her feeling and thoughts. In classical
psychodynamic therapy the primary work is between the parent and the therapist. There
are also psychodynamically oriented therapists who see the infant as a partner in the
therapeutic process, and ‘speak for the baby’, constructing the baby’s need for the infant
and for the parent while the parent is still unable to do so [8].

Interactional approach in parent–infant psychotherapy

Interactional approaches in parent–infant psychotherapy intervene in specific behavioral
transactions happening between the parent and the infant, who both are always present in
the sessions. The therapist observes the interaction and guides the parent to detect and
respond to infant cues. In many treatment models the therapist uses videotaped interaction
as a tool both in the assessment and in treatment of the interaction. In both cases attention
is given to pleasurable interactions between the parent and the infant, and the parent is
always given positive feedback and encouragement. Examples of programs using interac-
tional approach include Interactional Guidance [9] and Parent Consultation Model [10].
An example of infant-led interactional parent–infant therapy is Greenspan’s ‘floor time’
[11], which focuses on specific developmental and relational goals. The therapist actively
models and guides the parent in ways to interact with the infant in a sensitive and
responsive manner to help the infant achieve the age-appropriate goals.

Multilevel infant–parent psychotherapy

In parent–infant psychotherapy working on both representational and interactional level
has proven feasible and sometimes producing results quicker than other forms of parent–
infant therapies. An example of this approach is the ‘Watch, Wait and Wonder’ program
[12]. In the parent–infant sessions the therapist encourages the parent to observe the
infant’s self-initiated activity and to interact only at his or her initiative during the first
half of the session. The second half of the session the parent is asked to talk about his or her
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feelings, thoughts, observations and interpretations of the interaction with the infant, while
the therapist refrains from instructing or making interpretations. By talking together, the
parent and the therapist attempt to understand the themes and relational issues that the
infant is trying to learn with the help of problems emerging from the parent trying to follow
the infant’s lead. The discussion gives the parent an opportunity to explore issues with his
or her previous relationship experiences, although the main aim is enable the parent to
follow the infant’s lead sensitively.

Attachment-oriented parent–infant psychotherapy

A parent–infant therapy technique based specifically on the attachment theory is the
Theraplay [13]. In Theraplay the therapist is active and uses age-appropriate, familiar
play to build playful interaction first between the therapist and the child, and then between
the parent and the child. In a very problematic parent–child relationship it can be difficult
for the child to accept any form of closeness with the parent; therefore the therapeutic work
starts first with the therapist, who then gradually includes the parent in the interaction.
Four aspects of parenting are emphasized: bonding, structuring of the situation, nurturing
and challenging. The therapist communicates understanding for all actions the child may
do, and gives constantly positive feedback on all initiatives the child does. The play session
lasts for half an hour in accepting and playful ambience, with the element of surprise
present. The play session is videotaped and afterwards the parent can watch the tape and
discuss his or her experiences, thoughts and feelings concerning the session with the
therapist. The aim is to increase the parent’s reflective function, i.e. the capacity for
understanding his or her own mental state and the infant’s mental state [14].

Another example of therapy based on attachment theory is the Circle of Security
intervention. It is a 20-week, group-based intervention containing both educational and
therapeutic components [15]. It is designed to shift patterns of attachment–caregiving
interactions in high-risk caregiver–child dyads to a more appropriate developmental path-
way. In the first sessions the goal is to make the therapist and the group a ‘secure base’ for
the parents from which they can explore their relationship with their child. The parents also
get education on attachment behavior and its meaning with the help of discussion and a
graphic image titled ‘The Circle of Security’. In the sessions the therapists use edited
videotapes of parents interacting with their children. Caregivers are encouraged to increase
their sensitivity and responsiveness to the child’s signals relevant to its moving away from
them to explore, and its moving back for comfort and soothing, to increase their ability to
reflect on their own and the child’s behavior, thoughts and feelings regarding their attach-
ment–caregiving interactions, and to reflect on experiences in their own histories that affect
their current caregiving patterns.

Group therapy for parents and infants

In many places psychodynamically oriented parent–infant group therapy programs have
been developed and executed successfully. In group therapy there are usually two thera-
pists, so that in each session one therapist can focus more on observing and understanding
the infants and the other on the parents. The parents are encouraged to talk about their
experiences, thoughts and feelings about the infants and parenthood in the group. The
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therapists are responsible for creating a warm and accepting environment for this sharing,
and also for helping the parents to use the peer group for gaining insight on their parenting
and on their infants, and for getting support from the group.

Cognitive-behavioural approach

Parenting programs with cognitive-behavioral approach are often used in preventive
programs. The cognitive-behavioral approach can also be used helping parents to deal
with sleeping and eating problems, and with behavioral problems. Most of the cognitive-
behavioral programs are targeted to preschool children and their parents, although ele-
ments of this approach have been included into other parent–infant therapies.

Family-oriented approaches

Ideas of involving both parents, and the whole family in mental health interventions for
infants instead of focusing only on dyadic relationships have also emerged. The work of
Fivaz-Depeursinge and Corboz-Warnery [16] with the Lausanne Trilogue Play has shown
that parents interact with their infant in a different manner when they are alone with the
infant compared to when they are together. While observation of mother–infant and
father–infant dyads shows problematic issues in the parent–infant interaction, having the
parents together with the infant and then together as a couple reveals issues that are
burdening the family system and the marital relationship.

Crittenden and Dallos [1] have suggested integrating family system theory and
attachment theory into the Dynamic-Maturational Model (DDM). They suggest
using attachment relationship classification to understand interaction strategies and
information-processing between family members. According to them there are three
related topics to address in psychotherapy. They are the presenting problem; the
underlying threat of survival, reproduction or survival of one’s children; and finally
the information-processing that transforms the experienced threat to maladaptive
behavior. Since each family member will frame the presenting problem differently,
and have a different personal history, creating understanding between family members
may bring about positive, enduring changes. In the DDM model with infant and
toddler families the goal is to work with the family unit to benefit the functioning of
all family members.

Treating parent–infant dyads in adult in-patient unit

The hospitalization of the infant together with the parent, usually the mother, has been in
use in adult psychiatric units from 1950s in connection with severe maternal mental illness,
like post-partum depression, post-partum psychosis or other types of psychotic disorder.
Traditionally the goal with having infants hospitalized with their mothers has been to
support the mother–infant bonding and to avoid disruption of parent–infant relationship.
This goal has best been achieved for mothers with post-partum psychosis, who usually
recover completely. However, hospitalization without specific treatment focused on the
parent–infant relationship may not be sufficient for improving parenting of mothers with
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affective disorders or schizophrenia [2], and there is a need for parenting interventions that
aim to improve maternal sensitivity specifically for parents with psychotic disorders.

Residential mother–infant care

Recently residential mother–infant care has been used in pediatric units or in separate
established units for treatment of problematic infant behavior, such as problems with
feeding, settling down or sleeping. Among parents attending these units there are high
levels of psychiatric morbidity, highlighting the importance of providing multifaceted
interventions in order to address both infant and maternal psychological issues.

Treating parents and infants in child psychiatric units:
the family day ward in Tampere

In many countries special units have been established for treating infant and toddlers and
their families. In Tampere University Hospital in Finland the child psychiatric family ward
was founded in 1993 for treating parent–child relationships and parenting problems in
families with under school-aged children. In our model infant families are referred to the
family day ward when the parents want help with parenting problems, the infant or toddler
has emotional or behavioral problems, or special needs, or when staff in the primary health
care, adult mental health services or social services is concerned about the parent–infant
interaction. The whole family attends the day ward treatment daily for three weeks, coming
to the ward in the morning and going back home in the afternoon.

Each family is treated by a child psychiatrist and a male–female pair of nurses. Services of
a psychologist and a social worker are used when needed, and in case conferences led by the
child psychiatrist the whole multidisciplinary team is present. The child psychiatrist inter-
views the family on arrival to the ward for their views on the presenting problem, and for
their goals for the treatment. Individual assessment of the infant is done by the psychiatrist
and psychologist. Observational assessment of the parent–infant interaction is used both
for seeing problematic issues in the relationship, and also for therapeutic purposes. The
nurse pair works with the family, engaging the family members in discussions of their needs
and thoughts, the parents on their view of the infant and possible siblings, and on the
parent–infant interaction that is constantly ongoing during the treatment. The nurses
integrate techniques from family therapy, interactional guidance, cognitive-behavioral
approach and attachment theory in their work. At the end of the treatment period the
family is given open feedback and possible recommendations for further treatment.

Common factors in all approaches

Despite the differences between parent–infant therapy practices, all the approaches stress
the importance of a trusting, accepting alliance between the parent and the therapist. This
alliance shares features with an attachment relationship between a parent and an infant, and
within it the previous experiences of parent’s attachment relationships are often re-enacted
[17]. Awareness of attachment theory and reaction patterns related to different attachment
classifications can give the therapist a useful insight of what may be happening between the
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parent and the therapist. Nicole Guedeney has beautifully described ways of building the
therapeutic alliance into a model of secure attachment relationship within health services
(Personal communication, 2006). These include offering nurture (for example a cup of
tea), acceptance, perseverance in keeping the parents within the program through actively
contacting them when needed, and patience in building the shared trust.

Probably the most difficult issue in all parent–infant therapies is balancing the needs of
the parent and the infant. This is particularly challenging in situations where there is
concern for child neglect or abuse, and when parents are ambivalent about being treated.
In these cases networking with relatives and friends of the family as well as social and other
health-care services is essential. The first priority is that the infant is kept safe and well cared
for. This may sometimes be achieved by ensuring concrete help and support for the parents
with the help of their own social network or home visits from community nurses, home
visitors, or other social welfare services. In cases where the infant is not safe with the parent,
there is acute need either for child protection, or in case of mentally ill parents, hospitaliza-
tion of the parent. In these situations the therapeutic alliance between the persons involved
in treatment and the parents can be lost. This may be avoided by open discussion of the
infant’s needs and the purpose of the actions taken, which sometimes helps parents to
recognize that they are incapable of caring for the infant. Parents may then consent to what
we call ‘shared parenting’, where other caregivers take care of the everyday needs of the
infant and parents can maintain positive contact with the infant.

35.3 Indications for inpatient versus outpatient treatment

The risks for dysfunctional parent–infant relationships described in this volume constitut-
ing the indications for parent–infant psychotherapy can be grouped into:

1 Difficulties in parent–infant relationship and parenting;

2 Special needs or problematic behavior of the infant or toddler; and

3 Problems with parental abilities caused by mental health problems, substance abuse or
overburdened parenting.

Quite often there are several risk factors and several indications for treatment presenting
concurrently, and it can be difficult to decide what form of treatment would be most
effective for a particular parent and infant. Particularly with families with multiple risk
factors, cooperation between several services is needed. In this chapter we will describe how
infant families are treated in the Infant and Family Psychiatric Unit (IFPU) of the Tampere
University Hospital. With this we hope to illustrate our thinking of the indications for
various treatment forms.

The Infant and Family Psychiatric Unit in the Department of Child
Psychiatry in Tampere University Hospital

In the IFPU we have an outpatient unit and an ‘in-patient’ unit, the family day ward
described earlier in this chapter. Both have multidisciplinary teams consisting of a child
psychiatrist, psychologist, social worker and nurses. The IFPU gets referrals from
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well-baby clinics, neonatal wards, adult psychiatric units, centers for drug- or alcohol-
addicted parents and from family guidance clinics. The outpatient unit also does liaison
work with the neonatal intensive care unit and other pediatric wards with infants and
toddlers. Our treatment philosophy, integrative child psychiatry, was created under the
lead of professor Tuula Tamminen and means a need-specific service in which different
therapeutic approaches and techniques can be combined. In 60% of the referrals one or
both parents have either mental health or addiction problems affecting the parenting; in
15% the main reason for referral is experienced problems in the parent–infant relation-
ship, either difficulties in feeling affection for the infant or with managing child care; and
in 15% of the referrals the infant has problematic behavior such as difficulties in feeding
or sleeping, excessively anxiety or aggression, or other kind of special needs. After
receiving the referral into the IFPU the child psychiatrists of both outpatient unit and
the family day ward together with the head nurse of the unit decide upon the treatment
plan for the family.

In cases where outpatient care is thought sufficient, the child psychiatrist and one other
member of the outpatient team meet the family within one week. After the first session the
child psychiatrist decides upon the assessment period, which serves also as the first, short
intervention. The assessment consists of interviewing the parents, making videotaped
assessment of the parent–infant interaction, a home visit, a case conference and feedback
for the family. If the family is thought to benefit mainly from the day ward treatment, the
child psychiatrist and the nurse pair designated to the case meet the family to plan the
treatment period together with the parents. In cases where there are indicators of the need
of more treatment (intensity and length), periods of both outpatient and day ward
treatment are combined. The therapeutic process in these cases is supported with having
a pair of therapists working with the family, with one therapist from the outpatient unit and
one from the day ward. The family can then smoothly move between longer periods of
outpatient treatment and shorter day ward periods focusing on some specific relationship
problem and having the same people responsible for their care.

The responsibility for making and carrying out a treatment plan is considered for each
individual case, but there are some general principles we apply. If the family is primarily
referred to the IFPU for the first two reasons, then our unit takes the responsibility for
designing and carrying out the treatment plan. If the reason for referral is parental mental
illness or substance abuse, then the responsibility is shared with the adult psychiatric
services and treatment plan designed in cooperation. With families in need for child
protection or other social services, the treatment plan is designed in cooperation with
them and responsibilities are clarified and shared.

Working mainly with parent–infant relationship problems

With cases where there are mostly relationship difficulties, such as the mother or the father
or both having difficulties in learning to understand the infant’s signals, or difficulties in
feeling affection for the infant, and in milder feeding and sleeping problems, a period of
weekly home visits for three to four months is started. The focus of the work is in the
parent–infant relationship and the therapist uses a multilevel approach working on
the experiences, feelings and thoughts of the parent while the parent is interacting with
the infant in a free situation. When needed, the therapist openly wonders about what is
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happening in the interaction, bringing the infant’s behavior and needs into the discussion
with the parent. If the focus is mainly in the mother–infant relationship, the father is asked
to attend one or two sessions. For some families this may be enough, and their care is then
referred back to primary care services.

Particularly for families where parents have difficulties in dealing with the infant’s or
toddler’s negative emotions like frustration or anger, or there are more severe of longer
lasting problems with feeding or sleeping, a treatment period in the family day ward can be
combined with the outpatient treatment. The day ward period can then be used for learning
and practising sensitive and efficient parenting. For infants with feeding or sleeping
problems the day ward setting provides several naturally occurring situations where parents
can be supported and guided to succeed in difficult interactions, as the families are offered a
meal and a snack each day and they also have their ‘own room’ to put the infant for a nap.

Working with infants with special needs or problematic behavior

For a proportion of the referrals, problems in infant behavior or special needs caused by
illness or trauma are the main reason for entering our services. Infants and toddlers taken
into custody because of neglect or abuse, and toddlers with problems in social development
with suspicion for autism spectrum disorder are the most common examples.

For those traumatized infants and toddlers who have difficulties in forming an attach-
ment relationship with their foster parents, either Theraplay treatment or family therapy
focusing on attachment issues is offered in the outpatient setting. With infants and toddlers
with excessive anger and violent outbursts, home-based family therapy in the outpatient
unit is combined with intermittent treatment in the day ward. The focus of the family
therapy is to help foster parents understand the behavior and needs of the child, while the
day ward treatment is used for helping foster parents practise sensitive and effective ways of
soothing and managing the child’s anger and maladptive behavior.

Similarly for infants and toddlers diagnosed with an illness affecting their development
or behavior, family therapy is offered as the first choice. In the family therapy the parents’
thoughts and feelings concerning their child and the family situation are listened to for
building a therapeutic relationship. Parents are also given education on child development
and of the specific features of the child’s illness. For some parents this may suffice to give
them insight on how to change their interaction with the child to reduce problems. Usually
parents need more help, particularly if the child is diagnosed with an autism spectrum
disorder, attention deficit disorder, mood disorder or has severe problems of self-regulating
behavior. Family therapy sessions focusing on how parents can practise sensitive, coherent
parenting in the presence of the child’s disorder are then continued. Here behavioral-
cognitive techniques are often used within family sessions to teach parents ways of mana-
ging difficult situations with the child. Again day ward treatment is combined with the
outpatient family therapy according to need.

Working with parents with mental health problems

For parents with mental health problems, the tailoring of adequate care of the parent–infant
relationship is more complex. Current research points out that individual psychopathology
of the parent and parent–infant relationship should both be treated, as individual therapy
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of the parent is unlikely in itself to benefit the parent–infant relationship and vice versa.
Parents who are referred from adult psychiatric services usually have individual treatment
and may have medication, and what is asked of the IFPU is the treatment of the parent–
infant relationship. In these cases the parents are asked for permission for cooperation with
the adult psychiatric services, and if possible the adult psychiatrist responsible for the
parents’ care attends some meetings where the parent–infant treatment is planned. This is
needed for joint understanding of the family’s situation, and for defining the goals and ways
of treating the parent and the parent–infant relationship.

Even in those cases where the parent does not have any other treatment than perhaps
medication and the parent–infant therapy provided by the IFPU, cooperation with the
adult psychiatrist is helpful in situations when parents’ mental health for some reason
declines. The therapist from the IFPU can then discuss the treatment options with the
parent and contact the adult psychiatric services for arranging the adult psychiatric care
needed. Some of the families also need concrete support in managing household or child-
care tasks for some period of time, and so social workers responsible for child and family
services from the parents’ hometown are invited to meetings with the IFPU and the family.
Network meetings with the parents, their kin, adult psychiatry and social services at best
reduce the fears or suspicions of the parents concerning different officials, and make it
easier for them to accept offered help for their infants’ sake.

In our unit parents with affective disorders are given parent–infant therapy that inte-
grates psychodynamically oriented and interactional approaches. Depending on the sever-
ity of the symptoms the length of treatment can vary from three months to two years. For
parents suffering from depression, parent–infant group therapy is also possible. The group
therapy is psychodynamically oriented, but the therapists also give the mothers positive
feedback of the mother–infant interaction seen in the group sessions.

When working with parents with personality disorders a huge task is to establish an
alliance with the parents strong enough to prevent them from leaving the treatment when
difficult issues are addressed. To accomplish this we try to make the relationship between
the staff involved in the treatment to serve as a secure base for the parents, by giving the
parents concrete nurture (coffee, tea, meals in the day ward) and positive feedback for their
courage and willingness to seek help for their family.

In the therapeutic work the focus is more on the interactional level. This is motivated
by the fact that the infants of parents with personality disorders are often experiencing
unpredictable and disorganized parenting, and the need for improving the parent–infant
interaction to more stable and coherent is imminent. Another reason for working
mainly on the interactional level is the possibility of boosting parents’ self-esteem with
positive feedback given from good sequences seen in the interaction. After the relation-
ship is formed, some parents with personality disorders are able to work on the
representational level as well. Some parents with personality disorder need support in
their parenting for many years, and many need help in concrete childcare and in
managing daily life. For organizing these services and for avoiding confusion and
conflicts between different officials and the family, networking in the form of joint
meetings is often required.

Therapeutic work with parents with psychotic disorders in our experience requires
close cooperation with adult psychiatric services, with the goal of lessening the reasoning
biases, mental state attributional errors and other social cognitive impairments of the
illness. In our unit, working with a parent with a psychotic disorder includes a network
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meeting during the assessment period with all officials already working with the family
present together with the parents. This is needed for getting a picture of the situation of
the family, of severity of the parent’s illness, of the treatment and support the family is
already receiving and of the possible concerns for the infant’s health and safety. In most
cases child protection services are already involved, usually helping the family with child
and home care. If not, parents are usually asked for permission to involve their commu-
nity social worker in the network. The actual parent–infant therapy is interaction-
focused, emphasizing the positive aspects of the interaction with the use of video
feedback.

Multi-risk and overburdened parenting

In families with multiple risk factors, parenting is often overburdened by parental
mental health and substance abuse problems, low social support, unemployment and
poverty. These families again need support on many levels: in managing their daily life,
parents’ own health, childcare and relationships between family members. With these
families networking with other services such as social services, community health
services, services for substance abusers, and adult psychiatric services is necessary. The
first task is to assess what services are needed to make sure that the needs of the children
are adequately met. This can mean for example organizing day care for the children to
allow the parents to rest, or organizing treatment of either or both of the parents. The
aim is to create some stability and predictability to the life of the family. When this is
achieved, parents may be able to engage in working on their parenting. For multi-risk
families we most often choose a home-based family-centered approach with focus on
attachment and parent–child interactions, combined with intermittent treatment peri-
ods in the day ward.

Clinical vignette

Alice was referred to IFPU at the age of 6 months for anxiety, almost constant crying and
eating problems. Her mother was depressed, and felt that Alice was too difficult for her
to handle. Her father abused alcohol and, when drunk, was violent towards the mother.
He was dissatisfied with Alice’s refusal of food and felt she was undermining his
authority. The mother was afraid of him and also afraid that he might hit Alice. On
her request the father had moved out of their home three months earlier. During the
assessment period in the outpatient unit both mother’s and father’s anxiety with Alice
appeared to be immense and they were asked to come for an in-patient treatment period
for three weeks. During the in-patient treatment both parents were supported to under-
stand Alice’s behavior and to respond to it. The nurses and the child psychiatrist from
the outpatient unit had couple discussions with the parents, where they talked about
attachment and the experiences the parents had had with their own parents. During the
in-patient treatment Alice cried less, ate well and started to make contact with her father.
The father was able to see how his drinking was affecting the family, and consented to
see an adult psychiatrist. With the support of child protection services the family was
united after the in-patient treatment and the parent–infant treatment was continued in
the outpatient unit.
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35.4 When parents reject treatment

For various reasons some families and parents cannot accept treatment offered to them.
Some families agree to a follow-up session, where we can discuss their situation again and
sometimes they are able to continue working with us after a pause. Those families that do
not want our services are referred back to the primary care level with a request that they will
follow up the infant. The primary health care nurse is also asked to work with the parents to
make it easier for them to accept a new referral if it is still needed. In cases where there is a
serious concern and possible need for child protection services, we tell the parents that
we have to inform their community social worker of their needs. The child protection
services then work with the family, making sure that the infant’s needs for safety and care
are met. Quite often this results in re-engagement of the treatment in our unit, either with
the parents or, if there has been a need for taking the infant into custody, both with
biological and foster parents.

35.5 Conclusions

In this chapter we have attempted to give an overview of different types of parent–infant
psychotherapies and to give an example of how they can be used in clinical practice. The
overview is not exhaustive, and no doubt there are other equally good or better ways of
treating parents and infants than those suggested here, including those that are not
recorded in the internationally accessible literature. What we wish to emphasize, however,
is the need for specialists in infant and adult mental health to work together to create more
comprehensive and efficient treatment models for families with infants and toddlers. It is
also important to evaluate and report the methods and findings. Knowing how dire the
consequences of dysfunctional parenting can be, this could be one efficient way for
improving the well-being of all humankind.
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36
The symptomatology of a
dysfunctional parent–infant
relationship

Campbell Paul
Royal Children’s Hospital, Melbourne, Australia

36.1 Introduction

The human infant at the outset is a person whose literal survival depends on the quality of
the reciprocal relationships with her caregivers. Parents provide, and the baby stimulates,
an intricate process of finely attuned, orchestrated and contingent interpersonal behaviors
which are essential for the development of a healthy maturing development [1]. At all levels
of mind and brain activity, from the creative cortical functions to the brainstem regulation
of attention and consciousness, the unfolding of the individual’s optimal epigenetic
program is dependent on a sensitive infant–parent relationship.

Parental mental illness has the capacity to profoundly disrupt the developing relation-
ship between a baby and her troubled parents. The communicative dance between an infant
and her parents is subtle and mutually powerful. Recent decades have seen an immense
development in our understanding of and intervention with women’s mental health
problems in the perinatal period. We are also beginning to understand more about the
experience of fathers and their babies and their roles and dyadic and triadic relationships.
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Clinical vignette 1

Cassie was a young woman of 27 years, a music teacher, hospitalized because of a severe
manic illness precipitated by the birth of her first son, Henry. When he was aged
5 months, they were referred to an infant mental health program because of his increas-
ingly severe withdrawal. He was emotionally flat, avoidant and his body was very
hypotonic with his chin crumpled down to the floor as he sat unsupported. Cassie’s
manic depressive illness followed the death of her maternal aunt who had cared for her
since her mother had died. Cassie was aware of the problems facing an infant whose
mother was depressed, and she was determined not to deprive her son. She was despe-
rately ‘stimulating’ him. She sang, talked, jiggled and held him constantly, pushing her
face into his line of sight, fearing that he would really suffer otherwise. This driven, well-
intentioned but highly intrusive parenting of Henry appeared to drive him to despair.
His ‘good-enough’ mother was absent, because his mother was unable to interact with
him in an attuned way. Her parenting behavior, even when it came to feeding, changing
and bathing him was totally non-contingent. So paradoxically, Henry was alone in the
very intense presence of the other.

36.2 ‘Good-enough’ parenting

A baby cannot exist alone: it is essentially part of relationship. [2]

The nature of the relationship between the baby and his mother is crucial for the develop-
ment of a sense of who he is as a person. According to Winnicott [2], the ordinary devoted
mother provides care for and holds and handles her baby in a way that allows him to develop
the idea that initially he was omnipotent. Gradually by a process of manageable frustrations
and hence some ‘disillusionment’ he comes to be at one with himself and his environment.
This ‘handling’ is enacted time after time, for example when the baby is being fed by his
parent: ‘the baby feeds, and the baby’s experience includes the idea that the mother knows
what it is like to be fed’[2]. In ordinary circumstances, the good-enough mother acts as an
alive mirror, reflecting back to the baby an awareness of his own bodily actions, his affects
and emotions and later on perhaps his own thoughts and hence he acquires an integrated
sense of self. Winnicott said: ‘the mother’s ego support facilitates the ego organization of
the baby. Eventually the baby becomes able to assert his own individuality and even feel a
sense of identity.’[2]

It has become increasingly important for us to understand more about the experience of
parenthood in the context of serious mental illness, and from an infant mental health point
of view to understand more about the baby’s own experience of having a parent with a
major mental illness.

36.3 Parenting in the context of mental illness

Especially since the revolutionary move away from institutional to community care of
adults with major mental illness, a person with such an illness is as likely to become a
parent as others in the broader community. The arrival of the baby for parents in this
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context presents a series of major challenges as well as a potential for a joyful new
identity. There may be a conflict between the best interests of the baby and of her
parents.

Parents with less severe illness such as depression and disorders of personality develop-
ment often also experience difficulties in the process of meeting the social and emotional
and physical needs of their babies [3].

For depressed parents the impact of the distortions of ‘good-enough’ parenting behavior
upon the child seems to be especially dependent on the presence of other additional risk
factors such as a lack of partner or family support, low educational or economic status or
neonatal risk factors [3]. In this context children may display higher rates of insecure
attachment, higher rates of anxiety at school age, conduct and behavioral difficulties for
boys and some variable cognitive difficulties. Murray concludes that the later child cogni-
tive difficulties may be accounted for by lack of parental contingency, insensitive or
unresponsive parental behavior, hostile or intrusive behaviors and a reduced parental
imitation when with the baby [3].

Children of parents with a psychotic disorder have heightened risk of developing a wide
range of severe mental disorders. The Helsinki High-Risk Study [4] demonstrated that in
the long term the offspring of mothers to serious psychotic disorders have a greatly
increased risk of schizophrenia spectrum disorder, in addition to an increased risk for
any mental disorder. The studies also demonstrated that the negative symptoms of schizo-
phrenia in the mother appeared to be related with a worse outcome for her child in the long
term [5]. Serious mental illnesses such as schizophrenia and bipolar affective disorder have
significant heritability. Studies using current understandings of the role of epigenetics
upon social and emotional and psychopathological development will help clarify the
relative impact of genetic endowment and early infant–parent relationship upon later
psychopathology.

Although parents with florid positive symptoms may not be able to care for their
babies alone in the short term, Snellen [6], in a study of mothers with their infants in a
mother and baby psychiatric unit, found that those with persistent treatment-resistant
negative symptoms were more likely to have a significantly disturbed infant–parent
relationship.

36.4 Qualities of infant–parent interaction

Parental depression

Postnatal depression is a very prevalent phenomenon affecting from 10% to 15% of
women and their infants in the community. Studies have shown [3] that mothers with
postnatal depression may find it hard to focus on the baby’s experience, miss infant
cues, fail to recognize the baby’s immediate need for comfort and demonstrate intrusive
and over-stimulating behavior. There is an associated reduction in the mother’s
sensitivity to her baby, a reduced emotional availability, with consequent high rates of
insecure attachment in their children compared to those of non-depressed mothers.
Similar findings, although from far fewer studies, have been found with fathers [7] who
may also experience depression in the postnatal period [perhaps 3% to 6% of new
fathers).
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Clinical vignette 2

Fiona had brought her 4-year-old son to be seen because of his emotional and develop-
mental delay. She was very tearful as she explained what the world between her and her son
had been like when she had been depressed. She said for the first two years of his life when
she spoke to him it was as if ‘I was always just reciting a shopping list’. For Fiona the
relationship with her son meant ‘always just going through the motions’. She fed him,
changed his nappy and put him to bed but she was unable to play with him or be with him
in any lively sort of way. She said she felt that she had hated him, but no one except Fiona
herself and her son knew about it. Looking back she said with poignancy that ‘he must have
been as lonely and as desperate as I was’.

36.5 Assessing infant–parent interaction

A large number of methods have now been developed to assess the nature of an infant–
caregiver relationship [8]. Assessment methods include those which are based on direct
observation and analysis of parent–infant interactions in various contexts [9], and also
those that employ narrative interviewing to assess the parent’s internal working models [10,
11]. Recent developments include the systematic assessment of the mother–infant–father
triad [8, 12].

The relationship between an infant and her parents is an exquisitely sensitive one and,
being a dynamic system, even small distortions can lead to an increasingly disordered
relationship. One method of describing perturbations in the development of infant–
caregiver relationships is contained in DC: 0-3R, the diagnostic classification of mental
health and developmental disorders of infancy and early childhood [13]. This classification
system provides categories with which to describe the infant’s characteristic behavioral
quality and the affective tone and the psychological involvement between caregiver and
infant. The Parent–Infant Relationship Global Assessment Scale (PIR-GAS) gives a clinical
indication of the overall quality of the relationship.

Characteristics of interaction between parents with
major mental illness and their infants

Parents with borderline personality disorder

The impact upon the infant–caregiver relationship when parents have borderline person-
ality disorder can be profound. Such parents have often experienced extremely disrupted,
ambivalent and frightening relationships in their own childhood, and their own conse-
quent impulsivity, poor control of anger, volatile relationships and unstable sense of self
can make it very difficult to provide an emotionally containing environment for their own
infant.

Newman and her colleagues [14] worked with a group of mothers with borderline
personality disorder and their babies. Their study explored the interactional patterns
between mothers and babies and the mothers’ parenting perceptions. From this and
other studies they report that mothers with borderline personality disorder were generally
less sensitive, poorly attuned, more intrusive, lacked responsivity and provided less structure in
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the interactions with their babies. The infants seemed less well socially and emotionally
organized. In one reported study half of the infant–mother dyads demonstrated a disorga-
nized attachment classification using the Strange Situation paradigm.

Targeting the infant–parent relationship difficulties, they have implemented a trial using
two relevant therapeutic intervention models; Watch Wait and Wonder, and Interactional
Guidance [14].

Impact of parental mental illness on the infant–parent relationship

Factors which may influence the outcome of the infant–parent relationship:

• Overall severity and temporal pattern of the maternal illness

• Pattern of the mother’s disturbance:

• Onset: before pregnancy, during pregnancy, after pregnancy

• Onset: with the first or subsequent pregnancies

• Duration of illness: brief, prolonged, intermittent.

Nature of the of mother’s psychotic symptoms [15]:

• The meaning of the infant to the mother, in relation to the baby’s father and mother’s
own family and other meaningful connections

• The capacity of the mother to understand her infant’s thoughts and feelings, and to hold
her baby in mind: capacity for reflective functioning [11]

• Predominantly negative symptoms

• Psychotic symptoms which see the incorporation of the infant in parents delusional
ideation

• Chronicity of the psychotic symptoms.

Other factors:

• Supportive partner and family relationships

• Impact of co-morbid illness on the mother’s long-term social and emotional adjustment

• Housing, poverty, physical health.

Using attachment theory to understand the impact of parental mental
illness upon the infant

Children of parents with serious mental illness are at risk later of significant psychopathol-
ogy in a number of developmental areas. There is some evidence that demonstrates that
infants in a dyadic relationship that is characterized as insecure or disorganized are likely to
experience high risk for subsequent psychopathology.
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It is likely that the nature of the infant–parent relationship accounts for much of this
problematic trajectory, although considerable research still needs to be done. Wan, Abel
and Green [16] reviewed the literature around the relationship between maternal psycho-
pathology and the child’s attachment to his mother and how this may influence the
unfolding of developmental and clinical risk. They produced a model for the transmission
of risk, and reviewed the level of evidence provided by research studies. The model is a
developmental psychopathological one which seeks to integrate a number of factors such as
non-genetic mechanisms (stressful environment, exposure to maladaptive parenting), vul-
nerabilities and developmental outcomes of the child, with moderators (child characteristics,
characteristics of the mother’s disorder and of her partner) and how they interact with each
other to affect the outcome for the child of the mother with schizophrenia, and later for the
child as an adult [16, 17].

In another review of studies looking at the impact of maternal psychopathology on the
attachment status of the child and mother, Wan and Green [18] concluded that, from the
available evidence, it seems that children may develop vulnerable attachments (insecure or
disorganized) when cared for in the context of prolonged or severe maternal psychopathol-
ogy and especially in conjunction with other risk factors such as trauma, loss or parental
attachment problems indicated by parental ‘unresolved’ attachment status. Most children
exposed to mothers with mental health problems in the absence of these other factors seem
not to develop lasting attachment disorders.

Parental reflective functioning

Slade and colleagues [11] have described how the quality of infant–caregiver attachment
may influence the infant’s own development. They suggest that the mother who is able to
understand the nature and function of her own mental states, as well as those of her child, is
better able to provide for the child an experience of physical and psychological comfort or
safety. Building on the work of Fonagy and others [10] with the concept of reflective
functioning, the Parent Development Interview was developed in order to assess the
mother’s representations of her infant, of her relationship with her infant as well as how
she sees herself as a mother. This parental reflective functioning capacity is predictive of the
quality of the infant’s attachment at later stages and development. Higher levels of maternal
reflective functioning are indicative of secure infant–caregiver attachment status later on.

This is consistent with the Winnicott’s [2] description that the ‘good-enough mother’, in her
moment-to-moment interactions, was able to help the infant feel safe and contained. This has
implications for intervention since it may be that helping mothers (and fathers) to think more
sensitively about behavior and relationships may lead to more sustained change in their own
caregiving behavior, consequently the infant feeling more held and connected. Several parent
reflective functioning-based interventions with high-risk families have been commenced [18].

Fathers and psychotic illness

Fatherhood is a biological fact although with new reproductive technologies an increasingly
complex state. Most research on parenthood and mental illness is focused on the mother–
infant relationship but there always is a relationship of some kind with the father or father
representation. The role of the father for infants whose mother has a serious mental illness
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may range from being totally absent or of unknown identity, to living apart with regular
contact, to being the effective primary carer. Increasingly there are enduring relationships
between men and women with serious mental illness. In assessing the quality of parental
care experienced by an infant it is common to omit the contribution of the father who may
also have a significant mental health problem. Few studies have looked at the effect of
mental illness or substance abuse upon fathering with infants. The direct effects (upon
infant caregiving) and indirect effects (upon the mother’s own adjustment and social
circumstances) may be profound. There is some association between depression in the
father and a higher risk of behavior problems in his children, especially boys [7].

Triadic assessment

How does the baby experience being part of triad in relationship with both parents, one of
whom has a major mental illness and how does she experience the process of interacting
with both parents? Philip [12] used the Lausanne Trilogue Play paradigm in assessing four
families where the mother had a post-partum psychotic illness. The families studied
experienced an ‘absence of a sense of true intersubjectivity’ and seemed to find it very
difficult to recognize the emotional experience and the communications of the other,
including the infant. The parents seemed to be more controlling towards their babies and
they failed to be supportive of one another in being with their baby. They seemed to show
contradictory signals, for example softly talking while at the same time shaking the baby
roughly. The babies however seemed to demonstrate a sort of paradoxical lack of connec-
tion and pseudomutuality in their interactions. These babies seem to show something like
role reversal seen in older children. It is as if in trying to manage contradictory affective
information from their primary carers they needed to develop a degree of hyper-vigilance,
looking at their parents, but with a vacant gaze. Philipp and her colleagues note the
similarity between these babies’ behaviors and the sorts of pathological defenses described
by Selma Fraiberg, such as gaze aversion, shutting down and falling asleep [19].

36.6 The infant response in the context of a dysfunctional
relationship

In the face of a dysfunctional caregiver relationship, the infant may respond in a number of
ways. The baby’s behavior can be conceptualized initially as part of a defensive response to
perturbations in otherwise normal genetically guided developmental pathways. Babies are
in a state of developmental flux and change. If these defensive responses are persistent or the
underlying stress or trauma is severe or persistent enough, these responses may develop
into an ongoing disorder [13].

The infant’s response to significant stress or trauma may be to follow one of two broad
pathways: to withdraw and conserve or to be hyper-vigilant and responsive.

Infant defenses

Fraiberg [19], in working with high-risk families, observed a group of infant defenses,
which she called pathological, in infants aged between 3 and 18 months. These babies
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had experienced danger and deprivation. She described five pathological psychological
defenses:

1 Avoidance: at times total avoidance

2 Freezing: immobilization, frozen posture

3 Fighting: from fear, against helplessness

4 Transformation of affect: painful affect is transformed into apparent pleasure

5 Reversal: of aggression against the self.

The latter behaviors were more evident in the older toddlers, but it seems that all the
observed behaviors occurred in response to profound psychic trauma.

Understanding the baby’s own experience within the context of the relationship with the
caregiver is critical in making decisions about therapeutic interventions. Understanding the
experience of the infant is necessary to fully understand the parent’s experience.

Methods for assessing the infant’s state include:

• Direct observation of the baby’s behavior to build a picture of the inner world of the
infant. Trevarthen [20] emphasizes the need to meet the baby directly: ‘To know what a
baby feels and thinks, we must engage with her, allowing ourselves to feel the sympathetic
response that the other’s actions and feelings invite.’

• Guedeney [21] has developed an assessment scale (the Alarm Distress Baby Scale –
ADBB) based on an evaluation of video-recorded assessment of the infant in the course
of a routine health check. The scale provides a measure of infant withdrawal and capacity
to engage with the examiner.

• In evaluating an infant’s attachment status in a particular dyad, the child’s response
to separation and reunion is assessed using the Strange Situation procedure. The
younger infant’s response to the Still Face procedure provides some similar information
about the nature of the infant’s quality of relationship attachment [18].

• A series of Story Stem narrative analytic procedures provide access to the inner world of
the preschool and older child [22].

• Careful and reflective use of our own responses to the infant and his troubled parents.
How do I think the baby is feeling? How does this baby’s behavior leave me feeling? This
requires active consideration since we may otherwise be blind to the inner world and
avoid experiencing the distress or helplessness of the infant [23].

Clinical vignette 3

Wendy, aged 5 months, and her mother, Sarah, aged 22, were referred to an infant mental
health clinician by Sarah’s mental health case manager because of concern about the
relationship between Sarah and Wendy. Sarah had a history of several acute psychiatric
hospital admissions when she was profoundly depressed and had suicidal ideation and
persecutory and sexual delusions with frightening auditory and visual hallucinations. As a
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young child and adolescent she was the victim of significant emotional and sexual abuse
from persons within her family. Sarah became pregnant to a young man who was admitted
to the same acute psychiatric ward, but she did not continue a relationship with him after
they were each discharged. Sarah delivered Wendy when she was very isolated and recover-
ing from her most recent bout of depression and psychosis.

Sarah was very excited about the birth of Wendy but she seemed overwhelmed in the
immediate period after the birth. Sarah and Wendy stayed in the obstetric hospital for 10
days post-delivery to enable Sarah to get to know her baby. She breastfed during this period
but she started bottle-feeding when she left hospital. Sarah and her clinicians were anxious
about antipsychotic medication in her milk.

A number of intensive home-based support services became involved. This included
three-times-a-week home visits to help Sarah get to know her baby and manage the
practicalities of feeding, bathing and other aspects of baby care. Sarah was keen to learn,
but it seemed that she found it difficult to retain information provided to her and to
anticipate Wendy’s emotional needs.

Wendy herself appeared sad, with an empty affect and little capacity to engage with her
mother or the infant mental health clinician. It was difficult to obtain any mutual gaze with
her, her body tone was very low, she made no vocalizations and the clinician was left feeling
very perturbed by Wendy’s state. The likelihood of a depressive state was confirmed during
a formal assessment of Wendy using the ADBB. An independent rater found Wendy to be
in the range of likely clinical depression (score: 12).

Infant depression

Infant withdrawal is consistent with the development of a depressive disorder in infancy,
but may occur and arrange other situations, for example severe attachment disorders, post-
traumatic stress disorder and some medical conditions. Guedeney [21], in discussing the
connection between infant withdrawal, depression and attachment difficulties, emphasizes
that ‘infant withdrawal is an emergency’ and can become a persisting state which is very
costly for the infant’s development.

‘Anybody’s child’

Kumar [24] in an important paper, ‘ ‘‘Anybody’s child’’: severe disorders of mother-
to-infant bonding’, reported on a group of women who described an ‘unexpected and
often catastrophic failure to love one or more of their babies’. What was the baby’s
experience of this lack of love, which was sometimes intensified into hate or feelings of
rejection or a wish to harm? In the presence of good physical care, can the baby detect an
absence of love? Can the baby detect an absence of emotional holding and containment?

‘Disorganized’ infant and toddler behavior

Parents with serious mental illness may find it difficult to shield their child from the
sometimes chaotic and frightening internal world they experience themselves. The infant
may be presented with a disturbed parent who is both the caregiver and the one who is
frightening or threatening. The baby may be either hyper-vigilant or withdrawn.
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Schuder and Lyons-Ruth [25] discussed fearful arousal of infants and young children
exposed to confusing and contradictory messages from their caregivers. The classification
of disorganized attachment is characterized by a number of types of disrupted emotional
communications from mother to infant.

Some of the strong infant contradictory and confusing behavior patterns described
include: approach followed by avoidance; freezing; stilling slowed movements; a dazed
look; simultaneous contradictory behaviors; moving towards but then turning away; the
child who cries as she seeks physical comfort; incomplete or interrupted sequences of
behavior; suddenly stops or changes; stereotypies; or who stumbles for no apparent reason.

Young children may show fear of their parent: hunched shoulders, fearful face expres-
sion, strange distorted facial expressions, multiple changes in mood, seem disorganized or
confused [25].

For the very young infant, the lack of an attuned responsive carer constitutes a trauma
in itself [25]. If the caregiver is not available to regulate the infant’s physiological response
to arousal and stress, both internal and external, the infant can feel equally distressed and
disorganized. The caregiver’s unavailability means the infant experiences interactive
dysregulation. As a consequence the neuro-endocrine stress response system may then
be out of control. This may not be as obvious as with trauma in the older child. Schuder
and Lyons-Ruth [25] stress how the experience of trauma experienced in infancy is
different from later stages of life. The parent who is emotionally unavailable is likely to
be unable to help the infant with his own constant task of emotional and physiological
self-regulation. These are described as the ‘hidden traumas’ of early dysregulation: ‘In
human infancy, however, experienced threat is closely related to the caregiver’s affects
and availability rather than the actual degree of physical or survival threat inherent in the
event itself ’ [25].

A significant number of infants who are in relatively low-risk situations, that is not
subject to direct maltreatment, may still demonstrate disorganized attachment patterns
with their primary carer. Parents may have significant mental illness and are not directly
abusive, yet they may still parent their infant in such a way that to the infant their behavior
appears confusing or frightening and leaves them feeling uncontained.

It may be that the infant’s current and future capacity to develop an awareness of the
inner world of the other, her capacity for intersubjectivity, is also diminished when an
infant grows with a persistent disorganized attachment style. Psychobiological dysregula-
tion may follow persistent insensitive caregiving, with the infant and young child showing
deviations in the way their hypothalamic axis and biological stress system operate.

Trevarthen and Aitken [1] argue that significant developmental psychopathology may
occur when the baby’s intrinsic potentiality for ‘intersubjectivity’ is disrupted. Inter-
subjectivity is a capacity which is critical for the development of dynamic ‘motive states’
necessary for learning.

In their research looking at ordinary human infant development, Trevarthen and Reddy
[20], engaged directly at an emotional level with infants and have opened up an awareness
of some of the baby’s other complex infant organized feeling states and relationships. For
example they have been able to demonstrate the development of coyness, shyness and
teasing in typically developing babies in the first six months of life. We do not know the
impact upon these creative capacities of the baby when their primary carer suffers from
mental illness. It may be that there is an impingement upon the baby’s essential desire and
capacity to be a social organism.
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It is likely that these manifestations of the infant’s complex inner emotional world are
important in eliciting an emotional response from important adults around them.

The baby who is not able to elicit an enlightened response from her troubled mother also
finds that her mother is deprived of her baby’s lively engagement. The baby, when becom-
ing depressed, is likely to intensify the mother’s own feeling of depression or emotional
flatness, which results in her feeling even more miserable, angry, self-blaming or seemingly
devoid of emotion.

Clinical vignette 4

Jeremy was born to a very vulnerable young couple. Jeremy’s 20-year-old father had a
history of some psychotic symptoms in his teens and heroin use but, despite this, with the
announcement of the pregnancy the couple determined to stay together. At the end of
Jeremy’s first three months of life it was clear however he had a serious degenerative
neurological disorder. Both parents became increasingly depressed, despondent and
described soulless mechanical care of their baby. Tearfully Jeremy’s mother said she
could not bear to look at her baby and said that she had actively considered suicide.

In the course of a family assessment the therapist, in an almost involuntary way,
started to mirror some of Jeremy’s spontaneous hand movements. The therapist and the
baby gazed upon each other and upon each other’s hands. The therapist started to clap,
the baby made a clapping movement as well. The parents saw this, and in doing so
seemed to become aware that there was a person residing in their baby’s floppy body.
They felt relieved because they felt that the baby could not, would not, communicate and
connect with them. They now felt that there was an emotional connection and that they
could do something. Jeremy’s clapping became more and more organized and he used it
as a way of indicating to his parents that he needed them. It was as if the baby was helping
the family stay together and providing the parents with a sense of purpose. After this
‘moment of meeting’ [26] his parents seemed much more able to offer him lively
contingent parenting.

36.7 Implications for prevention and intervention

The process of deciding what is in the best interests of the child, the infant, remains a
complex and difficult task. Our services need to work with families to balance the rights of
the infant and the needs of the family to ensure the best outcome for the child.

Preventive intervention needs to work on a number of levels [27]: the improvement of
the general health and well-being of parents with mental illness including obstetric, medical
and mental health, early identification and treatment of emerging depressive or psychotic
symptoms, the development of collaborative community supports and the opportunity for
parents to develop their parenting skills.

Comprehensive assessment of each individual infant and family should lead to the
selection of an appropriate therapeutic intervention [27]. For those families where a parent
has a serious mental illness a close and ongoing collaboration is needed between a range of
agencies including the adult mental health service, infant mental health, family support
agencies, child protective agencies and early childhood health. A number of integrated
perinatal and infant mental health services have been developed. Some mental health
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services have developed specific programs for supporting professionals working directly
with infants in families with a serious mental illness in order to keep the baby in mind.

Understanding how we feel: countertransference in working
with infants whose parents have major mental illness

The infant mental health clinician may feel in an invidious position as she tries to identify
with both the baby and his troubled parents. For example when a seriously depressed
mother says she feels like driving her car with her baby aboard into a lamppost we take
notice. We also may feel confused and professionally impotent since we realize that this
advocating for the infant may produce major distress for the parent. In this context, close
collaboration between the extended family, infant and adult mental health as well child
welfare services is important.

Gubler Gochman [28] discusses the difficulty of working in infant–parent psychother-
apy with seemingly conflicting therapeutic aims when one works from the conventional
social value that ‘mothers should take care of their children’. The usual treatment objective
is the prevention of psychopathology in the child through improving the infant–caregiver
attachment process. At times however, the therapist must be able to step back and acknowl-
edge the presence of various conflicting goals, one of which is to acknowledge that the very
troubled mother may not be able to provide the quality of care which her baby really needs.
She notes that some women with major mental illness, although functioning well in other
areas of their lives, may, because of persistence of ‘negative symptoms’, remain too
psychologically defended to allow for the process of empathy towards their children. She
argues it is possible to change the therapeutic objective to one whereby the mother allows
the infant to develop a relationship with a different carer and that this is consistent with the
mothers’ general wish for their child ‘to have a good life’.

Fraiberg emphasized the need to include the baby in work with extremely vulnerable
families. Engaging the baby enhanced engagement with the family: ‘the importance of the
baby being present for therapy . . . we need the privilege of entering their intimate lives’ [23].

36.8 Conclusion

Living with a serious mental illness can be a frightening and disorganizing journey.
Becoming a parent during this journey presents a number of issues for each of the parents,
the infant and family and also for the therapeutic personnel. For such parents the arrival of
a new baby is an opportunity for real personal growth and can offer a new meaning for
living. However we know that mental illness can directly impair a parent’s capacity to
provide the baby with the necessary sensitive and attuned parenting. The indirect effects of
serious mental illness can be disabling as parents are often isolated socially and
economically.

The nature of parenting in the context of mental illness is complex: the consequences for
the baby and her development depend on many factors. The problems facing parents range
from more common depression in the postnatal period to much less common, more severe
illnesses such as schizophrenia and bipolar affective disorder. It is clear that the more severe
the illness, and the greater the number of vulnerabilities, the more at risk is the infant’s
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development. Considerable further research is needed in this area, but a good under-
standing of the baby and her own inner world is important in understanding the nature
of the relationship with her parents and what support and intervention is most appropriate.

36.9 Acknowledgements

I wish to thank the families and colleagues with whom I have been privileged to work, and
I acknowledge that I have changed clinical details in order to protect their identities.

36.10 References

1. Trevarthen, C., Aitken, K.J. (1994) Brain development, infant communication, and empa-

thy disorders: intrinsic factors in child mental health. Development and Psychopathology, 6

(4) 597–633.

2. Winnicott, D.W. (1965) The theory of the parent-infant relationship, in The Maturational

Processes and the Facilitating Environment: Studies in the Theory of Emotional Development.

The Hogarth Press and the Institute of Psycho-Analysis, London, p. 37.

3. Murray, L., Cooper, P. and Hipwell, A. (2003) Mental health of parents caring for infants.

Archives of Women’s Mental Health, 6 (Suppl.2), s71–s7.

4. Niemi, L., Suvisaari, J.M., Haukka, J.K. et al. (2005) Cumulative incidence of mental

disorders among offspring of mothers with psychotic disorder: results from the Helsinki

High-Risk Study. British Journal of Psychiatry, 186, 355–56.

5. Niemi, L.T., Suvisaari, J.M., Haukka, J.K. and Lonnqvist, J.K. (2005) Childhood predictors

of future psychiatric morbidity in offspring of mothers with psychotic disorder: results from

the Helsinki High-Risk Study. British Journal of Psychiatry, 186 (2), 1 February, 108–14.

6. Snellen, M., Mack, K. and Trauer, T. (1999) Schizophrenia, mental state, and mother and

infant interaction: examining the relationship. Australian and New Zealand Journal of

Psychiatry, 33 (6), 902–11.

7. Ramchandani, P. and Psychogiou, L. (2009) Paternal psychiatric disorders and children’s

psychosocial development. Lancet, 374 (9690), 28. August, 646–53.

8. Feldman, R., Granat, A.D.I., Pariente, C. et al. (2009) Maternal depression and anxiety across

the postpartum year and infant social engagement, fear regulation, and stress reactivity.

Journal of the American Academy of Child and Adolescent Psychiatry, 48 (9), 919–27.

9. Hipwell, A.E. and Kumar, R. (1996) Maternal psychopathology and prediction of outcome

based on mother-infant interaction ratings (BMIS). British Journal of Psychiatry, 169 (5), 1

November, 655–61.

10. Fonagy, P., Gergely, G. and Target, M. (2007) The parent-infant dyad and the construction

of the subjective self. Journal of Child Psychology and Psychiatry, 48 (3/4), 288–328.

11. Slade, A., Grienenberger, J., Bernbach, E. et al. (2005) Maternal reflective functioning,

attachment, and the transmission gap: a preliminary study. Attachment and Human

Development, 7 (3), 283–98.

12. Philipp, D., Fivaz-Depeursinge, E., Corboz-Warnery, A. and Favez, N. (2009) Young

infants’ triangular communication with their parents in the context of maternal postpartum

psychosis: four case studies. Infant Mental Health Journal, 30 (4), 341–65.

36.10 REFERENCES 427



13. Zero to Three (2005) Diagnostic Classification of Mental Health and Developmental Disorders of

Infancy and Early Childhood, revised edn (DC: 0-3R). Zero to Three Press, Washington, DC.

14. Newman, L. and Stevenson, C. (2008) Issues in infant–parent psychotherapy for mothers

with borderline personality disorder. Clinical Child Psychology and Psychiatry, 13 (4),

October, 505–14.

15. Hipwell, A.E. and Kumar, R. (1997) The impact of postpartum affective psychosis on the

child, in Postpartum Depression and Child Development (eds L. Murray and P. Cooper),

Guilford Press, New York and London, pp. 265–94.

16. Wan, M.W., Abel, K.M. and Green, J. (2008) The transmission of risk to children from

mothers with schizophrenia: a developmental psychopathology model. Clinical Psychology

Review, 28 (4), 613–37.

17. Wan, M.W., Salmon, M.P., Riordan, D.M. et al. (2007) What predicts poor mother-infant

interaction in schizophrenia? Psychological Medicine, 37 (4), 537–46.

18. Wan, M.W. and Green, J. (2009) The impact of maternal psychopathology on child-mother

attachment. Archives of Women’s Mental Health, 12, 123–34.

19. Fraiberg, S. (1982) Pathological defenses in infancy. Psychoanalytical Quarterly, 51, 612–35.

20. Reddy, V. and Trevarthen, C. (2004) What we learn about babies from engaging with their

emotions. Zero to Three, January, 9–15.

21. Guedeney, A. (2007) Withdrawal behavior and depression in infancy. Infant Mental Health

Journal, 28 (4), 393–408.

22. Robinson, J.L. (2007) Story stem narratives with young children: moving to clinical research

and practice. Attachment and Human Development and Psychopathology, 9 (3), 179–85.

23. Fraiberg, S., Adelson, E. and Shapiro, V. (1975) Ghosts in the nursery: a psychoanalytic

approach to the problems of impaired infant-mother relationships. Journal of the American

Academy of Child and Adolescent Psychiatry, 14 (3), 387–421.

24. Kumar, R.C. (1997) ‘Anybody’s child’: severe disorders of mother-to-infant bonding.

British Journal of Psychiatry, 171 (2), 1 August, 175–81.

25. Schuder, M.R. and Lyons-Ruth, K. (2004) ‘Hidden trauma’ in infancy: attachment, fearful

arousal, and early dysfunction of the stress response system, in Young Children and Trauma:

Intervention and Treatment (ed. J.D. Osofsky), Guilford Press, New York.

26. Stern, D.N. (1998) The process of therapeutic change involving implicit knowledge: some

implications of developmental observations for adult psychotherapy. Infant Mental Health

Journal, 19 (3), Fall, 300–8.

27. Zeanah, P.D., Stafford, B. and Zeanah, C.H. (2005) Clinical interventions to enhance infant

mental health: a selective review. Journal [serial on the Internet]. Available from: http://

www.healthychild.ucla.edu.

28. Grubler Gochman, E.R. (1992) A note on deep-seated social values social values and

countertransference in mother-infant dyadic psychotherapy. Psychoanalytic Psychology, 9,

405–8.

428 CH 36 THE SYMPTOMATOLOGY OF A DYSFUNCTIONAL PARENT–INFANT RELATIONSHIP



37
Mental health of parents and
infant health and development
in resource-constrained
settings: evidence gaps and
implications for facilitating
‘good-enough parenting’ in the
twenty-first-century world

Jane Fisher,1 Atif Rahman,2 Meena Cabral de Mello,3

Prabha S. Chandra4 and Helen Herrman1

1University of Melbourne, Australia
2University of Liverpool, UK
3World Health Organization, Geneva, Switzerland
4National Institute of Mental Health and Neurosciences, Bangalore, India

37.1 Introduction

All infants and young children require skilled parenting in order to thrive and develop
optimally. The essential elements are: competent caretaking; sensitivity, responsiveness,
emotional warmth and cognitive stimulation. ‘Good-enough parenting’ is closely related to
the health and survival and the mental health and well-being of mothers, fathers and
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families. These in turn are linked in all countries and communities to the prevailing social,
economic and cultural living conditions. While parents and families in most places can
benefit from direct assistance and support in the important task of parenting, in many
resource-constrained parts of the world structural and social change is also essential to
allow a chance for parenting in adequate conditions. The capacity of mothers and fathers to
provide good parenting in conditions of social and economic deprivation vary across
countries and neighborhoods with the complex interaction of socio-cultural, community,
family and individual factors (see Chapter 30). However whether poverty is absolute or
relative the barriers to good parenting it creates are likely to be higher overall in poorly
resourced countries. The lessons learned from research in high-income countries have
rarely been applied in these settings. Conversely new research from low-income settings
revealing the importance of gender and social equity to parenting capacity is likely to be
applicable to the wider world including wealthier countries.

The mental health and well-being of mothers and fathers is of central importance to the
health and development of children and is a focus of substantial research attention in the
high-income countries of the world. In resource-constrained settings, evidence has become
available in recent years for the influence of social conditions on the health and behaviour
of mothers. To date there has been no research about fathers or the way that parenting is
shared in these contexts and this is an international research priority. In the meantime we
will discuss in this chapter the research evidence about the mental health of mothers and
how this reflects women’s social position, rights and consequent capacity to parent, in the
world’s low- and lower-middle-income countries. On this basis and by extension from
knowledge of fathering gained from research in high-income countries we will discuss the
importance of social conditions and the potential of interventions to provide support
where required for mothers, fathers and families.

Safe motherhood is now assured and pregnancy-related deaths are rare in women living in
the world’s high-income countries. However, most women live in the world’s 112 resource-
constrained low- and lower-middle-income countries [1], where they have less access to
family planning services, skilled birth attendants, health-care facilities in which to give birth,
and basic and emergency obstetric care, than women have in high-income countries. They are
less likely to have completed primary schooling, to be able to generate an adequate and secure
income; and to have had the sexual and reproductive health education that is essential to
being able to make autonomous choices about when and how many children they wish to
have. They are more likely to live in crowded circumstances and to be poorly nourished and
carrying a coincidental burden of infectious diseases including the substantial burden of HIV
and AIDS. Their lives are more likely to be constrained by rigid gender stereotypes about
appropriate roles and responsibilities for women. Gender-based violence is prevalent in all
contexts, but especially in cultures in which girl children and women are devalued and their
rights ignored. In these contexts women are at greater risk of dying from pregnancy-related
causes, to experience the maternal morbidities of hemorrhage and infection, to give birth to
babies who are underweight and not to have access to the health care they need in these
circumstances. Their babies are more likely to die and less likely to thrive than babies born in
industrialized countries [2].

It is in the context of assured maternal and infant survival and health that consciousness
of the psychological aspects of pregnancy, childbirth and early parenthood has been able to
grow in the clinical, research and human development communities. In the past 50 years
there has been copious and increasingly sophisticated research into the psychological
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aspects, social needs and nature and determinants of mental health problems during
reproductive life [3]. The research has focused predominantly on the experiences of
women during pregnancy and after childbirth, and on the consequences of their sensitivity,
responsiveness and caretaking skills for the health and development of and later emotional
attachments formed by their infants.

It was once asserted that women living in traditional settings in resource-constrained
countries did not experience post-partum mental health problems because they experience
‘confinement’: a prescribed period of dedicated care after birth, an honored status, relief
from normal tasks and responsibilities and social seclusion [4, 5]. However recent research
suggests that this is an oversimplified view and that the ethnographic research on which it
was based detected cultural beliefs and firmly held opinions, but did not assess women’s
experiences systematically or directly [6]. Confinement comprises both social – increased
recognition and practical support – and cultural elements – observation of traditional
rituals and behaviors. For women everywhere it appears to be the social: warm, non-
judgemental help rather than the cultural dimension that is protective [10]. It is inaccurate
to presume that confinement is available to all women or always experienced as supportive.

There remain gross disparities in the quantity of evidence available: almost all high- and
upper-middle-income countries have comprehensive data on which to base policy and prac-
tice, but only 10% of low- and middle-income countries have any data [7]. A series of studies in
the last decade have found that the rates of depression in women after childbirth are two to
three times higher than those in resource-rich countries: including 23% in Goa, India [8];
34.7% in a poor South African township [9]; 32.7% in the south of Viet Nam [10]; 40.4% in
Edirne, Turkey [11] and 40% in Rawalpindi, Pakistan [12]. Much less research evidence about
mental health during pregnancy in these settings is available, but in Tamil Nadu, India 16%
[13]; and in rural Pakistan 25% [14] of women attending antenatal services were depressed.

The effects of maternal depression are amplified when families are living with poverty
and chronic social adversity [15]. The environment in resource-constrained settings is
usually more difficult than in the industrialized world and the social capital that once
characterized rural communities is being eroded in many places through globalization and
increased movement of people seeking income and relief from poverty. A mother’s
competence in childcare is thought to play a greater role in her infant’s chance of survival
and health in low-and middle-income countries. In these settings maternal depression has
been linked directly to higher rates of diarrhoeal diseases, infectious illness and hospital
admission, reduced completion of recommended schedules of immunization and worse
physical, cognitive, social, behavioral and emotional development in children, and may
lead to reduced child survival [12, 15, 16, 17]. Maternal and child health are global
priorities, but pregnancy-related mortality and morbidity in women and infants in many
resource-constrained countries have been resistant to amelioration [2]. There is as yet no
consideration of mental health in international initiatives to reduce pregnancy-related
deaths and maternal morbidity and improve infant survival and development.

In contrast to the available literature on the parenting of mothers with mental health
problems, including the emerging literature described above, that on the parenting of
fathers with mental health problems is meager even in wealthy parts of the world
(Chapter 21). The existing work indicates that across the lifespan from infancy through
adolescence, depressed fathers give suboptimal parenting. The way that this affects the
social and emotional development of their children, the effects of other disorders and the
possibility of new parenting interventions to assist fathers are so far unknown.
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Extensive work in the USA and Europe has also defined the importance of the alliance
between mothers and fathers to children’s early social and emotional adjustment (see
Chapter 32). Observational, interview and self-report studies have been conducted.
Alliances between the parents or parental figures including extended family members or
other central caretakers exist in all families where more than one person assumes respon-
sibility for a child’s care and upbringing. Mutual involvement and solidarity of the involved
parental figures are central to the child’s adjustment. Discord and detachment impair
infant and child development through direct and indirect mechanisms. We are unaware
of studies on these topics in low-and middle-income countries despite their evident
relevance to good-enough parenting.

We now have substantial expert knowledge about women’s psychological functioning
during reproductive life and while working as mothers of infants. The importance of the
family environment and the father’s role is evident in general experience and an emerging
area of research in high-income countries. One of the challenges in facilitating ‘good-
enough parenting’ in the communities of the twenty-first century is to find ways to
translate this knowledge into accessible, available and suitable programs and social changes
to meet the needs of the majority of parents who live beyond its current reach.

37.2 Social model of mental health

Mental health is related inextricably to an individual’s life circumstances and personal
experiences and also to wider contextual factors. These include a society’s concern for gender,
ethnicity and the human rights to education, equal social and economic participation, safety,
individual autonomy and freedom from discrimination [18]. A social model of health takes
all these factors into account and presumes that an individual’s state of health or experience of
illness is determined by personal experiences, social circumstances, culture and political
environment in addition to inherited or biological factors. Reflecting this social model of
health, the World Health Organization defines mental health in broad terms as:

the capacity of the individual, the group and the environment to interact with one
another in ways that promote subjective well-being, the optimal development and use
of mental abilities (cognitive, affective and relational), the achievement of individual and
collective goals consistent with justice and the attainment and preservation of conditions
of fundamental equality. [19]

This definition makes it clear that day-to-day opportunities to use individual abilities and
skills, to experience personal achievement and a sense of effectiveness are fundamental to
experiencing an inner, subjective sense of well-being that is in turn the basis of effective
functioning. The definition also emphasizes the importance of development over the whole
course of life. Early experiences and opportunities influence later capacities for participa-
tion. Relationships with other people are centrally important to individuals, allowing trust,
intimacy and the giving and receiving of affection, support and care, as well as the
opportunity for shared experiences. The social, cultural, economic and political living
environment is crucial and mental health cannot be realized without justice and equality
of human rights; through inclusion of all and fairness of opportunity and access to adequate
resources on which to live [18]. These are intrinsically gendered.
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37.3 Parenting and mothers’ social position

Even in the contemporary world, women’s rights to equality of access to education,
personal safety, reproductive choice and freedom from discrimination are not recognized
universally. They are particularly important to mental health and mothering. The relative
contributions of biological, psychological and social factors to depression in mothers were
assessed in a recent [20] multilevel analysis in 50 US states. Self-reported depression
symptoms were collected from more than 7700 women together with publicly available
data from the 50 states in which they lived. Women who lived in states in which female
political participation was high, reproductive rights recognized and employment and
economic autonomy assured had significantly lower average levels of depressive symptoms
than others. As there is no basis to presume that women in general are biologically or
psychologically different between states, it was concluded that that social determinants
outweigh both intrinsic biological and individual psychological factors in explaining the
prevalence of depression in women.

The lower social position occupied by women in most societies is amplified during the
years of mothering little children when social and economic participation are reduced
and the unpaid workload increased. This is integral to both the higher level of risk factors
for poor mental health that they face and the lower levels of protective factors to which
they have access. In the studies of maternal mental health from resource-constrained
settings the risk factors for poor mental health were consistent with this social model.
They include:

• Poverty and chronic social adversity, including limited education and opportunities for
income generation, and crowded living conditions [10, 14, 21];

• Gender-based violence, including emotional, physical and sexual abuse during child-
hood, and family violence, including by intimate partners [8, 22];

• Lack of autonomy to make sexual and reproductive decisions [23];

• Unintended pregnancy, especially among adolescent women who have not had access to
family planning services [10, 21];

• Lack of empathy from partners and gendered stereotypes about the division of household
work and infant care [10, 21, 23, 24, 25];

• Excessive workloads and severe occupational fatigue [13];

• Lack of emotional and practical support or criticism from her own mother or mother-in-
law, or peer group [10, 13, 14, 22];

• Gender discrimination and devaluing of women; [23]

• Cultural preference for male children [8].

Overall it is estimated that about 1 in 10 pregnant women and mothers of newborns in
high-income countries have significant mental health problems, but 1 in 3 to 1 in 5 in the
resource-constrained countries from which evidence is available [8, 10, 14]. Pregnancy
and childbirth-related conditions were ranked first and depression fourth as contributors
to the burden of disease experienced by women globally in 2003 [26]. When these
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conditions co-occur, the human suffering can be extreme and the consequences for
infant health and development severe.

37.4 Human rights, mental health and child health
and development

In September 2000, 189 member states ratified the United Nations Millennium Declaration
that every woman, man and child has the right to development and freedom from want and
that progress has to be measurable and demonstrable. In order to ensure this aim, it defines
goals, targets and indicators for combating poverty, hunger, disease, illiteracy, environ-
mental degradation and discrimination against women as central to development. There is
growing recognition that maternal mental health is fundamental to attaining the
Millennium Development Goals of improving maternal health, reducing child mortality,
promoting gender equality and empowering women, achieving universal primary educa-
tion and eradicating extreme poverty and hunger.

In 2005 the World Health Organization (WHO) established the Commission on the
Social Determinants of Health (CSDH) [27] to ‘marshal the evidence on effective
strategies to promote health equity’. It reported in 2008 that in all contexts there are
social gradients in health, with the poorest having much worse health than those who are
socio-economically advantaged. These disparities reflect diverse factors, not just health
services and systems, but are indicators of social injustice. The CSDH recognizes in
particular the importance of early childhood development (ECD) to social equity and
adult health, well-being and productivity. It concludes that ‘the process of development is
influenced not only by a child’s nutrition and health status, but also by the kind of
interactions, beginning in utero [that] infants and children develop with caregivers’. The
environments in which children live in the earliest years of life, and the quality of
emotional security, intellectual stimulation and sensitive care they receive during the
early years set a critical foundation for their entire life course. ‘Early childhood develop-
ment influences health and development status, basic learning, school success, economic
participation, and social citizenry’ [28]. Opportunities provided to infants and young
children are crucial in shaping lifelong health and developmental status.

37.5 Promotion of infant health and development and
prevention of maternal mental health problems

The health sector has a unique role to play in supporting young children’s growth and
development. This includes promoting all aspects of child development with systematic and
well-implemented education of and support for parents, and identifying children in need of
increased intervention. In all settings there is some provision for pregnancy-related health
care and assessment of the health of newborns and young children, including for vaccination.

Interventions for promoting ECD are optimally located within regular primary health
care. Integrating health and nutritional interventions with home or facility-based psy-
chosocial interventions is a cost-effective approach which can have lasting benefits on
children’s competence. There are effective and mostly low-cost actions that can be taken
to prevent the damage and remedy the deficiencies. While delivery of ECD services
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depends on the local context, there are case studies which illustrate that successful
programs can be implemented at all income levels. The WHO in collaboration with
UNICEF, the World Bank and other partners has developed the Care for Child
Development package that provides age-appropriate recommendations for all children
on play, communication, nutrition and responsive feeding, and includes intervention
strategies when problems are identified. The package has a checklist for health-care
providers to use to identify and manage problems. It covers the age range from newborn
through 36 months. It also includes recommendations for care during pregnancy and the
mental health of mothers.

These recommendations can be given to caregivers by health workers, nutrition workers or
community health workers. The package provides an evidence-based, theoretically sound and
tested method for supporting ECD. It incorporates all WHO principles including equity, child
rights, integration of services, life course approach and community participation and is a synthesis
of the most effective approaches that have worked in the context of developing countries.

The feasibility of delivering the Care for Child Development in resource-poor settings
has been demonstrated in Brazil and South Africa. In Turkey investigators found an effect
on the quality of the home environment one month after a single health centre visit.
Incorporating developmental counseling within primary care may improve family satisfac-
tion, quality of care and parenting practices, greater parenting confidence, and fewer
concerns about the child’s development.

To date, most investigations in this field have presumed that infants’ behavior reflects
parenting factors, and that for example poor developmental outcomes are a direct conse-
quence of maternal depression. However, there is growing recognition that the relationship
might be reciprocal and that infant behavior, especially prolonged inconsolable crying and
sleeping and feeding difficulties, are likely to exert an adverse effect on a mother’s confidence
and affect. In high-income settings, there is increasing evidence that effective parenting
education benefits maternal mental health through enhancing maternal efficacy with flow
on benefits for self-confidence [29]. Universal strategies to promote skilled care of infants like
the Care for Development package are therefore likely to contribute to the prevention of
maternal mental health problems in low-income settings.

There is debate about whether the most effective approach to improving maternal mental
health and the capacity for parenting is to use indicated interventions for women with current
clinically significant depressive symptoms or other illness, selective interventions for women
at risk of developing illness, or universal preventive interventions to be offered to all women
to reduce population prevalence [30]. However all of these approaches are required to
improve population mental health and reduce the burden of illness and its consequences
for child development. The need to address specific ‘upstream’ and ‘downstream’ factors will
differ across countries, communities and families as described in Chapter 30, and a situation
assessment is warranted in most countries and regions.

37.6 Preventing and ameliorating maternal mental health
problems and potential benefits for infant health
and development

Even when effective prevention strategies are available, there is a need for interventions to
assist mothers with mental health problems. In high-income countries there are diverse
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approaches to treatment. There is evidence that both psychotherapeutic interventions includ-
ing cognitive behavioral therapy, interpersonal therapy and pharmacotherapy can be effective
in reducing maternal depression. However these depend on availability of and access to highly
skilled mental health professionals. Few low- and lower-middle income countries have
sufficient mental health professionals available to meet the population’s needs. Further, in
order to be incorporated into existing health care, interventions have to be acceptable,
affordable, accessible and based on local evidence. The challenge is to develop and demon-
strate the effectiveness of interventions to address: women’s psychological needs in the work of
mothering; children’s developmental needs; the mother–infant relationship; and the social
determinants of poor maternal and infant health in resource-constrained settings.
Interventions to ameliorate mental health problems are required in all settings. In time it is
essential to develop and implement cross-sectoral and multifaceted strategies to prevent them.

Interventions to address maternal mental health problems have been studied recently in
low- and lower-middle-income countries. Some focus on the mother directly. Rahman et al.’s
Thinking Healthy Program (THP) [32], is a manualized intervention incorporating cognitive
and behavioral techniques of active listening, collaboration with the family, non-threatening
enquiry into the family’s health beliefs and challenging and substitution of alternative
information when required, and inter-session practice activities. Rojas et al. [33] used eight,
weekly, structured psycho-educational groups comprising information about symptoms and
treatments, problem-solving and behavioral activation strategies and cognitive techniques
with examples illustrative of the postnatal period and free antidepressant pharmacotherapy.

Others targeted the child, with assistance to the mother being offered opportunistically.
Baker-Henningham et al. [31] in Jamaica tested a half-hour weekly home-visiting inter-
vention which aimed to improve mothers’ knowledge and childrearing practices and
parenting self-esteem through the use of home-made toys, books and household items to
demonstrate age-appropriate activities for the child by involving mother and child in play
and provide experiences of mastery and success for mother and child. The importance of
praise, responsiveness, nutrition, appropriate discipline and promotion of play and learn-
ing were emphasized in a friendly empathic approach, but there was no specific focus on
problem solving or addressing maternal concerns.

Rahman et al.’s Learning Through Play (LTP) [34] program was developed for use by lay
home visitors in Canada and has been adapted for use in resource-constrained countries. It
includes images demonstrating infant development, parent–child play activities and other
activities to promote skilled parental caretaking to promote cognitive and social-emotional
development. The images are accompanied by simple text suitable for groups with low literacy
and together these are presented as a calendar demonstrating developmental progress. The
intervention group received a half-day session on LTP in late pregnancy, with a calendar for
take-home use. Subsequently each mother received 15- to 20-minute home visits once a
fortnight at which her infant’s development was discussed using the calendar as a reference
point until her baby was 12 weeks old. Participants were encouraged to meet informally in
groups to apply the techniques in the calendar and provide mutual support to each other.

Cooper and his international team [9] sought to improve mother–infant relationship using a
local adaptation of the Health Visitor Intervention Program incorporating principles of the
WHO’s Improving the Psychosocial Development of Children program that aims to enhance
maternal sensitivity and responsiveness to and interactions with her baby. The health visitors
used items from the Neonatal Behavioral Assessment Scale to sensitize the mother to her infant’s
abilities and needs in hour-long home visits antenatally and at scheduled intervals post-partum.
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These interventions were all assessed in settings with very few specialist mental health
professionals and, apart from Rojas et al.’s [33] study, were implemented by local non-
specialist community health workers, under the supervision of trained and experienced
health professionals or health researchers. All studies included comparisons with women
who did not receive the intervention and measured maternal distress or depression by
diagnostic or self-report measures as an outcome.

Mothers who received the Thinking Healthy Program in Pakistan were less likely to be
depressed, less disabled, and had better overall functioning and perceived social support at
6 and 12 months post-intervention than mothers who received usual standard care [32].
Rojas et al. [33] in the trial from Chile reported that the crude mean Edinburgh Postnatal
Depression Scale (EPDS) score was lower for the intervention group than for the usual care
group at 3-month follow up, but by 6 months this difference was no longer evident.
Mothers who received the multi-component group therapy were more compliant with
antidepressant use, attended their primary care provider more frequently and had better
social functioning at 3 months than those in the standard care group.

In Baker-Henningham et al.’s [31] study from Jamaica, mothers who received the home-
visiting intervention but not mothers in the control group had a significant reduction in
depressive symptoms. Mothers receiving 40–50 home visits had the greatest decline in
depressive symptoms and those who received fewer than 24 visits had no improvement
compared to the control group. Mothers in Pakistan who received the Learning Through
Play program had more knowledge about infancy than those in the comparison group,
though there were no differences in self-rated emotional distress [34].

In the randomized controlled trial of the intervention from Khayelitsha, South Africa
[35], self-rated maternal depressive symptoms were lower in the intervention group at
both assessments than those for the control group, but were significant only at 6 months
follow-up [35]. Mothers in the intervention group were however significantly more
sensitive and less intrusive in their interactions with their infants at both 6 and
12-month follow-up. More infants in the intervention than the control group were
securely attached and there were higher rates of anxious-avoidant attachment in control
than intervention group.

37.7 Addressing the social determinants of compromised
early childhood development and maternal mental
health problems

The social determinants of compromised early childhood development were an explicit
focus of the Commission for Social Determinants of Health Development’s Report; and
their contribution to depression in mothers was recognized explicitly in the theoretical
rationales for some of the treatment studies described above.

In order to achieve the Millennium Development Goals related to reduction of poverty
and malnutrition and realization of gender equality, and primary education for all, invest-
ments in the earliest years of life are essential. Early opportunities for learning in combina-
tion with improved nutrition increase the chances that a child will attend and stay in school,
will learn effectively while in school, and will be able to use the learning for becoming a
more productive worker and caregiver of the next generation in adulthood. The combined

37.7 SOCIAL DETERMINANTS OF COMPROMISED EARLY CHILDHOOD DEVELOPMENT 437



impact of gender discrimination, poverty, depression and social exclusion place children at
great risk and their combined impact is even more severe [28]. Investments for child
development include but go beyond those required for survival; rather, they are a set of
evidence-based, recognized interventions to improve the child’s development and the
quality of the child’s environment.

Cooper et al. [9, 35] acknowledge that chronic social and economic adversity and
exposure to violence compromise infant health and development, and that maternal
depression amplifies these effects. Given the difficulties in altering the environment they
proposed that an approach which aimed to improve mothering capacity might reduce
maternal depression and ameliorate poor outcomes for infants. In the report of their recent
randomized controlled trial [35], they note that the lower prevalence of maternal depres-
sion in Khyalitsha, the peri-urban research site, compared with that found in their earlier
prevalence survey and pilot studies [9] was likely to be attributed to the general improve-
ment in economic and social circumstances that had occurred in the interim.

In the theoretical rationale for the Thinking Healthy Program [32], the authors acknowl-
edged that women in Pakistan occupy a lower social position than other family and com-
munity members and in this situation can feel defeated, hopeless and unable to exert agency.
The need to improve women’s social status in order to promote their mental health was
recognized, but also that this requires a subtle and staged approach. Recognizing that there
was potential for the intervention to be perceived as a challenge to traditional cultural beliefs
about women’s roles and responsibilities, the need to minimize resistance by engaging family
members was explicit. The intervention had therefore to be culturally and socially acceptable
not only to individual women, but also to members of her extended family. Mental illness is
highly stigmatized in many low-income countries, including Pakistan. Formative research
revealed that women with depression did not regard their state of mind as an illness, but
rather as a reflection of their social and economic circumstances and of pejorative gender
stereotypes. There was potential to worsen women’s predicaments by applying explicit
diagnostic labels and describing the program as being about depression. Stigma was reduced
and acceptability increased by presenting the intervention as one to promote the health and
development of babies, and that healthy strong mothers were best able to achieve this. It was
also reflected in the integration of the THP in the standard community-based maternal and
child health education program rather than being stand-alone.

The choice of language reflected this: the intervention was presented as ‘training’ and
not ‘therapy’, the providers as ‘trainers’ not mental health workers, and the term
‘depression’ was not used. In addition to careful choice of constructs and language,
comprehensibility was maximized through the development of visual materials appropriate
for non-literate participants. While each step of the intervention was documented in the
THP manual, it was multimodal and providers were permitted to use independent judge-
ment to make pragmatic adjustments, for example to seek external assistance to reduce
gender-based violence.

37.8 Implications for facilitating ‘good-enough parenting’
in the communities of the twenty-first century

Overall, this body of evidence, generated in diverse countries and settings, provides
promising guidance for strategies to facilitating ‘good-enough parenting’ through assisting
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mothers and very young children in all countries, including the world’s many resource-
constrained communities.

First it is clear that women are responsive to programs which recognize the value of their
work as mothers and provide them with the skills and knowledge they need to care well for
their infants. Structured psycho-educational approaches which teach them how to under-
take these tasks are of more value to them than empathic support alone. These approaches
require tailoring to differences in literacy including emotional literacy and to the social,
economic and political contexts of their lives.

There is increasing evidence from the industrialized world that although there are some
flow-on benefits, interventions need to attend explicitly to the needs of the mother, the
infant and to mother–infant interaction. The outcomes of the trials described suggest that
this also applies in resource-constrained settings. Interventions for maternal mental health
can have a positive impact on infant health and development, but the effect is stronger if the
infant health component is a direct, rather than an incidental focus of the intervention. The
South African and Pakistani trials where the focus was placed on mother–infant interaction
improved the quality of interaction and maternal knowledge of infant development
respectively, but had weaker or no effects on maternal mental health.

This last observation has important implications for helping mothers parent better in an
atmosphere of trust, sharing and support. Most mothers (even in the most resource-poor
settings) will do all they can for their infant, sometimes at the cost of their own physical and
mental health. Women with young children often have role strain because of the multiple
demands made on them. They not only have to look after the infant and other young
children, they also have to fulfill other social, economic and physical demands of the family.
If women are to be more effective parents they need their own mental health and physical
health needs to be looked after. Communities need to find ways of supporting young
mothers, such as young mum’s clubs and groups and ways of helping mothers to find time
to exercise, eat and have their leisure needs fulfilled.

Considering culturally appropriate ways that fathers and other parental figures may be
included or influenced to provide support for these initiatives is important and relevant to
their success, based on the evidence from high income countries as well as common sense.
With rapid urbanization and more mothers being involved in income-generating work, the
role of fathers needs to be defined better in all societies and they need to share the work of
parental caretaking. There remains a serious lack of evidence about the work of fathering in
resource-constrained settings including the impact of gender stereotypes on men’s capacity
to provide infant caretaking and to participate fully in domestic life, and the contributions
that fathers make to the optimal health and development of their infants and the healthy
functioning of their families.

Finally, all the intervention trials were the products of collaborations between high-income
and low-income countries, with expert technical and local knowledge being applied together
to generate evidence of value to the country and to the wider international community.

37.9 Conclusion

Good-enough parenting is essential to realizing the Millennium Development Goals and
requires direct attention to the social determinants of health. Multi-sectoral strategies are
required to address parenting and mental health, including poverty alleviation and violence
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prevention. However these are long-term goals. Immediate responses are required that
value the work of mothering and the costs that it imposes on women’s lives, and the
cooperative role of fathers. The particular challenge to resource-constrained countries, with
their international partners, is to capitalize on available knowledge and develop and
implement accessible, affordable, non-stigmatizing, gender-informed, evidence-based psy-
cho-educational programs to address the needs of parents and infants as they grow in the
context of poverty and social adversity. Good-enough parenting in the twenty-first century
will require more active involvement of societies, communities and families in support of
parents and parenting.
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