
[image: Cover.jpg]


The Motherhood Constellation


The Motherhood Constellation

A Unified View of Parent-Infant Psychotherapy

by
 Daniel N. Stern

[image: ]


Published 1998, by arrangement with Basic Books, a
 division of Perseus Books LLC. New York, New York U.S.A.

Published 2018 by Routledge 1998
 2 Park Square, Milton Park, Abingdon, Oxon OX14 4RN
 711 Third Avenue, New York, NY 10017, USA

Routledge is an imprint of the Taylor & Francis Group, an informa business

Copyright © 1995 by Daniel N. Stern

The rights of Daniel N. Stern be identified as author of this work have been asserted in accordance with §§ 77 and 78 of the Copyright Design and Patents Act 1998

All rights reserved. No part of this book may be reprinted or reproduced or utilised in any form or by any electronic, mechanical, or other means, now known or hereafter invented, including photocopying and recording, or in any information storage or retrieval system, without permission in writing from the publishers.

Notice:
 Product or corporate names may be trademarks or registered trademarks, and are used only for identification and explanation without intent to infringe.

British Library cataloguing in Publication Data

 A C.I.P. record for this book is available from the British Library.

ISBN 9781855752016 (pbk)



For Nadia





Contents

	Introduction
	Part I
 THE CLINICAL SYSTEM IN PARENT-INFANT PSYCHOTHERAPY	Chapter 1. An Overview of the Clinical Situation
	Chapter 2. The Parents’ Representational World









	Cover

	Half Title

	Title

	Copyright

	Dedication

	Contents

	Introduction

	Part I
 THE CLINICAL SYSTEM IN PARENT-INFANT PSYCHOTHERAPY
	Chapter 1. An Overview of the Clinical Situation

	Chapter 2. The Parents’ Representational World

	Chapter 3. The Parents’ Representations Enacted

	Chapter 4. The Parent-Infant Interaction

	Chapter 5. The Nature and Formation of the Infant’s Representations

	Chapter 6. The Infant’s Representations Viewed Clinically

	Chapter 7. The Therapist



	Part II
 THERAPEUTIC APPROACHES IN PARENT-INFANT PSYCHOTHERAPY AND THEIR COMMONALITIES
	Chapter 8. Approaches That Aim to Change the Parents’ Representations

	Chapter 9. Approaches That Aim to Change the Interactive Behaviors

	Chapter 10. Commonalities Among the Different Approaches



	Part III
 SYNTHESIS
	Chapter 11. The Motherhood Constellation

	Chapter 12. Some Wider Implications for Other Clinical Situations



	REFERENCES

	INDEX






	i

	ii

	iii

	iv

	v

	vi

	vii

	viii

	1

	2

	3

	4

	5

	6

	7

	8

	9

	10

	11

	12

	13

	14

	15

	16

	17

	18

	19

	20

	21

	22

	23

	24

	25

	26

	27















































































































































































































Guide


	Cover

	Half Title

	Title

	Copyright

	Dedication

	Contents

	Start of Content









Introduction

THIS BOOK explores the nature of parent-infant psychotherapies, therapies that are a major segment of the rapidly growing, sprawling field of infant mental health. At present, this field consists of applications of and borrowings from well-known therapeutic concepts (including psychoanalysis, behaviorism, systems theory, social networks, and pediatrics) that have been modified for use with a new population. Most often these approaches try to remain faithful to their intellectual origins. At first glance, therefore, the field resembles a continent, previously unexplored, that has been divided into areas ruled by different colonial therapeutic empires. On closer examination, however, the established therapies are all undergoing modifications in their confrontation with this new setting and are converging. One can begin to see the general outlines of a future unified country, a single coherent field of psychotherapeutics with its own unique contributions to make to the general ideas of psychotherapy. This book will trace this evolution.

To put this inquiry into perspective, it is worth noting that the history of psychotherapy is, in large part, the story of encounters between existent therapeutic approaches arid new clinical populations for whom the existing concepts and techniques were not designed. The specific psychopathology that is clinically addressed is of crucial importance to an understanding of the therapeutic approach that develops. Theories arise with specific clinical phenomena in mind. Freud's meeting, over one hundred years ago, with mostly female patients with hysteria, especially with phobias and symptoms of conversion reaction, gave rise to the psychoanalytic technique and (along with other psychoneuroses) to psychoanalytic metapsychology, in particular to the notion of the Oedipus complex as the central organizer of psychic life.

When psychodynamic therapies encountered schizophrenic adolescents enacting identifiable patterns of family interaction, family therapies emerged along with a systems theory perspective on psychopathology and technique. Similarly, when traditional psychodynamic psychotherapies met "new" forms of psychopathology such as narcissistic and borderline personality disorders, there arose Self Psychology and other important variations of psychoanalytic theory and technique that stress the pre-Oedipal rather than the Oedipal organizations of mental life and focus on deficits as well as conflicts (Green, 1983/1986; Kernberg, 1984; Kohut, 1971, 1977). The special relationship between depression and cognitive therapies may prove to be another such case of an approach largely shaped by a specific form of illness (Beck, Rush, Shaw, & Emery, 1979).

In brief, it seems that different forms of psychopathology are paradigmatic for different clinical approaches, both theoretically and technically. At each major new encounter with an unexplored illness or never-before-treated clinical population, new treatment approaches emerge. And these invariably have implications for the existing approaches. This book will examine the new psychotherapies that have emerged and are still emerging to deal with the "new" clinical population of parents with infants. It will also explore some of the implications of this encounter for the existing psychotherapies that address other clinical situations.

The population in question consists of very young infants (0-3 years) and their parents, largely mothers. The psychopathologies they exhibit consist largely of relationship disturbances that may present as eating or sleeping disorders, attachment disturbances, early conduct disorders in the infant, or as parental anxieties, disturbances in parenting, and other forms of parentinfant disregulations (Cichetti & Cohen, in press; Greenspan, 1981; Lebovici, 1983; Lebovici & Weil-Halpern, 1989; Lewis & Miller, 1990; Sameroff & Emde, 1989; Soule & Golse, 1992; Weinberg & Tronick, 1994; Zeanah, 1993). They also include infant conditions that do not originate in the parent-infant relationship, such as developmental lag or specific handicaps. After all, the parent-infant relationship will have a powerful influence on how such illnesses are lived. This new clinical situation has of course been around for a long time, but only in the last decade has it greatly proliferated, with the result that a wide variety of treatment concepts and programs of intervention have emerged (see Fava Vizziello & Stern, 1992; Meisels, Dichtelmiller, & Llaw, 1993; Meisels & Shonkoff, 1990; Zeanah, 1993).

As a new terrain of encounter for the established therapeutic approaches, the parent-infant relationship offers several unique aspects that promise a fruitful meeting.

	The new "patient," never before encountered, is not a person but a relationship, although a realistically asymmetrical one, between a young baby and his parents. This relationship is influenced by a rich and full past history on the parents' part and a quickly accumulating but still minimal one on the infant' s part. We are not yet clear what a "relationship disturbance" is in this context (Sameroff & Emde, 1989).
 	It is not yet known how much of the infant's psychological nature is a construct of the parents' imagination (their wishes, fears, attributions, and so on)—that is, of the relationship.
 	Diagnostically the infant is neither neurotic, borderline, nor psychotic. Is he "normal"? He has an infant psyche, whatever that may be. (The DSM and ICD classification systems—as well as others—have been of little help for diagnosing infants under 3 years of age.)
 	The parents are psychologically "normal," in the vast majority of cases. If they carry a diagnosis it is a secondary or mediating variable. They tend to see themselves as having a problem rather than an illness. They visually do not choose or wish to see a psychiatrist, clinical psychologist, or psychoanalyst. Most often, referrals from medical sources must be done with some delicacy to avoid the stigma of mental illness.
 	Nonetheless, the mother (and perhaps the father) do have a special psychological condition, which I will later refer to as the motherhood constellation. This is a unique organization of mental life appropriate for and adapted to the reality of having an infant to care for. This special psychic organization makes the mother a "patient" who cannot be properly seen when viewed through the lens of a therapy designed for other sorts of patients.
 	The infant and his parents are in the throes of the greatest and fastest human change process known: normal early development. Furthermore, this life epoch is not simply another major "crisis," potentially conducive of change. Its cardinal function is to effect change, maturation, development, and growth. This engine for change operates with or without therapy. It is the milieu in which therapy takes place.
 	Rarely is it clear or permanent how to locate and identify the problem. The parent feels a kind of responsibility for who the infant is that is not found so strongly in adult relationships. Accordingly, the normal responsibilities and defenses of a targeted patient are different in this setting.
 	The relationship between parent and infant is conducted exclusively nonverbally and largely presymbolically. Pathology is thus the result of these preverbal interactions. How is that fact to be conceived and dealt with?


Some of these elements are not unique to the parent-infant situation; rather they are exaggerations of what may be found in other therapeutic situations. Exaggeration, however, can be illuminating.

The many therapies used to treat parents and infants must take into account these special elements. What search strategies are likely to reveal the convergences appearing among diverse therapies inspired from different sources? How can we best explore the fundamental aspects of these parent-infant therapies created in part by the special elements of the clinical situation, and discover if new concepts and practices are emerging, with relevance for all therapies in general, as well as for parent-infant disturbances in particular?

The approach to be adopted here is inspired by the impression that almost all the various parent-infant therapies work—and probably work equally well. This assumption is neither new nor surprising. The history of psychotherapy research (predominantly with adults) has continually shown that most therapies work—compared with no treatment—and that differences in outcome between different therapies are difficult to find. J. D. Frank and J. B. Frank (1991) have commented on this state of affairs with the suggestion that "the features common to all types of psychotherapy contribute as much, if not more, to the effectiveness of those therapies than do the characteristics that differentiate them" (p. 20).

My own work with infants and parents has led to similar conclusions. I have practiced several types and combinations of parent-infant therapies and have observed and read about many more. The commonalities seem to account for far more of the beneficial effects of therapy than do the differences, and there seems to be a rough equivalence among therapeutic approaches.

Many practitioners and theoreticians of one approach or another are not very comfortable with this situation for all the obvious reasons. (Some of the reasons for this discomfort are excellent. For instance, to get the expected positive therapeutic effect, it is necessary for the practitioner to have full confidence—even belief—in the specific approach and to be well trained and experienced in its application. Practically speaking, this usually means being relatively ignorant of the other approaches.)

The assumption, then, of rough equivalence among therapeutic approaches is unpopular and rests uneasy. There are several ways around it. The most appealing to committed practitioners is to search for clinically important exceptions to the basic assumption of equivalence. For example, if one only had a better description of a subpopulation that responded well or poorly to one or another of the therapies, then one could predict which therapy would work better for whom, when, and where. Such wellmeant and necessary attempts to weaken or qualify the basic assumption of equivalence are usually of limited success, but they hold out the hope that if they were done better or carried further, the assumption would be compromised.

Others choose simply to ignore the assumption, even—or especially—those doing psychotherapy outcome research. They argue that since the common features are nonspecific to any of the therapeutic approaches being compared, there is no point in studying or even thinking about them. These features are always present and always acting; they do not constitute a potential variable (even if they do account for the largest share of the outcome effect). And in this spirit we tend to minimize or forget about the massive role of the nonspecific.

There is yet another way around the assumption: accepting that the different therapies have roughly equal outcomes but that they arrive there by different mechanisms of therapeutic action. Logically, then, therapies could be combined and get better results than could any one therapy alone. This approach is rarely used, however, except where the therapies have very different mechanisms of action, as when drug therapy is combined with talking therapy. This combination seems to offer the best of both worlds, but it is only a promise.

The strategy I will adopt here is to accept the assumption of the rough equivalence among therapeutic approaches (I was not crazy about it initially, either) and to put it to advantage in exploring the current situation, by identifying and examining in detail the commonalities among various parent-infant therapies. This is not a new strategy. It is what Frank and Frank (1991) have done for adult psychotherapies for over three decades.

There are two main reasons for such a strategy. First, it adheres closely to the empirical situation we find, namely, that nonspecific features (commonalities) shared by therapies account for more of the positive outcome effect than do the unique or specific features. Second, common features will best identify a general new form of therapy. The nonspecific features may appear to be less interesting—or even noise—when comparing different approaches within a well-known, defined clinical domain. But that is not our task. Ours is to define and map the nature of a new, unknown, and little-described clinical domain, parent-infant therapies. And the deepest way to do that may well be to see if there are commonalities used by all the various parent-infant approaches and to evaluate whether this set of commonalities is different from that seen in other domains (or populations or theories) of therapy. If it is, then we can start to talk about the unique and coherent features belonging to parent-infant therapy. And we can ask whether these features have something to teach the general field of psychotherapy in return.

In the course of examining different clinical approaches and exploring the features they hold in common, I have come to realize that a mother is not just another patient, nor only a parent to a young patient, nor simply another member of a system. She is a woman in a unique period of her own life, playing a unique cultural role and fulfilling a unique and essential role in the survival of the species. It has become apparent to me that any treatment of the parent-infant relationship has to take into account the special nature of most mothers' predispositions to think, feel, and act in certain ways. This realization has led to the concept of the motherhood constellation, which makes more comprehensible many of the commonalities seen in the different approaches and draws together many of the strands that start to describe a common direction in parent-infant psychotherapies. While the basic idea of a motherhood constellation is present in a vast array of writings, it is pulled together here in the service of understanding a domain of psychotherapy. Because of this key role, this book carries it in the title.

In part I, the nature of the parent-infant clinical situation will be described. Separate chapters will examine the different elements that make up the parent-infant clinical system: the parents' representations of the relationship with their baby, the overt interactions occurring between parent and infant, the infant's representations of these overt interactions, and the place of the therapist in this clinical system.

In part II, different therapeutic approaches to parent-infant disturbances will be discussed in terms of the elements of the clinical situation described in part I. Different chapters will focus on approaches that single out different elements of the system—for example, the parents' representations or the parents' overt behavior—as the preferred locus of therapeutic action. The discussion of these various approaches is not exhaustive; rather it highlights the major therapeutic features that will permit the development of the themes of the book. The commonalities among the different approaches are identified and explored.

In part III, a synthesis is attempted in which the parents (mostly the mothers) are viewed as having a unique form of organized mental life, the motherhood constellation. This constellation determines the optimal form of the therapeutic alliance and permits a fuller use of the commonalities that have been identified. Whether or not a new form of psychotherapy is indeed emerging and what practical and theoretical consequences it may have for the general field will be considered.

I hope that by identifying and developing several central ideas that are fundamental to parent-infant psychotherapies—especially the notion of the motherhood constellation—this book will be helpful to those who practice these therapies as well as to those who theorize about and practice other forms of treatment with different populations.


Part I
 The Clinical System in Parent-Infant Psychotherapy


CHAPTER 1
 An Overview of the Clinical Situation

THE MAIN CHARACTERS in the clinical situation in parent-infant psychotherapy are one infant and one or two parents. If only one parent participates, it is invariably the primary caregiving parent—usually, but not necessarily, the mother. Thus, the "patient" is generally the mother-infant dyad or the mother-father-infant triad. And there is the therapist. In the same vein, for the sake of clarity, I will generally use the masculine pronouns in referring to the infant. This device is not intended to suggest that problems are more common with male infants but simply to avoid confusion and clumsy expressions in referring to mother and baby.

This clinical situation consists of many different elements, its working parts. To visualize the elements of this system, I will use a model that is an elaboration of a schematic presented earlier (Stern-Bruschweiler & Stern, 1989). The relevant elements will be assembled by progressively adding them to the model. Separate chapters will later be devoted to detailed descriptions of the individual elements. Here I want to give an overview.

I will start with the bare minimum. At the very center of the model is the interaction between the infant and the mother. (Less often the triad is at the center. Whether it is the dyad or the triad that belongs at the center will be taken up later in this chapter.) This mother-infant interaction consists of the overt behaviors performed by each in response to and in concert with the other. The interaction is visible and audible to a third party, such as the therapist, as well as to the participant-observers.

For the purposes of schematization, let B stand for the baby and M for the mother, and the subscript act stand for their actions—that is, their overt behavior.

The observable interaction can be modeled as:
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The basic elements for a purely behaviorist approach are now in place. A behavioral treatment based solely on what the two partners do could be implemented with these elements.

So far, however, we have only an interaction and not a relationship. A relationship is, among other things, the remembered history of previous interactions (Hinde, 1979). It is also determined by how an interaction is perceived and interpreted through the many lenses particular to the participant of the interaction. There are the lenses of fantasies, hopes, fears, family traditions and myths, important personal experiences, current pressures, and many other factors. For the purposes of the model, I will summarize this amalgam of remembered history and personal interpretation as the representation of the interaction. Thus we can add to the model the mother's representation (M rep), consisting of how she subjectively experiences and interprets the objectively available events of the interaction, including her own behavior as well as the baby's.

This added element can be modeled as follows. (Hereafter, all phenomena that are externally observable events will be in bold block letters inside the ovals, and all intrapsychic, unobservable phenomena will be in lighter type outside the ovals.) With this addition, the basic elements for a cognitive therapeutic approach or a limited psychodynamically inspired approach are now in place.
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But the mother is not alone in forming a representation of what is happening during the interaction. As we shall see in chapters 5 and 6, the baby is avidly involved in constructing a representation of this interaction from the memory of its past occurrences. He too is building an interpretative and guiding representational world to deal with the current interaction. We must add an infant representation, the counterpart of the mother's representation. We thus add Brep to the model:
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The therapist is the final member of the minimal cast of characters of this clinical situation. The therapist, like the others, not only has objective interactions with the primary caregiver and infant, but also has a representational world in which such interactions take on part of their meaning and in which the therapeutic intervention takes on its specific form. So we must add the therapist (T) to the model as follows:
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Note that I have added a Mrep2, which is different from the Mrep1 discussed above. When the mother is in the therapeutic process, that is, actively in the presence of the therapist, she may see her infant, and herself-as-mother, and what is happening between them in a different light than when she is alone. Mrep2 is the view she acquires while in the therapeutic relationship. This parallel view can play an important therapeutic role as will be discussed below. In addition, the Mrep2 will contain the mother's views of the therapist, and the Trep will contain the therapist's views of the mother.

Now all the elements are in place for a psychoanalytically inspired approach via the mother and infant, including the provision of a role for transference and countertransference. It is now also possible for the mother's fantasy life to be seen to influence the infant's fantasies, and vice versa.

For the present, I will say no more about the therapist and temporarily leave that role out of the schematization for the sake of visual clarity. Just assume that the therapist is there as schematized. (A discussion of the therapist as a separate element follows in chapter 7.) Instead, I will now expand, schematically, the clinical situation beyond these minimal characters.

Some therapists consider the mother-father-infant triad as the "central patient." Others reserve this place for the mother-infant dyad, with the father playing a supporting and framing role. And yet others leave this question open, to be decided on a case-by-case basis. In any event, the father or his counterpart must be brought into our model. In actual practice the father's presence is variable unless it is made a condition for a session. Assuming he is there, he interacts with the mother and the infant (and the therapist), and he too evolves representations of his relationship with these others. So we can expand the model as follows:
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We now have present all the basic elements for a family-systemic approach, with or without an emphasis on individual psychodynamic past history—that is, the representations.

Often, especially in nontraditional, nonnuclear families, the complex of characters playing relatively important caregiving roles may be expanded and variable. Accordingly, the system can be opened up to include other crucial caregivers whose biological relation to the infant is not a criterion. The elements for a larger general system approach are now in place.

Finally, there are the levels of secondary and tertiary caregivers, support systems, social networks, and other factors at large, which are also always present, always acting, and always available as routes of therapeutic intervention. For the moment, I will collapse all these into the term support system, without recognizing the discrete potential influence of each of these factors, which include preschool nurseries, other parent-infant groupings, the medical care system, home visits, family networks, financial realities, and many others.

Support systems, in the above sense, can act as a continuous maintaining force or as an episodic influence on almost any (or several) elements of the basic model. The relationship of the support system to the basic model can be schematized as follows:
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This schematic tries to capture the fact that the support system will have its greatest direct effects on the mother's representations (largely those of herself-as-mother and herself-as-person) and perhaps an equally great effect on what the mother does, behaviorally, with the baby. The direct effect of the support system on the baby's overt behavior will be much smaller and on the baby's representations almost negligible, because the efforts of the support system are mainly directed at the mother's maternal functioning.

Four basic points are highlighted by this model. First, almost all the elements are always present and acting. Second, all the elements are interdependent. Third, all the elements are in a dynamic, mutually influencing relationship. Finally, and most relevant, a successful therapeutic action that changes any one element will end up changing all the separate elements. For instance, if one can change how a mother subjectively experiences herself as a mother—that is, her representation of herself with her infant (Mrep)—she will end up behaving differently with her infant in at least some of their interactions (that is, Mact will also change). The infant then will have to alter his behavior (Bact) to adjust to the new interactive reality. Since the infant's representation of the interaction (Brep) depends on what happens during repeated interactions, he will be forced to take his changed behavior and that of his mother into account by readjusting his representation of current and future interactions; that is, his representation (Brep) will have changed. And so the chain reaction occurs no matter where the first change was made. It could have occurred with the mother's interactive behavior (Mact) rather than with her representations (Mrep) with the same ultimate spread of changes throughout the model.

From this point of view, the different therapeutic approaches can be viewed as utilizing different ports of entry into a single dynamically interdependent system. To the extent that this is true, the nature of the system is a most powerful nonspecific commonality that transforms specific clinical interventions into general clinical outcomes. Therapeutic action will spread throughout the system so that it matters little how or why or where the initial change was brought about. In this way, the interrelated elements of the clinical situation will forge common outcomes from what were, initially, different approaches. We will explore in chapter 10 the extent to which this is true.

There is another reality of this clinical situation that tends to produce common outcomes. The nature of the system is such that in actual clinical practice it is hard, if not impossible, to restrict therapeutics to one port of entry alone. This "impurity" of approach is not due to any lack of trying on the part of practitioners, who work hard to direct their efforts into the one port of entry designated by their chosen approach. But the system does not allow for absolute purity. For instance, if one is therapeutically focused on the mother's fantasy life (Mrep) as the privileged port of entry, the actual interaction with the baby (Bact <-> Mact) will of necessity intrude frequently, whether for feeding, changing, calming, paying attention to, or a coda of play. To ignore the interaction would be artificial and bad therapy, the interaction might end the session on practical grounds anyway. Or from the other side, if one's approach is primarily interested in the overt interaction and not at all in the mother's representational world, one will constantly be taken unawares by the profusion of fears, fantasies, memories, and so on, evoked by the parent-infant encounter. Again, ignoring these factors is therapeutically perilous, if not impossible. The therapist is forced to cross and recross the boundaries between the interpersonal and the intrapsychic. Similarly, regardless of the therapist's persuasion, the therapy is simultaneously an individual psychotherapy (with the primary caregiver), a couples therapy (with the husband and wife), and a family therapy (with the triad), either all at the same time or in sequence.

In spite of these difficulties in holding strictly to traditional perspectives and techniques, and in spite of the inevitable impurities in each approach, one element—that is, one port of entry—is privileged and receives most of the therapeutic attention and action.

Theoretically and technically, the situation seems to be quite complex, even messy. And so it is, as measured by the standards of other therapies with other populations. (It is compounded by the unavoidable confusion between therapeutic change and developmental change.) This situation introduces a theme that will reappear over and over in this book. What look like impurities, difficulties, messiness, oddities, and outright failures from standard perspectives are, in fact, intrinsic to the parent-infant clinical situation. It is not a compromised normal clinical situation. It is a different clinical situation, with its own imperatives and opportunities. It must be seen on its own terms, not as an imperfect or pale application of another established therapy. Let us now proceed to explore "its own terms."

hereafter, whenever the word mother is used, it will mean the primary caregiver, except when otherwise specified. I use this shorthand because it is overwhelmingly the case that the mother is the primary caregiver.


CHAPTER 2
 The Parents' Representational World

THE REPRESENTATIONAL world of the parents is the first element of the clinical situation to be examined. The parents representations have played a key role in the history of parent-infant psychotherapies influenced by psychodynamic considerations. The parents' representations of the baby and of themselves-as-parents may be given the highest priority in the mind and practice of the therapist, or they may be more or less ignored. In either case, this mental world exists and plays an important role in determining the nature of the parents' relationship with the baby. It is useful to think of the clinical situation in terms of two parallel worlds: the real, objectifiable external world and the imaginary, subjective, mental world of representations. There is the real baby in the mother's arms, and there is the imagined baby in her mind. There is also the real mother holding the baby, and there is her imagined self-as-mother at that moment. And finally, there is the real action of holding the baby, and there is the imagined action of that particular holding. This representational world includes not only the parents' experiences of current interactions with the baby but also their fantasies, hopes, fears, dreams, memories of their own childhood, models of parents, and prophecies for the infant's future.

But what are such representations made of? How are they organized and how are they formed? No one knows exactly. They remain largely mysterious.1 Rather than explore the nature of these representations here, I will defer that discussion until chapter 5, on the infant's representations, where we can proceed with a cleaner slate, since we will be trying to understand such representations as they develop in the infant. Until then, we can assume that we know well enough what we mean that we can proceed.

One preliminary comment, however, is needed. I will assume that these representations are mostly based on and built up from interactive experience—more precisely, from the subjective experience of being with another person. Accordingly, I will also describe these representations in terms of schemas-of-being-with. The interactive experience can be real, lived experience, or it can be virtual, imagined (fantasized) interactive experience. There is, however, always an interaction somewhere underneath. The reasons for this insistence on an origin in interactive experience are several. Object-related representations are not formed when the outside is taken inside, as is suggested by such terms as internalization and introjection. They are formed from the inside, on the basis of what happens to the self while with others. It is in this sense that these representations are not of objects or persons (now inside), or images, or words; they are of interactive experiences with someone. (The representational world is probably more like a montage of film clips than a collage of photographs or words.) I will assume that this is equally true when we speak of a parent's wishes, dreams, fears, and fantasies for their infant or for the self-as-parent. These, too, form around real or imagined pieces of interactions, as we shall see. It is with these reasons in mind that I refer to both representations and schemas-of-being-with.

As a provisional help. I will adopt the following terminology. It will be revisited in chapter 5.

1. A schema-of-being-with is based on the interactive experience of being-with a particular person in a specific way, such as being hungry and awaiting the breast or bottle or soliciting a smile and getting no response. It is a mental model of the experience of being—with—someone in a particular way, a way that is repetitive in ordinary life.

2. A representation-of-being-with is a network of many specific schemasof-being-with that are tied together by a common theme or feature. Activities that are organized by one motivational system are frequently the common theme—for example, feeding, playing, or separation. Other representations are organized around affect experiences; they may be networks of schemas-of-being-sad-with or happy-with, for example. Yet other representations are assemblies made up of many representations that share a larger commonality such as person (all the networks that go with a specific person) or place or role. Representations thus are of different sizes and hierarchical status. I will make no attempt here to distinguish these or to signal the nature of the commonality that organizes the networks; these features can, I believe, be intuited from the context.

A Brief Historical Perspective

The conviction that the mother's representations can influence how she acts with her infant is as old as folk psychology. And for almost a hundred years the psychodynamic literature has commented richly on such influences as yet another example of the pervasiveness of conflictual themes in all domains of life, including the parent-infant relationship.

With the work of Donald Winnicott (1957, 1965, 1971) and Wilfred Bion (1963, 1967), among others, the fantasy life of the mother took on special, even unique importance. Her reveries, preoccupations, fantasies, and projective identifications (as forms of representations) involving the baby became of great interest to the psychic development of the infant. In fact, the mother's fantasies about her infant took on the status of one of the major building blocks for the infant's construction of a sense of identity. (This view will be examined further in chapter 5.)

Against this background, Selma Fraiberg revolutionized the perception of this situation by placing maternal fantasies and memories at the very center—practically (that is, clinically) speaking—of a pathogenic process that results in a disturbed parent-infant relationship or in the formation of an infant symptom (Fraiberg, 1980; Fraiberg, Adelson, & Shapiro, 1975). Her "ghost in the nursery" acting in the mother's mind is the example par excellence. This placing of the maternal representation at the core of the parent-infant clinical situation marked the beginning of "infant psychiatry" of a psychoanalytic inspiration. In a sense, a field was born (Call, Galenson, & Tyson, 1983; Rexford, Sander, & Shapiro, 1976).

Soon after, the same shift in focus took place in Europe, pioneered by Serge Lebovici (1983) and Leon Kreisler (Kreisler & Cramer, 1981; Kreisler, Fain, & Soulé, 1974). The prior work of Winnicott and Bion on maternal reveries certainly set the stage for these shifts in perspective on both sides of the Atlantic. At present, the importance of the mother's representations is evident in the attention given to the "imaginary baby" and the "phantasmatic baby" in the early problems of infancy (Cramer & Palacio-Espasa, 1993; Gautier, Lebovici, Mazet, & Visier, 1993; Lebovici, 1988).

There continues to be an explosion in psychoanalytically inspired therapies and research that focus on the maternal and (less often) the paternal representational world. Critics have been concerned that this movement runs the danger of becoming a new version of "blaming mother," since it is her representations that are the pathogenic agent. What is at issue, however, is the weight given to parental representations as a contributing cause of psychopathology, not whether they contribute at all. (This question will be taken up again in chapters 8 and 11.)

In the recent past, developmentalists and others became more intrigued by the representational world, particularly as it applies to parents and infants. They became convinced that broader and more systematic efforts were needed to explore these worlds. Different avenues of approach have resulted, such as role-relationship models (Horowitz, 1987), working models (Bowlby, 1980), and, at a more fundamental level, generalized event representations (Bretherton, 1984; Mandler, 1979, 1983, 1988; Nelson, 1986, 1988; Nelson & Greundel, 1981; Stern, 1989). As a result of these innovations, there now exists a growing and diverse body of ideas and data about the representational worlds involved in being an infant or parent.

I will take up the task of putting this body of information into some order, as it concerns one of the main elements of the clinical situation, and I will do it in terms of networks of schemas-of-being-with. What follows, then, is a partial list of different sets and subsets of parental representations that may be clinically pertinent. This list is too long and unwieldy to be directly usable, but it gives a sense of the mental worlds that may be candidates for clinical relevance and may require selective exploration in a psychotherapy.

The Mother's Networks of Schemas-of-Being-With

I will first briefly sketch the range of maternal representations that are potential candidates to become the (Mrep) of our diagrams.2

SCHEMAS ABOUT THE INFANT

The mother's infant-centered schemas include the baby as the particular son or daughter who belongs to her-as-the-mother and to her husband as-the-father; to her other children, as a sibling; and to her parents as a grandchild. Each of these is a slightly or very different baby who may look different and act differently. These schemas include the prediction of the baby at various older stages. There is also the baby as a person—that is, as a type of personality or character. This is largely a judgment about temperament, to the extent that it describes the natural tendencies the baby brings into a relationship.

One could ask, are these schemas-of-being-with really based on interactions? Two examples may suffice to address this question. The representation of the baby-as-the-particular-daughter-to-her-as-a-mother is likely to be made up of a network of schemas that could, for example, include such real or fantasied interactive experiences as someone's looking back and forth between mother and daughter and saying, "Oh, how much she resembles you," as the mother feels herself swell with love and perhaps pride; or a moment of complicity between daughter and mother laughing together; or a fantasy of the interaction on showing her daughter the house she grew up in; or the feeling of narcissistic satisfaction in caring for her. All these moments are based on interactions. A type of personality or temperament may seem harder to put into the form of an interactive schema of-being-with, but it is not. Such a network for, say, a very active baby could include such schemas as the way he moves around in the mother's arms when she is trying to feed him or the way he is always trying to get out of the baby seat as she watches with vigilance, some fear, and perhaps some admiration, but always with her muscles ready to jump. The point is that these networks consist of schemas that are founded on interactive experience. They are not pieces of abstract knowledge that has moved beyond the specificity of particular instances.

These many overlapping represented babies must also be viewed in a historical perspective, leading up to the present time and proceeding into the future (for the elaboration of the represented "baby" continues for the rest of the mother's life). The represented baby has a long prenatal history. As the fetus grows and develops in the mother's uterus, the represented baby undergoes a parallel development in her mind. The two developmental courses are not truly parallel, however, since the networks of schemas about the fetus develop under the influence of psychic and social factors as well as biological ones. For instance, at around 4 months of gestation there is a leap in the richness and specificity of the maternal representations of her fetus-as-infant. These days, this quantum leap is likely to have been triggered by an echography, when the parents see an image of the fetus (Piontelli, 1992). If not, there will probably be a big spurt around 4 months anyway, because that is when mothers start to feel the fetus move and the reality of the existence of the baby-to-be suddenly becomes palpable and more imperative. Recent studies (for example, Ammaniti, 1991, 1994; Ammaniti et al., 1992; Benoit, Parker, & Zeanah, in press; Fava Vizziello, Antonioli, Cocci, & Invernizzi, 1992; Fava Vizziello, Antonioli, Cocci, Invernizzi, & Cristante, 1993; Zeanah & Barton, 1989; Zeanah & Benoit, in press; Zeanah, Keener, & Anders, 1986; Zeanah, Keener, Stewart, & Anders, 1985) are starting to provide fascinating information about this "morphogenesis" of the represented baby. There is a general agreement that between the fourth and seventh months of gestation there is a rapid growth in the richness, quantity, and specificity of the networks of schemas about the baby-to-be.3

At first glance, one might expect this growing elaboration of the represented baby to continue right up to birth. But that is not what the researchers have found. The elaboration of the networks peaks at about the seventh month. The studies suggest that between the seventh and ninth months there is a kind of undoing of the reported representations. The representations about the baby decrease and become progressively less clearly delineated, less specific, and less rich. Why? The most plausible answer is that mothers intuitively protect their baby-to-be and themselves from a potential discordance between the real baby and a too specifically represented baby. After all, birth is the meeting place for the baby now in her arms and the one in her mind. As far as possible, she needs to keep the real situation unburdened with the past so that she and her real baby can start to connect, with a minimum of interfering baggage.

With the birth of the baby, the mother starts to rebuild her representations of who her baby is and will become. But now she normally does so along the general outlines provided by the real baby (such as the baby's sex and temperament) and by who she is turning out to be as a real mother. Many of the old schemas she held during pregnancy will reappear, but they will be varied and reelaborated to fit the given reality.

Many (for example, T. B, Brazelton, personal communication, 1993) have found that what mothers really do between the seventh and ninth months is to undo their more positive representations in order to prevent disappointments but that their negative ones involving fears of deformation and death flourish underground, remaining or becoming largely unconscious. In any event the mother adjusts her representational world as best she can to create a constructive mental work space for her future representations.

The represented baby did not, in fact, begin at conception, but long before, in the whole life history of the doll play and fantasies of the mother as a girl and an adolescent. This early history of the representations of a baby may be of clinical utility, and it may not. Many excellent mothers were quite uninterested in motherhood and all its aspects until well into reproductive adulthood. I don't believe that this early history is predictive in general, but it may be clinically useful in a given case and thus falls among the potential candidates to play an influencing role in the current clinical situation.

SCHEMAS ABOUT HERSELF

With the birth of her first baby, the mother's basic status and identity in life are changed overnight. A sweeping reappraisal of the organization and priority of most of her self-representations begins. Some of these changes may have been well anticipated and planned out by the mother before the birth; others will have been unforeseen and will sneak up on her. But all these changes will have to be reworked constantly under the pressing realities of daily life with baby during the next several months. While the mother is behaviorally organizing the baby's world—his cycles of sleep and hunger—the baby is helping her to reorganize her own representational world. He is turning her into a mother and forcing her to construct new networks of schemas for herself (Lebovici, 1988).

The networks of schemas that undergo reworking are the mother's self as woman, mother, wife, career-person, friend, daughter, granddaughter; her role in society; her place in her family of origin; her legal status; herself as the person with cardinal responsibility for the life and growth of someone else; as the possessor of a different body; as a person "on call" 24 hours a day; as an adventurer in life, a creator, a player in evolution's grand scheme, and so on—in short, almost every aspect of her life. All these networks are thrown by events into the postpartum crucible, potentially to be reforged. It will happen again with the second and third babies, but with less intensity and usually with less mutation in the representational world.

These major reorganizations are well known and widely written about. Nonetheless, it is perhaps worthwhile to enlarge upon some that are often less discussed, as we will need them later.

There exists within most women an important identity as the daughter of her parents. Even if she is an autonomous, independent woman, well engaged in her work and marriage, this life-long identity as daughter occupies a kind of historical center of gravity. With the birth of her own daughter she must shift that center of gravity from being primarily the daughter-of-her-mother to being the mother-of-her-daughter. In one blow, part of the fixed representational world has shifted irreversibly.

The new mother must give up, in large part, whatever long-held fantasies she has safeguarded about repairing, correcting, or redoing her childhood or being able to return there when she needs to. Now, all the faults, disappointments, and omissions that occurred in her girlhood in relation to her parents become fixed forever as past history. She can perhaps repair the past, but never again as a girl. A world (even if part of it is illusion) is gone. And there is often a profound sense of loss that runs beneath the sense of worlds gained. Several clinicians have commented on this sadness that may, in some cases, contribute to the normal postpartum blues (Manzano & Palacio-Espasa, 1990).

This reappraisal of primary roles is sometimes delayed by a grace period after the birth, when the mother's mother again takes on a maternal role to her daughter. Sometimes this permits repairs in the old relationship. As often as not, no such opportunity presents itself.

One of the reasons I have chosen to use as an example that network of schemas-of-being-with involving mother and daughter is because of its importance as a spawning ground for so many of the positive and negative fantasies, hopes, and fears elaborated by new mothers: "I will be just like" or "I will be the exact opposite of the way my mother was with me." The representation of her relationship with her father is often less immediately and violently challenged (as it may have been when she got married) but will eventually have to undergo a similar reappraisal.

A second challenge to the new mother's representational status quo is presented by the realistic need and desire to put the baby's interests before her own (Winnicott, 1957). Altering the balance between narcissism and altruism is not easy, especially when some of her central life goals—such as a career—may suffer. This representational shift demanded of the primary caregiving mother is almost always of some clinical importance and may comprise the nexus of the clinical problem.

The creation or adjustment of the many networks of schemas mentioned above provide potential candidates to influence the actual mother infant interaction. The list is only indicative, not complete.

SCHEMAS ABOUT HER HUSBAND

The shift in going from a couple to a triad (couple plus baby) inevitably alters the mother's networks of schemas of her husband—as husband, as father, and as man. The new practical realities and priorities imposed by the baby day and night put her previous representations about the couple under constant pressure to be modified. The opening up of the couple to include the baby is an obvious potential source of conflict between husband and wife, with sequelae for the parent-infant relationships.

Many of the representations that the mother may evolve about the baby imply a complementary representation about her husband. For instance, the representation of the baby as "marital glue," holding the marriage together, implies a representation of the husband as potentially leaving her and now being stuck in the marriage. The schema of baby as "her lover" implies that the husband is now—what? her provider? her protector? her parent? her enemy? The representation of the baby as the one person in the world who will, finally, love her unconditionally has implications about how her husband now loves her. The representation of the baby as a threat to the survival of the marital couple implies that the husband is unable to cope with his own needs and demands for exclusive care—that is, the husband as the "other baby." The baby can be the fantasized offspring of another man (such as a lost lover or the mother's father); in this case the complementary representation is of the husband as second choice and cuckolded unto the second generation. There is the baby who is a "gift" from her to her husband, implying that he is being rewarded for something or receiving his rightful due. Or the baby can be viewed as a gift to her from her husband, with similar implications.

Often the shape of the representation for the baby (for example, as her lover) takes its form along the existing fault lines in the couple (she had really wanted to marry another man who left her and whom she has not yet gotten over). In this way the representation concerning the husband can become exaggerated or made manifest, when before it was unimportant or latent.

Viewed in this light, how are these representations to be interpreted? Are they dyadic—that is, about two interdependent dyads (mother-baby, wife-husband)—or are they best conceived of as triadic?

There are two related issues here. The first is clinical. Different therapeutic approaches make different assumptions about what is the basic unit of the represented relationships. A nuclear family consisting of mother, father, girl, and boy will be seen and treated by many therapists as six separate dyads, each potentially requiring attention. More psychoanalytic therapists will reorganize the six dyadic representations into two basic or predominating Oedipal triads.
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